
 

 

 

Promoting sustainable employability of employees in
low-skilled jobs
Citation for published version (APA):

Hazelzet, E. M. (2023). Promoting sustainable employability of employees in low-skilled jobs:
development, implementation, and evaluation of a dialogue-based intervention. [Doctoral Thesis,
Maastricht University]. Maastricht University. https://doi.org/10.26481/dis.20230602eh

Document status and date:
Published: 01/01/2023

DOI:
10.26481/dis.20230602eh

Document Version:
Publisher's PDF, also known as Version of record

Please check the document version of this publication:

• A submitted manuscript is the version of the article upon submission and before peer-review. There can
be important differences between the submitted version and the official published version of record.
People interested in the research are advised to contact the author for the final version of the publication,
or visit the DOI to the publisher's website.
• The final author version and the galley proof are versions of the publication after peer review.
• The final published version features the final layout of the paper including the volume, issue and page
numbers.
Link to publication

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright
owners and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these
rights.

• Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
• You may not further distribute the material or use it for any profit-making activity or commercial gain
• You may freely distribute the URL identifying the publication in the public portal.

If the publication is distributed under the terms of Article 25fa of the Dutch Copyright Act, indicated by the “Taverne” license above,
please follow below link for the End User Agreement:
www.umlib.nl/taverne-license

Take down policy
If you believe that this document breaches copyright please contact us at:

repository@maastrichtuniversity.nl

providing details and we will investigate your claim.

Download date: 10 Apr. 2024

https://doi.org/10.26481/dis.20230602eh
https://doi.org/10.26481/dis.20230602eh
https://cris.maastrichtuniversity.nl/en/publications/cdd9d1b7-70cf-4f17-8eb5-93ab7b41404b


PROMOTING SUSTAINABLE EMPLOYABILITY 
OF EMPLOYEES IN LOW-SKILLED JOBS

Development, implementation, and evaluation 
of a dialogue-based intervention

Em
m

e
lie

 H
aze

lze
t

PRO
M

O
TIN

G
 SU

STA
IN

A
BLE EM

PLO
YA

BILITY
 

O
F EM

PLO
Y

EES IN
 LO

W
-SK

ILLED
 JO

BS

Emmelie Hazelzet





 

 

 

    
Promoting sustainable employability 

of employees in low-skilled jobs 
Development, implementation, and evaluation  

of a dialogue-based intervention 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 

Emmelie Hazelzet 



 

 

The research presented in this dissertation was conducted at the Care and Public 
Health Research Institute (CAPHRI), department of Social Medicine, Maastricht 
University. CAPHRI participates in the Netherlands School of Public Health and Care 
Research (CaRe). This research was funded by The Netherlands Organisation for Health 
Research and Development (ZonMw, grant number 531001405). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© Emmelie Hazelzet, Maastricht 2023 
 
Cover and chapter design: Ilse Modder | www.ilsemodder.nl 
Lay-out: Tiny Wouters-Lenssen 
Printing: Gildeprint| www.gildeprint.nl 
 
ISBN: 978-94-6419-759-4 
 
All rights are reserved. No part of this book may be reproduced or transmitted in any 
form or by any means, without the written permission from the holder of the copyright. 

 

 

The research presented in this dissertation was conducted at the Care and Public 
Health Research Institute (CAPHRI), department of Social Medicine, Maastricht 
University. CAPHRI participates in the Netherlands School of Public Health and Care 
Research (CaRe). This research was funded by The Netherlands Organisation for Health 
Research and Development (ZonMw, grant number 531001405). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© Emmelie Hazelzet, Maastricht 2023 
 
Cover and chapter design: Ilse Modder | www.ilsemodder.nl 
Lay-out: Tiny Wouters-Lenssen 
Printing: Gildeprint| www.gildeprint.nl 
 
ISBN: 978-94-6419-759-4 
 
All rights are reserved. No part of this book may be reproduced or transmitted in any 
form or by any means, without the written permission from the holder of the copyright. 



 

 

 
 

 

 

Promoting sustainable employability 
of employees in low-skilled jobs 

Development, implementation, and evaluation  
of a dialogue-based intervention 

 
 

 
PROEFSCHRIFT 

 
ter verkrijging van de graad van doctor aan de Universiteit Maastricht,   

op gezag van de Rector Magnificus, Prof. dr. Pamela Habibović,   
volgens het besluit van het College van Decanen,  

in het openbaar te verdedigen op   
vrijdag 2 juni 2023 om 13.00 uur 

 
door  

 
Emmelie Maria Hazelzet 

 
 

 
 
 
 
 
 



 

 

Promotores 
 Prof. dr. A.E. de Rijk  
 Prof. dr. J.H.A. Bosma 
 
Copromotor 
 Dr. I. Houkes 
 
Beoordelingscommissie 
 Prof. dr. F.R.H. Zijlstra (voorzitter) 
 Prof. dr. H. Anema (Amsterdam UMC) 
 Prof. dr. D. van Dierendonk (Erasmus Universiteit Rotterdam) 
 Dr. A. Meershoek 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



TABLE OF CONTENT 
Contents 

Chapter 1 General introduction  9 

Chapter 2 Effectiveness of interventions to promote sustainable employability:  23 
a systematic review 
Int J Environ Res Public Health 2019;16(11):1985 

Chapter 3 Using intervention mapping to develop ‘Healthy HR’ aimed at 45 
improving sustainable employability of low-educated employees 
BMC Public Health 2021;21(1):1259 

Chapter 4 Validation of the MAastricht Instrument of Sustainable  69 
Employability (MAISE-NL) adapted for employees in low-skilled 
jobs (MAISE-Easy) 
Int J Environ Res Public Health 2022;19(13):7977 

Chapter 5 Does dialogue improve the sustainable employability of  95 
low-educated employees? A study protocol for an effect and 
process evaluation of ‘Healthy HR’ 
Front in Public Health 2020;8:446 

Chapter 6 How a steeper organizational hierarchy prevents change 115 
- adoption and implementation of a sustainable employability

intervention for employees in low-skilled jobs: a qualitative study
BMC Public Health 2022;22(1):2373 

Chapter 7  Giving voice to employees in low-skilled jobs works: Effect and 139 
process evaluation of a participatory sustainable employability 
intervention  
Submitted for publication 

Chapter 8  General discussion 171 

Addenda Summary 193 
Samenvatting 203 
Impact  213 
Impression Healthy HR 221 
Dankwoord 229 
About the author 237 
Publications 241 





CHAPTER 1

General introduction

Emmelie Hazelzet





 General introduction 

9 

The current state of work and health in the Dutch context 

Globally, the nature of work, workforces and workplaces is changing faster than ever.1 
Technological developments such as digitalization and robotization are causing a shift 
in work demands and require different skills and knowledge of employees. The ageing 
population leads to a different composition of the workforce, which challenges 
employees to prolong working lives and  societies to ensure coverage of social security 
and pension systems.2,3 Additionally, the intensity of work is changing in terms of pace 
and content. Compared to other Western countries, these changes are particularly 
intensive in the Netherlands.3 The average duration of working life and the statutory 
Dutch retirement age (66.4 years) are among the highest in Europe.4 The Dutch labor 
market is also the European leader in temporary and flexible contracts and precarious 
work, resulting in a high level of insecurity.5,6 But while work demands are increasing, 
employees’ overall control over work is decreasing, particularly for those with lower 
levels of education.6,7 
 
The Netherlands has to cope with the contemporary challenges, which ultimately affect 
employees’ quality of work and health (e.g., sickness and disability), organizations (e.g., 
loss of productivity), and society at large (e.g., elevated healthcare costs and 
expenditures on social security costs; economic decline).6 Since the 1950s, health and 
work have been identified as fundamental basic human needs.8 Both life domains are 
intertwined. In other words, health can affect work and work can also affect health. 
Regarding the latter, the ‘broken bones’ scenario was common in the past (e.g., poor 
physical work conditions leading to primarily physical health problems), while 
nowadays the ‘broken brains’ scenario is more prevalent (e.g., psychosocial risk factors 
leading to psychological health complaints).6 In contrast, working under good 
conditions is associated with positive aspects, such as income, social relationships, 
personal identity, and meaningful social contribution.9,10 These are all well-known 
aspects that contribute to a better overall well-being.11 
 
One vulnerable group specifically affected by the current challenges and the rapidly 
changing labor market is the group of employees in low-skilled jobs, who have a lower 
socio-economic status and often lower educational levels. Although the overall 
educational level is increasing in the Netherlands, the majority (59%) of the working 
population is still categorized as lower educated (range: primary school to secondary 
vocational education (in Dutch: MBO-4)).12,13 Low-skilled jobs are characterized by 
physically, manually, or administratively demanding work and low salaries. More 
vacancies are expected in these jobs and employers are challenged twofold: to take 
care of their employees to prevent disability and turnover, and to maintain a good 
image in the labor market to find enough employees in the shrinking labor supply.14 

11

11
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Health inequalities  

Health inequalities refer to unfair differences in health status between different 
population groups within a society. Researchers and policymakers have made great 
efforts in reducing health inequalities in the past decades (e.g., public health-based 
programs), but the social gradient in health remains large and has even increased.15-17 
The so-called inequality paradox still exists18,19: the most advantageous or higher 
educated people benefit the most from the efforts, whereas the most disadvantaged or 
lower educated people hardly benefit. This contributes to widening the gap between 
both groups.18,20 Lower educated people have a significantly higher risk of poor health, 
lower quality of life, lower life expectancy and premature mortality compared to higher 
educated people.16,21 A mismatch occurs between health programs on the one hand 
and the health literacy, needs, circumstances, working and living conditions, and 
general level of skills and knowledge of people with lower levels of education on the 
other.22,23 Different efforts to improve the health of lower educated people are thus 
necessary to reduce health inequalities.  

Health inequalities at work 

These health inequalities are also evident in the workplace. Lower educated employees 
have a significantly higher risk of absenteeism and early exit from the labor market due 
to health problems compared with their higher skilled colleagues.24,25 Their jobs are 
generally characterized by poor working conditions, such as high physical demands, lack 
of job control, and perceived social supervisor support.2,26 From a public health 
prevention perspective, workplaces are regarded as useful settings to reach a high 
number of people27-29 because workers represent half of a country’s population on 
average and spend a large part of their time at work. However, the inequality paradox 
may also exist in the workplace. Workplace interventions may potentially reduce health 
inequalities (i.e., when the benefits are larger for the disadvantaged groups)19,30, but 
the evidence is inconclusive.31,32 Higher educated employees participate and tend to 
benefit more from workplace health interventions than lower educated employees 
(those who need them the most).19,33 Due to the mismatch, the participation level in 
these interventions and benefits from them are low among the vulnerable group of 
lower educated.34 Workplace interventions are often developed without consulting the 
target group and implemented through a top-down approach. In this regard, 
employees are passive receivers of the interventions.35 
 
To reduce the socioeconomic health gap and to improve above situation, there is an 
urgent need to develop and implement more effective approaches for lower educated 
employees. These new approaches need to be aligned sufficiently to the needs of the 
target group17; the employees should therefore have a voice in developing healthy 
workplaces in their organizations. This dissertation focuses on employees in low-skilled 

1 1
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jobs and contributes to improving the situation by focusing on improving their 
sustainable employability.  

The role of the Dutch employer and sustainable employability 

The Netherlands is well-known for employer involvement in employee health. Dutch 
employers have a legal responsibility (financially and caretaker) for their employees’ 
health, sickness absence, and reintegration management in the workplace.36 
Historically, labor started to be considered a public health issue during the 
industrialization in Western countries in the 19th century. Governments began to 
consider work as a risk, following the introduction of legislation (e.g., working times and 
safety measures). Around the 1960s, the employee perspective became more 
important in the field of work and health. However, current labor market developments 
challenge this focus on the employee and thus also the employers. Due to their legal 
responsibility, employers are urged to invest in prevention to promote employees’ 
health and sustainable employability (SE) to combat labor market problems. Employees 
have to cope with changes in this dynamic context and remain sustainably employable.  
 
Despite the concept of employability being introduced in the Dutch labor system as 
early as the 1990s37, the concept of SE has only been really embraced by employers, 
researchers, and policymakers in the last decade. This concept fits with the trend of 
emphasizing a more positive and preventive approach to occupational health 
management rather than a disability management approach.38 It is increasingly 
acknowledged that SE and its related outcomes are beneficial for both employees and 
employers.39 In this dissertation, we have chosen to use SE as a core concept. SE is 
about keeping employees healthy and productive and ensuring they perceive their 
work as valuable throughout their working lives. Even though a more precise definition 
of SE is still lacking, several attempts have been made by scholars to describe this 
dynamic and multidimensional concept better.40-43 Other related concepts (e.g., vitality 
management; health promotion) are often used interchangeably with SE. This 
dissertation also aims to contribute to a better conceptualization and measurement of 
SE.  
 
Employers and researchers currently face four difficulties in promoting SE in 
organizations:  
1. Employer representatives (often Human Resource (HR) managers) acknowledge 

the importance of improving employees’ health, but express difficulties to reach 
the specific group of employees in low-skilled jobs.  

2. Due to a lack of knowledge, expertise, and tools, employers often rely on third 
parties, buying ready-made health interventions that are implemented via a top-
down approach.35 The intervention and living world of employees might thus not 
match and this often results in a lack of effect.  

1 1
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3. Often employers face SE as a dilemma: investing in SE pays off primarily in the long 
term, by which time employees might already have left the organization.43 
Additionally, a quick-fix mentality (i.e., focusing on short-term solutions) is 
common in the Netherlands44, which makes it less attractive for an employer to 
invest in SE.  

4. Finally, researchers are challenged to express the benefit of investing in the 
employees’ SE at the workplace because of the limited evidence on the 
effectiveness of SE interventions. A valid instrument to measure the effectiveness 
of SE and capture the employee perspective – particularly of employees in low-
skilled jobs - is not currently available. Such a measurement tool might be helpful 
to understand their perspective on SE and measure the effectiveness of 
interventions. Generally, a balance has to be found between the individual (i.e., 
improved employees’ SE in the long run), the organization (i.e., the corporate 
vision of maximizing profit and cost reduction), and the public (i.e., health 
inequalities; the health and employment of the society at large).45,46 

An organizational intervention with a humanistic focus   

Despite the efforts made in the field of organizational intervention research to improve 
employees' health47,48, employees in low-skilled jobs are still underrepresented in 
health-promoting activities and research49, and there are still many challenges 
remaining50. To address the SE difficulties, the Intervention Mapping (IM) approach51  
was chosen as a method to develop a new intervention, using a specific perspective 
(humanistic focus). This comprehensive systematic approach is commonly used to 
develop and implement complex theory and evidence-based public health 
interventions. It is further characterized by a participative approach building on the 
involvement of multiple stakeholders. In this dissertation, a participatory development 
including a comprehensive needs assessment was carried out to listen and give voice to 
all involved stakeholders (from employees to management) in line with the humanistic 
focus. Moreover, an adapted version of IM was used as the leading principle within the 
intervention as it better suited the practical feasibility of work settings.  
 
An organizational intervention was proposed for employers to support them in actively 
involving their employees in low-skilled jobs to develop and implement tailored SE 
interventions together. The intervention was based on the following sources of 
inspiration: humanism, (social) dialogue, active involvement and job control. These four 
sources cover the philosophy of the intervention.  
 
The humanization of labor was originally introduced in the 1970s by taking the basic 
human needs in the workplace into account. In the Netherlands, this humanization 
focused on four aspects: good working conditions, good working relations, healthy job 
content and good conditions of employment.52 Nowadays, due to the dynamic 
contemporary work settings and the strong focus on the day-to-day business, the 

1 1
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humanistic view tends to be neglected. This is particularly problematic in work settings 
with employees in low-skilled jobs that are characterized by high job demands and low 
job resources.15,26 As health inequalities persist, employees in low-skilled jobs deserve 
more voice in the area of occupational health research.26 Hence, a humanistic focus is 
included, aiming to highlight the needs and values of employees and to give them a 
true voice rather than solely aiming at the organization’s continued existence and 
profit. We strive to contribute to reviving the ‘human resource’ aspect.45,53,54 
 
Secondly, the social dialogue to set up joint actions between government, employers, 
and employees at the policy level inspired us. It includes negotiations, consultations, 
and information exchange between the three parties and has been successful in 
achieving better living and work conditions for vulnerable groups worldwide.55 At the 
organizational level, social dialogue as a constructive conversation between employer 
and employees is not common, but a trend is becoming evident.55 Engaging employees 
in dialogue is more valuable than one-sided monologues or directives from the top. In 
this dissertation, dialogue is regarded as an institutionalized method to promote a true 
conversation between employer and employees, in which all involved stakeholders 
have a shared responsibility for the outcome. The dialogue-based approach is 
increasingly used in the healthcare setting56, but less commonly in the work setting. 
Through dialogue, employees gain an active voice and feel taken more seriously by 
their employer. They become an integral part of the organizational decision-making and 
are genuinely valued for that.57 In particular, a shared decision-making component in 
an intervention might be beneficial for employees in low-skilled jobs.58 
 
Thirdly, to actively involve employees from the start in continuous dialogues, 
employees’ needs, knowledge, and wishes are taken into account. A fit between their 
ideas and the organizational context is created. This is expected to stimulate a feeling 
of ownership and trust, increasing the likelihood of success. Employees will be actively 
participating in the whole process, which is an effective intervention approach in the 
field of occupational health.29,59-61 
 
Finally, through the active involvement and dialogue, employees’ job control will be 
promoted. Job control (autonomy) refers to the employee's ability to influence their 
work environment and to make decisions about the job.62 It is an important resource to 
improve the overall health and SE of employees in low-skilled jobs62,63 and is relevant 
for reducing health inequalities in the work environment.64  

Aims of this dissertation 

The overall aim of this dissertation is to develop, implement, and evaluate the dialogue-
based organizational intervention ‘Healthy Human Resources’ (HHR) aimed at 
promoting the SE of employees in low-skilled jobs. More specifically, the intervention 
research presented in this dissertation consisted of three parts: I) Review of the 

1 1
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evidence of existing SE interventions, II) the development of the intervention, and 
III) the implementation and evaluation of the intervention. Table 1.1 presents an 
overview of the three parts with their corresponding objectives, chapters, and study 
populations (if applicable).  
 
Table 1.1 Overview parts, aims, chapters, and populations. 

Parts Objectives  Chapter Population* 
Review of the evidence of SE 
interventions 

To describe the concept of SE 
To examine the evidence and content of 
existing interventions in the field of SE 

2 N/A 

Development To develop the organizational intervention 
HHR 
To develop and validate a SE measurement 
tool tailored to employees in low-skilled jobs 

3 
 

1 

4 1 

Implementation and evaluation To implement and evaluate HHR 5 and 6 1 
7 2 

Note. *Population 1: five Dutch work organizations; Population 2: two Dutch work organizations. 
 

Design and study population 

The lessons learned from the review in part I (chapter 2) gave us insights for the 
development of HHR. The research described in parts II and III is based on two study 
populations (see Table 1.1). The population 1 consisted of five Dutch work 
organizations involved in developing the intervention (chapter 3). Cross-sectional data 
were collected from the first population and formed the basis for the questionnaire 
validation study (chapter 4). The study protocol in chapter 5 and the qualitative study in 
chapter 6 are also derived from population 1. Based on the lessons learned from the 
first population, we approached a population 2, which consisted of two Dutch work 
organizations. The study in chapter 7 is based on this population 2 and used a 
longitudinal dataset. 
 
In comparison with other studies in the field of occupational health, this dissertation 
includes a large amount of process evaluation data about the implementation of the 
intervention (both qualitative and quantitative) which was collected throughout the 
whole intervention process (development, implementation, evaluation) from multiple 
stakeholders. Such a mixed-method approach has proven to be methodologically 
challenging, but highly valuable and is advocated in previous research on organizational 
interventions.59,65 

1 1
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Outline of this dissertation 

Chapter 2 presents a systematic literature review of the effectiveness of interventions 
to promote the SE of employees, including a critical examination of the concept of SE.  
 
Chapter 3 presents the development process and content of the HHR intervention for 
employers aimed at improving the SE of employees in low-skilled jobs in five Dutch 
work organizations (population 1). The first four steps of the IM approach were used. 51 
The intervention is based on the knowledge obtained from the systematic literature 
review and semi-structured interviews with employees and employer representatives 
and theoretical assumptions. 
 
Chapter 4 describes the development and validation of the adapted MAastricht 
Instrument of Sustainable Employability (MAISE-Easy), a questionnaire to measure SE 
among employees in low-skilled jobs. This is an adjusted version of the MAISE-NL66 and 
builds on the insights from the literature review on SE (chapter 2) and the focus groups 
with the target population (chapter 3). The questionnaire is used as a measurement 
tool within HHR to map the specific problems from an employee perspective that HHR 
should target and to evaluate the effectiveness of HHR.  
 
Chapter 5 presents the study protocol, showing how we planned to evaluate the 
effectiveness and implementation process of HHR in improving employees’ SE. The 
evaluation consisted of an effect evaluation and a mixed-method process evaluation, 
including different stakeholders' perspectives.  
 
Chapter 6 presents a qualitative study to understand the adoption and implementation 
of the HHR intervention in population 1, which was also involved in the development of 
HHR. 
 
Chapter 7 presents the results of the effect and process evaluation of HHR in two Dutch 
work organizations (population 2) following the study protocol presented in chapter 5 
and building on the lessons learned from the first population.  
 
Chapter 8 provides the general discussion of this dissertation. A summary and a 
reflection of the study’s main findings, methodological considerations, and our vision 
on recommendations for future research and practice are described.  
 

1 1
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Abstract 

Background 
Despite growing interest in sustainable employability (SE), studies on the effectiveness 
of interventions aimed at employees’ SE are scarce. In this review, SE is defined by four 
core components: health, productivity, valuable work, and long-term perspective. The 
aim of this review is to summarize the effectiveness of employer-initiated SE 
interventions and to analyze whether their content and outcome measures addressed 
these SE components.  
 
Methods 
A systematic search was performed in six databases for the period January 1997 to June 
2018. The methodological quality of each included study was assessed. A customized 
form was used to extract data and categorize interventions according to SE 
components.  
 
Results 
The initial search identified 596 articles and 7 studies were included. Methodological 
quality ranged from moderate to weak. All interventions addressed the components 
‘health’ and ‘valuable work’. Positive effects were found for ‘valuable work’ outcomes.  
 
Conclusion 
The quality of evidence was moderate to weak. The ‘valuable work’ component 
appeared essential for the effectiveness of SE interventions. Higher-quality evaluation 
studies are needed, as are interventions that effectively integrate all SE core 
components in their content. 
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Introduction 

Maintaining employees’ sustainable employability is important for employers and 
employees. The labor force is aging, and current work environments are challenged by 
the need for flexibility, widespread digitalization, and for building sustainable 
organizations.1,2 Employers are searching for different ways to stimulate employee 
health in a sustainable way and to build organizations consisting of vital workers.2 A 
definition of sustainable employability (abbreviated SE) has been proposed by Van der 
Klink and colleagues3,4:“Sustainable employability means that, throughout their 
working lives, workers can achieve tangible opportunities in the form of a set of 
capabilities. They also enjoy the necessary conditions that allow them to make a 
valuable contribution through their work, now and in the future, while safeguarding 
their health and welfare. This requires, on the one hand, a work context that facilitates 
this for them and on the other, the attitude and motivation to exploit these 
opportunities”4 (p.4). 
 
SE interventions should thus address at least four core components: a health 
component (e.g., well-being, vitality, and quality of working life), a productivity 
component (e.g., work ability, productivity, work engagement, and work performance), 
a valuable work component (e.g., positive attitude, job motivation, and having the right 
competences for one’s work), and, considering the long-term goal of SE, a long-term 
perspective component (e.g., future employability of employees of all ages and long-
term effects). The ‘valuable work’ component is derived from the capability approach 
of Sen.4,5 This value-driven approach highlights what is valuable for and valued by 
people and how these values can be achieved in someone’s life. It is not only what an 
individual, in this case an employee, actually does. It also concerns what an individual 
can do or is able to do.5,6 It is a shared responsibility of the employee and the work 
context to build up and facilitate these capabilities. These are the opportunities to 
achieve and enable a valuable (working) life.6 
 
Despite a growing interest in SE, studies on the effectiveness of SE interventions to 
promote SE are scarce. Workplace health promotion interventions (WHPIs) have more 
often been developed and evaluated, but these mainly focus on lifestyle, health, and 
short-term effects.7,8 Ideally, SE interventions should include all core components of SE 
and thus also focus on long-term effects, as this is inherent to SE.3,9 The effectiveness of 
SE interventions is less often studied. A recent review by Oakman and colleagues10 
showed that moderate-quality evidence is available for the effectiveness of 
interventions aimed at improving employee work ability (which can be considered a 
proxy of SE). A small but significant and positive effect was found, but the authors 
concluded that further high-quality research is needed.10 Another review by 
Cloostermans11 showed that, among aging employees, there is insufficient evidence for 
the effectiveness of SE interventions. What might also be lacking is a focus on SE for 
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employees of all work ages. Prevention of diseases, having a focus on lifetime 
employability, and a personal career development should start at an early age.12,13 
 
In the current study, we aim to review the evidence on the effectiveness of employer-
initiated SE interventions. This includes the analysis of the interventions’ content and 
the outcome measures used to evaluate their effectiveness. To what extent the four SE 
core components are covered in both the intervention content and in the outcome 
measures is specifically assessed. Each study’s methodological quality is evaluated by a 
multi-design quality assessment tool. 

Materials and methods 

Search strategy and study selection 

Six electronic databases were searched (Cinahl (Ebsco), EconLit (Ebsco), Embase, 
PsycInfo (Ebsco), Pubmed, and Web of Science). The search was limited to full-text 
scientific articles published between January 1997 and June 2018. This time period 
appears to be sufficiently broad as attention for and research into SE research is 
relatively recent. The following keywords were used: ‘sustainable employability’ OR 
‘sustained employability’ OR ‘sustainable employment’ OR ‘sustained employment’ OR 
‘sustainable work’ OR ‘sustained work’. We searched for studies covering these terms 
in the title, abstract, or text body. When we added the keywords ‘evaluation’ or 
‘intervention’ to the search (with the search command AND), we did not find enough 
relevant articles. We included only studies which quantitatively evaluated the 
effectiveness of employer-initiated SE interventions among currently active employees 
(whether temporarily on sick leave or not). Therefore, we did not include qualitative 
studies or process evaluations, although the latter were used to describe the context of 
the studies and interpret the absence or presence of effectiveness. Generally, to 
optimize the sensitivity of our search, we ensured—also in the manual selection—that 
our search strategy and selection was broad. Based on a screening of titles and 
abstracts, the initial selection of studies was done independently by the first two 
authors. When decisions about inclusion differed between the two authors, they met 
to achieve consensus about study inclusion. In case of persisting disagreement, 
consensus was achieved in discussion meetings with all authors, using the full text 
articles. 

Methodological quality assessment 

The methodological quality of the included studies was assessed by means of the 
Quality Assessment Tool for Quantitative Studies developed by the Effective Public 
Health Practice Project (EPHPP).14-16 This tool allows the assessment of the 
methodological quality of both randomized and non-randomized studies. It is suitable 

26

2 2



 Part I - Systematic review of evidence of SE interventions  

25 

for use in a systematic literature review and has previously been used in other 
studies.15,16 The tool consists of six criteria: selection bias at baseline, study design, 
confounders, blinding, data collection methods, and withdrawals and dropouts. Every 
criterion was assessed as "strong", "moderate", or "weak”. The appropriateness of the 
statistical analyses was assessed separately: “yes” or “no”. As per the EPHPP protocol, 
the overall quality rating was determined by assessing all criteria ratings, except the 
data analysis. A study with at least four strong ratings and no weak ratings was 
assessed as "strong"; a study with less than four strong ratings and one weak rating was 
assessed as "moderate"; and a study with two or more weak ratings was assessed as 
“weak”. Two first two authors independently rated the studies. The results were 
compared and differences were discussed during a consensus meeting. The three last 
authors additionally assessed three, two, and two articles, respectively, and their 
results were compared to those of the two first two authors. In order to reach 
consensus, differences were discussed with all authors. Hence, all studies were 
assessed by three reviewers.  

Data extraction 

Using a customized form, the first author extracted the data from the studies. The form 
included the following captions: target population (N and sub-populations), follow-up 
period, the content of the interventions, the outcome measures that were used, and 
the effectiveness of the interventions. We categorized each study according to which of 
the four SE core components were covered in the content of the intervention and in 
the set of outcome variables used to evaluate the effectiveness. Table 2.1 shows an 
operationalization of the four SE core components. 
 
Table 2.1 Operationalization of sustainable employability (SE) core components in intervention content 

and outcome measures. 

SE core component Intervention content Outcome measures 
Health Intervention focuses on health aspects, 

such as well-being, quality of working 
life, vitality, lifestyle, or mental and 
physical health. 

E.g.,, well-being, quality of working life, 
vitality, lifestyle, or mental and physical 
health. 

Productivity Intervention focuses on productivity 
aspects, such as work ability, 
productivity, or work engagement. 

E.g.,, work ability, productivity, or work 
engagement. 

Valuable work Intervention focuses on valuable work 
aspects, such as perceived positive 
attitude, job motivation, having the 
right competences to perform the job, 
and development of skills and 
knowledge. 

E.g.,, perceived positive attitude, job 
motivation, having the right 
competences to perform the job, and 
development of skills and knowledge. 

Long-term perspective Intervention focuses on all work ages. 
Intervention explicitly aimed at long-
term effects. 

Use of a follow-up period (at least 1 
year) with repeated measures not only 
assessing short-term effects. 
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Results 

Selection of articles 

A total of 596 records were retrieved. After removing 224 duplicates, 372 unique 
references remained. Based on title and abstract, 25 articles were selected for potential 
inclusion (Figure 2.1). Of these 25 articles, 18 were excluded because they did not 
report an intervention (7 articles), the intervention was not a SE intervention 
(3 articles), the intervention was not evaluated on effectiveness (5 articles), the 
population did not meet our inclusion criteria (2 articles), or the articles were not 
scientific articles (1 article). In total, seven articles were included in this review. We also 
screened the reference lists of these seven articles. This search did not result in 
additional articles. See Figure 2.1 for the Systematic Reviews and Meta-Analysis 
(PRISMA) flow diagram. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2.1 Selection of studies: Systematic Reviews and Meta-Analysis (PRISMA) flowchart. 
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Methodological quality of the studies 

In general, the overall methodological quality of the seven studies ranged from 
moderate to weak (Table 2.2). Three out of seven studies17-19 had a moderate overall 
methodological quality. One study scored “strong” four times on the criteria.18 
However, blinding of participants and researchers was not possible in any of the 
studies. This was rated as weak which at best leads to an overall moderate study 
quality. Four studies20-23 had a weak overall methodological quality which was mainly 
due to selection bias, no blinding of participants or outcome assessors, and a low 
follow-up rate. One of these four studies was very weak, scoring low on five out of six 
criteria.23 This was due to the lack of a description of the tool properties, confounders, 
dropout rates, and data analysis techniques. The remaining six studies used appropriate 
data analysis techniques. Upon request, more information about the rating of each 
criterion is available from the authors. 
 
Table 2.2 Methodological quality of the studies included. 

Study Selection 
bias 

(baseline) 

Study 
design 

Confounders b Blinding Data 
collection 

Withdrawals 
and dropout 

Data 
analysis 

Overall 
quality c 

Oude Hengel 
a 17 

Strong Strong Strong Weak Moderate Moderate Yes Moderate 

Oude Hengel 
a 18 

Strong Strong Strong Weak Strong Moderate Yes Moderate 

Koolhaas19 Moderate Moderate Strong Weak Strong Moderate Yes Moderate 
Van Holland20 Weak Moderate Strong Weak Strong Weak Yes Weak 
Van der Meer21 Weak Moderate Strong Moderate Moderate Weak Yes Weak 
Van 
Scheppingen22 

Weak Moderate Strong Weak Strong Weak Yes Weak 

Weiss23 Weak Moderate Weak Weak Weak Weak No Weak 
a Same intervention, but different outcome measures; b Were demographics and pre-intervention outcome 
scores taken into account as confounders?; c Overall quality: Strong (4 strong and no weak ratings); Moderate 
(<4 strong ratings and one weak rating); Weak (two or more weak ratings). 
 

Data extraction 

Table 2.3 provides an overview of the general characteristics of the interventions, their 
content, the outcome measures of the evaluation, and the interventions’ effectiveness. 

Content and effectiveness of SE interventions 

The interventions varied and included both individual and workplace interventions. To 
support SE of employees in the construction sector, Oude Hengel et al.17,18 evaluated a 
worksite prevention program to improve work ability and health-related quality of life. 
The intervention consisted of three components: two physical components and one 
mental component. The employee received two individual training sessions with a 
physical therapist to lower the employee’s physical workload and the sessions included a 
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quick scan and a job observation at the workplace. Afterwards, advice was given to the 
employee. In the second training, the experiences of the employees were discussed. The 
second physical component was a rest break tool to improve the employee’s ability to 
balance between work and recovery. The mental intervention component consisted of two 
empowerment group training sessions to increase the employee’s influence at the 
worksite.17,18 In the first training session, employees wrote down a list of topics that they 
thought were amenable to change and they agreed on an action plan. In the second 
training, the action plan was evaluated. Overall, this intervention showed no effect on work 
ability, health, work engagement, social support, and need for recovery. A negative effect 
was found for the physical workload after 6 months of follow-up. 
 
The study of Koolhaas et al.19 evaluated a problem-solving based intervention focused 
on enhancing the capacity and awareness towards SE of aging employees. First, an 
inventory of work-related problems and a needs assessment was performed. 
Afterwards, a dialogue between the employee and the supervisor was performed to 
discuss solutions followed by an action plan. For the preparation of the dialogue and 
development of the action plan, a booklet was provided to the employees. The 
supervisors were trained to challenge the workers to reflect on the feasibility of 
solutions. Furthermore, knowledge on SE and problem-solving techniques were 
discussed with the supervisors. The problem-solving based intervention showed a 
positive effect on the secondary outcome measures of perceived work attitude, skill 
discretion, and self-efficacy, whereas no effect was found on the primary outcome of 
productivity and a negative effect was found for work ability and vitality.19 
 
Van Holland et al.20 evaluated an intervention program to identify employees who are at 
risk for reduced SE. The program consisted of different screening tests, such as a digital 
questionnaire on work ability, health and lifestyle, and physical measurements, such as 
biometric and functional capacity measures. In a counselling session with a vocational 
physiotherapist, the results of the screening tests were discussed with the employee 
and, when necessary, the employee received advice on whether or not to take 
consecutive actions. The intervention program showed negative effects on sickness 
absence and productivity, whereas a small positive effect was shown on the 
psychosocial outcome meaning of work, a measurement component of psychosocial 
workload.20 
 
A longitudinal study by Van der Meer and colleagues21 evaluated the impact of SE 
company policies on work engagement and word ability of aging employees. These 
policies were especially designed for aging employees to support their SE. Employees 
received an online questionnaire about different topics, such as health and 
productivity. Furthermore, employees were asked whether the two SE company 
policies for aging employees: 1) “reduced number of working hours per week” and 
2) “exemption from evening or night work”, were available and used in their company. 
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The SE company policy “exemption from evening or night work” resulted in a structural 
change and a higher work engagement after one year. However, the SE policy “reduced 
number of working hours per week” showed a negative effect on work ability among 
older employees.21 
 
The study of Van Scheppingen et al.22 evaluated a large-scale intervention to induce a 
health- promoting organizational change process in a population of employees in a 
dairy company. The intervention consisted of three main components: 1) dialogue 
sessions aimed at reflecting on the value of health and vitality at work among 
employees and at putting this on the personal agenda of employees and the 
organization, 2) vitality-promoting activities at the department level, such as lunch 
walks or workshops on healthy work postures, and 3) physical activities in which 
employees could participate individually, such as running races and team sports 
activities. The different intervention components showed positive effects on the 
outcomes openness toward health, smoking, healthy eating, bonding social capital, and 
perceived sustainable employability.22 
 
Lastly, using an online questionnaire filled out by employees, a longitudinal study by 
Weiss23 evaluated the progress of companies regarding health, safety, sustainability, 
and stewardship. Monthly best practice exchange meetings between companies were 
organized to promote collective efficacy by sharing ideas about the four areas. This 
study shows that a collective efficacy approach seems to improve the health and 
sustainable work culture and to increase employee attachment to the organization.23 
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Content and effectiveness of SE interventions in the light of the four SE core 
components 

This section describes patterns in the effectiveness of the SE interventions, taking into 
account the methodological quality of the studies and the extent to which the four SE 
core components are covered in both the intervention content and the outcome 
measures. 
 
In the three studies of moderate quality (2 interventions), both interventions included 
the following three SE components: ‘health’, ‘valuable work’, and ‘long-term 
perspective’. All four components were measured as outcomes. Two studies showed 
significant negative effects on the ‘health’ outcomes (1 of 2 measures and 1 of 2 
measures, respectively).17,19 One study showed a significant negative effect on the 
‘productivity’ outcomes (1 of 3 measures).19 The latter study showed positive significant 
effects for all measures of ‘valuable work’ outcomes, though.19 All three studies used a 
follow-up period of one year with repeated measurement points. 
 
Of the four weak studies (4 interventions), all interventions included the ‘health’ and 
‘valuable work’ component20-23 and two interventions included the ‘productivity’ 
component along with the ‘health’ and ‘valuable work’ component.20,21 The ‘long-term 
perspective’ component was covered in one intervention, as the intervention included 
all working ages.22 Overall, all four SE components were measured. In the weak studies, 
one study showed a significant positive effect on ‘health’ outcomes (2 of 2 measures), 
‘valuable work’ outcomes (3 of 3 measures), and ‘long-term perspective’ outcome (1 of 
1 measure).22 It also reported how specific intervention ingredients were related to 
effectiveness.22 One study showed a significant negative effect on ‘health’ outcomes 
(1 of 3 measures) and on ‘productivity’ outcomes (1 of 2 measures), while a small 
significant positive effect was shown on the ‘valuable work’ outcome (1 of 
1 measure).20 One study showed a significant positive effect as well as a negative effect 
on the two ‘productivity’ outcomes.21 
 
The content of all interventions addressed the components ‘health’ and ‘valuable 
work’. Regarding ‘long-term perspective’, two interventions included employees of all 
work ages, and three interventions included employees of 45 years and older. Positive 
effects were found for ‘valuable work’ outcomes and, to a lesser extent, for ‘health’ 
outcomes and ‘productivity’ outcomes. Also negative effects were shown for ‘health’ 
and ‘productivity’ outcomes. Regarding the ‘productivity’ outcomes, the chosen 
outcome measures were not always in line with the intervention content. More 
precisely, the ‘productivity’ component was absent in the majority of interventions 
(4 interventions). The studies that included three SE core components in the content of 
the SE interventions led to fewer effective outcomes (not even with a longer follow-up 
period) compared to the studies that included only two SE core components. 
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Discussion 

This literature review systematically summarizes available evidence regarding the 
effectiveness of employer-initiated SE interventions. First, we analyzed the content and 
effectiveness of the SE interventions. Second, we analyzed the extent to which these 
interventions covered the four SE core components in their content, and whether these 
components were addressed in the outcome measures used to evaluate effectiveness. 
A relatively low number of studies are available that evaluated SE interventions and our 
findings indicate a moderate to weak quality of evidence on the overall effectiveness of 
SE interventions. Mixed effects were found, in which the majority of the studies 
showed negative or no effects on ‘health’ and ‘productivity’ outcomes. A minority 
showed significant positive effects, which were mainly interventions having a ‘valuable 
work’ component in their content and outcome measures. The limited effectiveness is 
in line with earlier research (in aging employees12). There might be several causes for 
the limited effectiveness, related to the content of the SE interventions, program failure, 
and choice and operationalization of outcome measures. 
 
Firstly, based on the definition of SE by Van der Klink and colleagues, we distinguished 
four SE core components (i.e., health, productivity, valuable work, and long-term 
perspective). At least two SE core components, ‘health’ and ‘valuable work’, were 
addressed in the content of all interventions. Regarding the effectiveness and potentially 
effective ingredients of the moderate-quality studies, the study of Koolhaas et al.19 for 
instance showed positive effects on ‘valuable work’ outcomes, which might be due to 
‘valuable work’ components in the intervention content. Specifically, the first two 
intervention ingredients, the inventory of problems and the dialogue between employee-
supervisor, might have been be potentially effective ingredients, as—in terms of 
awareness and own responsibility for SE—the intervention changed the employees’ 
perspective positively. However, the study showed negative effects on ‘health’ as well. In 
general, the negative effects of an intervention might be explained by a response shift of 
the employees who, as extra attention is being paid to health, become more aware and 
responsible for their health and related problems. Another reason for the negative effects 
on ‘health’ might be due to the short follow-up.24 To assess the full effect on health, long-
term studies (e.g., decades) would be needed. Regarding the study of Oude Hengel et 
al.17,18, a reason for the lack of effect of the intervention may be due to a healthy 
worker effect, as the health and work ability of the employees at baseline were 
considered good.18 The weak studies showed positive effects on ‘valuable work’ 
outcomes as well, and one study revealed which specific intervention ingredient 
contributed to which positive effect. Valuable work components, such as the dialogue 
and reflective thinking sessions, appeared effective ingredients in this intervention 
study.22 In line with the value-driven approach of Sen, ‘valuable work’ appears to be 
addressed effectively in three intervention studies. It seems that SE interventions 
including ‘valuable work’ enable a valuable work life and are as such appreciated by 
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employees. All ‘valuable work’ outcomes are related to the individual level. However, it 
might well be that the work context rather than the individual facilitated these 
outcomes via the ‘valuable work’ component in the intervention. It is important to 
include a ‘valuable work’ component in SE interventions. 
 
Van Holland et al.20 reflected on the negative effects of their intervention on ‘health’ 
and ‘productivity’. The negative effect on ‘health’ outcomes (sickness absence) might 
be explained by the investments (aimed at reducing sickness absence) that the 
participating company already did prior to the intervention. There might not have been 
room for additional improvement. In the study evaluating SE company policies21, both a 
positive and a negative effect were found on the ‘productivity’ outcomes. One policy 
decreased the work ability in older employees. The authors speculated that this might 
be due to the fact that the policy was not tailored to the needs of these employees. It 
might also be that employees who started to work less hours, felt less productive as a 
result. In addition, the authors reported that aging employees who were eligible for the 
policy may have perceived feelings of being “superfluous”. The SE policy “exemption 
from evening/night work” showed a positive effect on work engagement. This is may 
be due to employees feeling more energized after quitting evening/night shifts.21 
 
Secondly, process evaluations may provide more insight into the facilitators and 
barriers in SE interventions or difficulties in the implementation process.25,26 We 
considered whether authors performed such process evaluations and/or otherwise 
provided explanations in their reports for the lack of effectiveness. In our review, four 
out of seven studies17-20 included a process evaluation, and the authors mentioned a 
variety of possible program failures, such as a poor implementation of a specific 
intervention content, low compliance, or whether the intervention is delivered as 
intended.17,20 The influence of contextual factors appears to play a role as well, for 
example in the intervention of Oude Hengel et al.17,18, where an economic recession 
negatively influenced the dose received of the study. However, a smaller company size 
or higher management engagement led to higher attendance rates.27 The 
ineffectiveness in the study of Van Holland may be explained by a poor follow-up of 
recommendations of the participants.20,28 Negative effects on vitality and work ability 
as primary outcomes were explained by a low adherence of the workers in the last step 
of the intervention.19 Additionally, dose-delivered issues occurred, such as a training 
duration which was too short and the level of skills and knowledge of supervisors, 
which might have been inadequate.19 
 
Finally, the limited effectiveness of interventions might also be explained by the fact 
that the choice and operationalization of outcome measures did not align with the 
intervention content. This is particularly salient for the ‘productivity’ component which 
often is absent in intervention content and outcome measure. 
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Study strengths and limitations 

One methodological strength is the systematic search of the literature. In this review, 
not only RCTs but also alternative study designs such as a quasi-experimental or cohort 
studies were included.10,26,29 Although a RCT is the golden standard to determine 
intervention effectiveness, in the field of organizational work site interventions, it could 
act as a limiting factor, and alternative designs often deployed as randomization, 
controlling, and blinding are often difficult or even impossible. When using the EPHPP, 
the highest methodological quality that can be achieved in this field of research is 
moderate as a consequence. This should be taken into account when judging our 
evaluation of the quality of the studies included. Without the blinding criterion, one 
study would have scored a strong overall quality.18 
 
Furthermore, the number of SE interventions and evaluation studies is still very low. 
We could only include seven studies that matched our inclusion criteria. Our search 
might have been too narrow or the manual selection could have limited the number of 
hits unnecessarily. During the manual selection, studies outside the research field 
showed up (e.g., studies focused on sustainability in terms of improvement of the 
planet/environment). Therefore, we explicitly focused on the combination of the terms 
sustainability/sustainable and work/employment in the selection of the papers. 
Furthermore, as we were also interested in the SE intervention content and whether 
that showed any relation to effectiveness, we rather broadly and thus sensitively 
included all interventions that were explicitly framed as SE and focused on the level of 
employees. As we did not focus just on employees in a specific target population in a 
sector or an age group, we further increased this sensitivity. The disadvantage of this 
broad selection with still few hits is that the SE interventions are diverse, which 
complicates the detection of patterns of effectiveness. Although we were explicit about 
how we registered the SE core components in both intervention content and outcome 
measures, we acknowledge that the reliability and validity can still be questioned. The 
systematic manner in which we addressed the four suggested SE core components, 
both in intervention content and in the outcome, and in which we also assessed the link 
between intervention and outcome measures for potentially effective ingredients, is a 
clear strength of this study. This is the first study applying this method systematically, 
as far as we know. Moreover, this is the first time that the definition of SE was further 
operationalized into four SE core components in relation to SE interventions. This way 
of operationalization seems to be most in line with the SE definition of Van der Klink.6 
There is no consensus yet among scholars on how to operationalize SE though.  
 
Furthermore, no distinction could be made between subgroups (i.e., educational level). 
Therefore, it is not possible to make statements about the differential effectiveness in 
specific subgroups, which could have been relevant as specific SE interventions or 
ingredients might be more effective for specific subgroups. 
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Finally, most of the included intervention studies were conducted in the Netherlands. 
One explanation might be that the concept of ‘employability’ was introduced in the 
public debate already in the 1990s in the Netherlands.30 At that time, employees were 
thought to invest in their own employability during their whole working career, due to 
societal and legislative developments and a government withdrawing from labor-
related issue.30 Further, employers in the Netherlands traditionally have a large 
responsibility for the health and age management in the workplace. In the last decade, 
the concept of SE has been embraced by employers because of these developments as 
a solution for working population becoming older and—if not prevented—less 
productive. Research has followed these interests. 

Recommendations for future research and practical implications 

This review has several implications for future research and practice. It appears to be 
difficult to perform high-quality research in this field. Researchers should pay attention 
to designing studies with the highest quality possible, given the circumstances. 
Designing a RCT might not be possible, but other methodological criteria should be met 
as good as possible. For example, participation rates should be as high as possible, to 
minimize the selection bias. A high follow-up rate is important as well. However, 
organizational changes in a work setting could affect the follow-up rate and the 
potential effectiveness of the intervention.31 As blinding is difficult in a workplace 
setting, researchers could minimize the problems related to this by providing no 
information about the main research question to the study population. Furthermore, 
this review focused especially on SE interventions at employee level. It might be 
interesting to look at SE interventions at other levels of organizations, for example at 
the level of the managers.32 
 
In the SE studies in this review, including more SE core components in the content of 
the interventions was not related to more effective outcomes. This might be due to the 
choice and measurement of the outcomes, and the inconsistent aligning of the 
intervention content and outcome measures. Future SE interventions should be 
developed which preferably better integrate the SE core components and address them 
in the outcome measures as well, to frame well-considered SE interventions and 
evaluations. 
 
A full-process evaluation should be an integral part of a SE intervention, to explain both 
the (lack of) effectiveness and to understand the implementation process in terms of 
possible program failure. Further research might focus on whether more 
comprehensive SE interventions (i.e., including all SE core components) are more 
effective or whether specific intervention ingredients are more effective. Research 
should not only focus on employees with fixed contracts; it also needs to examine 
specific (precarious) occupational groups (e.g., younger employees, self-employed, or 
employees with a flexible contract) as these populations are growing. 
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Defining and conceptualizing SE is ongoing. Both in the SE definition and in the 
interventions studied, ‘valuable work’ appears to be effective. However, the 
longitudinal and long-term nature of SE in particular receives little attention. Many SE 
researchers have only addressed older employees, as our review confirmed (except one 
study). In accordance with the SE definition, we think that SE interventions cannot start 
early enough, definitely prior to the occurrence of chronic diseases that are prevalent in 
older workers.33 Employers are advised to focus on SE and prevention as early as 
possible in an employee’s career, as it will be beneficial to improve the employability of 
an employee later in life.34 Longer follow-up periods (in both intervention and research) 
are highly recommended. In particular, effects on health might be the result of a long-
lasting process. The currently more flexible and dynamic labor market might be a practical 
factor hindering long-term follow-ups for many employees. Researchers might consider the 
use of online surveys via national tax or social security registers to perform longitudinal 
intervention research. 
 
This review focused specifically on employer-initiated SE interventions to promote 
employees SE. As mentioned above, the responsibility for SE is shifting, and different 
stakeholders with different interests are involved (employee; employer; government). 
Employers and employees could have a shared responsibility to improve SE, in which 
employees take their own responsibility, and the employers should enable a supportive 
work context to do so.4 In a dynamic environment, taking care of employees’ SE might not 
be the sole responsibility of employers anymore. The government and social partners 
should also play a role in terms of SE policy development.35 SE will increasingly become a 
joint effort of multiple stakeholders. Employers and governments could play a role to 
address early employability awareness among younger employees. The self-employed 
employees might also be of interest for the government, for whom it would create 
awareness, provide campaigns, and develop regulations. All people of working age should 
become more aware as this could be beneficial for their later working career and might 
influence long-term improvements.36 

Conclusion 

Employers, employees, and social partners are facing a challenging and dynamic labor 
market in which SE is becoming increasingly important. Employers develop or buy and 
implement SE interventions to improve employees’ SE. This review found only 
moderate to weak evidence for the effectiveness of employer-initiated SE 
interventions. The number of SE interventions is limited, and most do not incorporate 
all four core components of SE (i.e., health, productivity, valuable work, and long-term 
perspective). Positive effects were shown on the ‘valuable work’ outcomes. More 
attention is needed on the development of higher quality SE interventions and building 
a more solid evidence base for the effectiveness of those interventions, which might be 
beneficial for stimulating employees’ SE. 
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Abstract 

Background 
The perspectives of low-educated employees are often neglected when designing 
sustainable employability (SE) interventions. As a result, the interventions offered by 
the employer do often not align with the needs of low-educated employees. This 
particular group should therefore be actively involved in the process of developing and 
implementing SE interventions in their work organizations. The current paper describes 
the development process of a web-based intervention for HR managers and direct 
supervisors aimed at improving the SE of low-educated employees. This intervention is 
specifically designed to involve low-educated employees.  
 
Methods 
The first four steps of the Intervention Mapping (IM) approach were used to 
systematically develop the intervention with the active involvement of stakeholders. 
Step 1 comprised a needs assessment including a literature review, empirical evidence, 
scoping search and several focus group interviews with employees and with 
representatives of employers. Step 2 formulated the intervention objective. During step 
3, suitable theoretical methods were selected and translated to practical applications. 
Step 4 involved the development of a web-based intervention by integrating all 
information from the preceding steps.  
 
Results 
The needs assessment indicated that the employees’ active involvement and 
employees-employer genuine dialogue should be essential characteristics of an SE 
intervention for low-educated employees. The online toolkit ‘Healthy HR’ (HHR) was 
developed, which contains eight steps. Each step consists of one or more tasks helping 
the employer and employees with developing and implementing SE interventions 
themselves. One or more dialogue-based tools support each task. The leading principle 
providing structure within HHR was Adapted Intervention Mapping. 
 
Conclusion 
Principles of IM appeared to be useful to develop the intervention HHR systematically. 
This development process resulted in a practical online toolkit that supports employers 
in the development and implementation of local SE interventions tailored to the needs 
of low-educated employees. These employees should be actively involved in the 
process through a dialogue-based approach. By using IM principles, HHR is expected to 
increase the effectiveness in bettering the health and well-being of low-educated 
employees. 
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Introduction 

Given today’s rapid ageing workforce and the major technological changes, employees’ 
sustainable employability (SE) becomes increasingly important for employers.1-3 
Therefore, employers search for approaches to promote healthy, productive, and 
valuable work in their employees, now and in the future. SE, a subdomain within the 
field of occupational health (OH), might be a concept of particular relevance for low-
educated employees, as – compared to higher-educated employees – these employees 
have significantly higher risks of poor health, adverse work conditions, and premature 
labor market exits.4,5 Socioeconomic health inequalities remain large.6,7 To improve the 
SE of low-educated employees, the workplace (organizational level) seems to be a 
suitable setting to reach this particular group.8 Although these employees show more 
health problems and often face poor work conditions, they participate less frequently 
in workplace health interventions.3,9 Additionally, when participating, the effectiveness 
of these interventions is often limited.10 An alternative approach is needed as they 
probably need additional support when it comes to improving their health and SE.3,4,11 
Interventions with a too narrow base may thus not fit the reality and needs of this 
group of employees.12 
 
Three shortcomings are observed in existing SE interventions for low-educated 
employees. First, many of them are developed without including these employees’ 
perspectives.12 Most often, health-promoting changes at the workplace are decided 
upon in a top-down way, thereby shutting the door on employee participation and 
ignoring the employees’ voice13; this might be particularly disadvantageous for low-
educated employees.12,14 Second, despite the urgency, there is a lack of well-developed 
SE interventions for this particular group.4,15 Such interventions ought to be based on 
theory, empirical evidence, and the experiences of the involved stakeholders.15,16 To 
guarantee a systematic development and the involvement of relevant stakeholders, the 
Intervention Mapping (IM) approach is recommended.17 Third, employers largely 
depend on ready-made health programs of external providers, such as consultants and 
policymakers.13 However, given that organizational contexts and realities vary, it is 
important – in a genuinely participatory approach – that employers have a larger say 
and introduce the development and implementation of SE interventions themselves.8 
This study aims to address these shortcomings.  
 
This paper describes the underlying development process of a web-based intervention 
(‘Healthy Human Resources’ (HHR)) for employers aimed at improving the SE of low-
educated employees using IM. Job control, active involvement, and dialogue between 
employees and employer have been selected as the core concepts of interest.18 The 
literature indicates that these concepts, which partly overlap, contribute to the optimal 
implementation and effectiveness of SE interventions for this group.19-22 Job control (or 
level of autonomy) refers to an employee’s ability to influence his or her work 
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environment and to participate in decision-making on the job, which is related to 
positive health outcomes.23 Job control will be stimulated by giving employees an active 
voice and involving them in a participative role, in other words, by creating 
opportunities for a genuine dialogue between employees and employer. Furthermore, 
to systematical develop HHR, the current study used IM which has been successfully 
applied in previous, evidence-based workplace interventions.15,24-26 To systematically 
integrate the core concepts of interest to lower educated employees in an IM approach 
is, to our knowledge, innovative for this specific population. In line with the 
terminology used in the international social epidemiology literature27, the term “low-
educated” was chosen to indicate the target group of this intervention, as all included 
employees performed low-skilled jobs and the majority was low-educated. The focus of 
this paper is to describe the development of a web-based intervention using IM and 
structured according to the first four IM steps (development of an intervention). 

Materials and methods  

The development of the intervention builds on the IM approach. The IM approach was 
originally meant for the development of tailored, theory- and evidence-based 
community health programs suited to the needs of a specific population and strongly 
built on stakeholder involvement.17 It consists of six consecutive steps: (1) needs 
assessment, (2) formulating intervention objectives, (3) selecting theoretical methods 
and practical applications, (4) developing the intervention, (5) planning for program 
adoption and implementation, and (6) planning for evaluation. The results of each step 
constitute the input for the following step. The present paper describes the 
development of HHR, that is, IM steps 1 to 4. IM steps 5 and 6 will be published in 
future papers. 

Participatory development 

HHR was developed within a collaborative environment by researchers (authors of this 
manuscript), supported by an organizational consultant, and five Dutch work 
organizations deploying low-educated employees: 1) a governmental institution, 2) a 
cleaning company, with different worksites, 3) a warehouse, 4) a manufacturing 
company, and 5) a meat-processing company. These organizations were recruited via 
the researchers’ established networks; Human Resource (HR) managers in the network 
were contacted. In addition, HR managers of suitable organizations were approached 
by email. For each organization, the selection of low-educated employees took place on 
department level. The researchers asked the HR managers to select departments in 
which employees performed low-skilled jobs. The vast majority of employees working 
at these departments had lower educational levels, varying from no education to 
secondary vocational education. Some of the participating work organizations mainly 
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employ uneducated or low-educated employees, while others employ a more 
heterogeneous group of employees, including a minority of intermediate and higher 
educated employees, who still perform low-skilled jobs. The organizational sizes varied 
from 40 to almost 4000 employees. In four of the five organizations, the employees 
mainly performed physically demanding work, while the employees in organization 1 
performed relatively simple administrative tasks (deskwork). All organizations have a 
relatively high percentage of sickness absence (>10%, including long-term absence) 
among their low-educated employees and all were interested in improving the health 
and vitality of these employees. Due to a tense Dutch labor market for low-skilled 
employees, many employers tend to retain their low-skilled employees. Moreover, a 
considerable dismissal protection under Dutch legislation for employees (different from 
flex workers and self-employed) still exists, which is more protective than in other 
social systems.28 The strategy to take the employee perspective as a starting point, 
having access to a self-led intervention (without external consultancy that is without 
extra costs) and free use of the online toolkit HHR, were the main reasons for 
organizations to commit to this study.  
 
In each organization, several stakeholders were invited by the research team to 
participate in the development phase: 1) representatives of the target group of low-
educated employees, and 2) HR managers, line managers, and supervisors on behalf of 
the employer (representatives of the employer and eventually HHR end-users). This 
study has been approved by the Medical Ethical Committee of the academic hospital in 
Maastricht, The Netherlands (METC 2017-0311). All participants were asked to sign an 
informed consent form when they start their participation in the study. Throughout the 
development phase, one member of the research team created a monthly update in 
the form of a flyer for the participating organizations. The HR manager or supervisor 
distributed these flyers among their employees. These flyers aimed to keep all involved 
employees and other relevant stakeholders informed about the development process 
of HHR.  

IM Step 1: needs assessment 

The objective of the first IM step was to assess the current situation with regard to SE in 
general and the needs of the low-educated employees and representatives of 
employers within the participating organizations. The needs assessment was conducted 
via a literature review of empirical studies, a review of the theoretical literature and 
concepts, a scoping search of available online tools within OH, and interviews and focus 
groups. The purpose of the literature review was to identify effective SE interventions 
and potentially effective ingredients of SE interventions. In the review of the theoretical 
literature, the researchers focused on the three core concepts (job control, active 
involvement, and dialogue). A scoping search of available online tools in different 
disciplines was carried out via a web search using different search terms. Four 
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interviews and eleven focus groups with employees and five focus groups with 
representatives of the employer were conducted in the five collaborating organizations. 

Focus group participants and procedures 

To ensure a safe climate for discussing SE (intervention) aspects, separate focus groups 
(so called ‘expert groups’) for the employees and the employer’s representatives were 
organized in each organization. The participants were recruited voluntarily or invited by 
their supervisor. The low-educated employees in the focus groups were a cross-section 
of the employee population of the participating departments with regard to variables 
such as gender, age, and work contract. Every participant signed an informed consent. 
The focus groups were moderated by two researchers. The duration of the interviews 
and focus groups varied from 1 to 2 hours. The following topics were discussed: 1) their 
current views, problems, and needs with regard to SE; 2) current ways of 
communication and dialogue within the organization, and 3) needs and preferences 
about the content of HHR (see Appendix 3A for the focus group guide). Simultaneously, 
within each organization, short dialogues were performed with representatives of the 
employer (most often a human resource (HR) manager). These interviews aimed to 
discuss background information about the organization, such as its vision and structure. 
Both interviews and focus group meetings were digitally recorded, and notes were 
taken during the meetings. The data was transcribed via clean verbatim (e.g., no filler 
words) and paraphrasing. Data was analyzed thematically by creating mind maps of 
each organization, and all members of the research team eventually concurred on the 
themes identified.  

IM Step 2: formulating intervention objectives 

The aim of IM step 2 was to formulate the intervention objectives. The final 
intervention objective refers to what should be changed to meet the needs of 
employees and representatives of the employer, that is HR managers and direct 
supervisors (hereafter both are used interchangeably), as identified in IM step 1. 
Necessary behavioral actions were identified at the individual and organizational levels. 
These actions were needed to achieve the desired change and outcomes, as defined in 
terms of the three core concepts (job control, active involvement, and dialogue). 

IM Step 3: intervention design: select theoretical methods and practical 
applications 

The third IM step involved identifying appropriate theoretical methods and translating 
them into practical applications that could be used within the intervention. A 
theoretical method refers to behavioral change methods with a strong theoretical 
basis.17 Inspired by input derived from IM step 1, suitable theories were selected. 
Handbooks were consulted on problem-solving, positive psychology, and organizational 
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change management. By translating the theoretical method into a practical behavior, 
this also led to practical applications (17). For instance, problem-solving (a theoretical 
method) was translated into brainstorming sessions (a practical application). 

IM Step 4: intervention production: develop intervention components and 
materials  

In IM step 4, the goal was to apply and integrate the results from IM steps 1-3 into HHR. 
To ensure that the overall intervention objective fitted both the target population and 
the organizational context, brainstorming sessions were organized with the research 
team to outline the final scope, sequence, and layout of HHR. A graphic designer 
created the lay-out and technological features of HHR in accordance with a design 
document developed by the research team. The content of HHR was initiated and 
discussed with all research members, including an organizational consultant. The 
content was adjusted via an iterative process. A final task in this step was to perform a 
usability test of HHR on three aspects: its look and feel (the attractiveness and layout of 
HHR), navigation system, and content. Several stakeholders (N=5) of the participating 
organizations, an independent researcher, and an independent HR manager tested 
HHR. The usability test was based on ‘think-aloud interviews’ in which participants 
tested HHR by thinking out loud while they performed an action29 and/or filling in a 
checklist focusing on the aforementioned usability aspects.  
 
In time of the development of HHR and its content, the COVID-19 pandemic occurred 
and impacted practically all aspects of societies worldwide, including work 
organizations and employees.30 Also within Dutch work organizations, the COVID-19 
pandemic had large consequences for the processes and operational management, 
including OH and HRM. Several participating organizations in our study even went into 
a complete lockdown. Therefore, the researchers assessed whether the content within 
HHR might be adapted due to the COVID-19 pandemic. 

Results 

IM Step 1: needs assessment  

Table 3.1 summarizes the main results of the needs assessment per procedure.  
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Table 3.1 Summary needs assessment. 

SYSTEMATIC LITERATURE REVIEW  THEORETICAL LITERATURE SCOPING SEARCH  
SE core components for SE 
interventions content:  
- Health 
- Productivity 
- Valuable work 
- Long-term perspective  

Job control  
Active involvement 
Dialogue 
Participatory approach 

 

Step-by-step layout 
Roadmap  
Field of OH and HRM 
 

 
EXPERT GROUPS 

1) Current view sustainable employability Overall Theme 
Expert group employees Expert group employer 
- Stress due to high work workload 

(shortage of personnel; targets) 
- High physical workload (body 

complaints) 
- Health problems due to shift work 

(company 4 and 5) 
- Physical environment (noise; 

temperature differences; safety) 
- Unhealthy food at the canteen 

(company 4 and 5) 

- Pressure from higher management 
level  

 

Intervention should focus 
on physical work 
conditions 
 
 
 
 
 
 

 
- Social work climate suboptimal  
- Lack of social support supervisors 
- Lack of respect  
- Lack of an open and safe 

environment 
- Lack of motivation 
- Lack of trust to supervisors 
- Poor leadership of supervisors 

- Lack of commitment from the 
employees  

- Negative mindset/attitude of 
employees 

- Culture of fear of  employees  
- Lack of trust to employees 
 

Intervention should focus 
on psychological work 
conditions 

 

2) Ways of communication and  dialogue  
- Bad communication/ monologue 

(one-sided) 
- Unclear communication 
- No dialogue  
- No feedback after asking 

questions  
- Different communication channels 

(newsletter; intranet; television 
screen) 

- No involvement of employees in 
work meetings 

- Employees act passive  
- Difficulties to reach the target 

group  
 

Dialogue and 
Communication is the key 
 

3) Needs and preferences  
- To be taken serious by the 

employer  
- To improve the work environment 

– open and safe 
- To improve the communication 

- Tools for two-sided 
communication 

- Improve the mindset of employees  
- Communication skills 
- Tools to create better 

organizational culture  
- Easy applicable and accessible 
- Online 
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Systematic literature review  

The systematic literature review about effective employer-initiated SE interventions 
and potentially effective ingredients of SE interventions has already been published.16 
The review included all interventions framed as SE interventions by the authors 
themselves, hence the interventions varied widely. In short, based on the results of six 
intervention studies, it was concluded that a SE intervention should include four SE 
core components: “health”, “productivity”, “valuable work”, and “long-term 
perspective”. Considering the content of the interventions evaluated, none addressed 
all four SE core components. The SE core components “health” and “valuable work” 
were addressed in all interventions. The “productivity” and “long-term perspective” 
components were addressed less often. The quality of the evidence for the 
effectiveness of the interventions was weak to moderate, probably because of 
inconsistencies in the operationalization of the outcome measures and the lack of an 
alignment between the intervention content and the outcome measures. One 
evaluated, moderate-quality study showed a positive effect, possibly resulting from 
dialogue-based components within the intervention content.31 The results of the 
systematic literature review were used to frame SE interventions more clearly and build 
further on the dialogue-based component used within the content of HHR.  

Theoretical literature and concepts 

A more in-depth review of the theoretical literature on the core concepts (i.e., job 
control, active involvement, and dialogue) refined our insights. The concept of job 
control originates from the job demand-control model.23 For low-educated employees, 
job control is especially important as they experience low job control in their work, and 
it is well-known that poor working conditions such as low control at work is associated 
with health problems and poor health.4,23,32-34 For them, it is very hard to self-direct and 
to take more job control. They might never have had the opportunity to acquire the 
skills, means, resilience, and literacy (including health literacy) that are needed for 
this.35 The type of work they perform (mainly physical demanding), hierarchical 
relationships, and the top-down approach within organizations do not easily facilitate 
job control. However, organizational interventions that include a participatory 
approach are described as promising solutions to increase job control.19 Therefore, 
employees who participate in such interventions get the opportunity to take better 
self-direction and eventually to experience genuine job control more often, which may 
eventually improve health and SE.  
 
The second and third concepts are active involvement and dialogue. Workplace 
interventions are more successful when employees and direct supervisors are truly 
involved and participate in the initiation phase (i.e., preparation and readiness for 
change) and active intervention phase (i.e., problem analysis and solving and 
development and implementation of interventions).21,36 By using the employee’s 
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knowledge (tailoring), this participatory approach leads to an optimization of the fit 
between the intervention and the organizational context. It also fosters a sense of 
ownership among employees and creates a positive, collaborative climate between 
supervisors and employees.24,37,38 Once low-educated employees have been consulted, 
heard, and truly involved, starting a dialogue and finding solutions together are crucial 
to improve the effectiveness of interventions.20,39,40 Their self-esteem and self-efficacy 
are boosted41, and as the dialogue stimulates mutual trust, the communication, the 
employees’ work engagement, and perceived working conditions improve.42,43 
 
We expect that a participatory approach that integrates a dialogue dimension and 
actively involves low-educated employees in the decision-making process will lead to 
increased job control, resulting in improved health and more generally in the 
promotion of SE.23,37,41,44 

Scoping search on existing online tools 

The scoping search on the web identified various online tools that have been developed 
for efficiently supporting human resource management (HRM) and OH.45,46 One 
common theme in these online tools was visualization using a step-by-step plan or 
roadmap.  

Focus groups: employees and employer 

Physical working conditions, psychological work conditions, and dialogue and 
communication were identified as the three main themes that are important for SE; the 
content of HHR should thus focus on these themes. Table 3.1 summarizes the most 
important findings per theme per focus group (expert group). As important for their SE, 
employees mentioned an optimal social (e.g., respect, trust, support, taken seriously) 
and physical work environment (e.g., noise, temperature). HR managers and 
supervisors acknowledged that engaging in dialogue with employees is particularly 
relevant to improve the employees’ SE. However, they mentioned a lack of tools, 
resources, and expertise to do so. Several aspects were reported as important barriers 
for the promotion of SE, such as a passive attitude of employees, a traditional company 
culture (‘work hard and do not complain’), and a lack of time. Moreover, mutual 
distrust was observed between employees and supervisors. Often the HR managers 
were the initiators of SE-related projects within organizations. They preferred to 
involve the direct supervisors as well due to the daily contact and short line with the 
employees. Difficulties were mentioned in reaching the group of low-educated 
employees and in effectively communicating with them. Both employees and 
supervisors often reported poor communication within the organization.  Improved 
communication and dialogue was desired from both parties, but unfortunately often 
lacking. Finally, HR managers and supervisors found that a website would be the most 
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efficient way to access HHR, because they thought it is easily applicable in daily 
business.  
 
From IM step 1, we may conclude that it is important that low-educated employees 
have a say and are actively involved in the intervention development and 
implementation in their organization. In practice, this appears to be difficult. Therefore, 
it is important that a web-based intervention should support HR managers and 
supervisors gradually to facilitate such a process of active involvement and dialogue.  

IM Step 2: formulating intervention objectives  

The overarching objective of the HHR intervention was formulated as follows: To 
improve the SE of low-educated employees by supporting HR managers and direct 
supervisors to involve their employees in developing and implementing tailored SE 
interventions, with a dialogue-based approach. Further, we hypothesize that the 
application of HHR within organizations improves the SE of low-educated employees, 
particularly through increasing the low-educated employees’ control at work. 
 
To meet the overarching intervention objective (improve SE), behavioral and contextual 
actions are necessary at both the individual (employees and HR managers; supervisors) 
and the organizational level. At the individual level, all groups need to express positive 
behavior to improve SE. They need to share the overarching objective by becoming 
aware of the advantages of HHR. Behavioral actions on the HHR process level (to 
develop and implement tailored SE interventions) have to take this into account as well. 
All groups need to express a positive attitude to participate as an active member and 
need to be able to invest to create tailored SE interventions. They need to feel 
confident to participate in a dialogue. Employees need to express confidence in their 
ability to take more control and obtain the feeling of ownership. HR managers and 
direct supervisors need to be able to explain, encourage, and facilitate the dialogue-
based process. They should be able to tailor it to the most important problems of the 
low-educated employees and implement tailored solutions in the workplace. They also 
have to facilitate commitment and active involvement with all involved stakeholders. 
Therefore, they, particularly direct supervisors, play a pivotal role in the entire process. 
At the organizational level, the higher management should be committed to invest in 
the availability of time, budget, and additional resources for HHR (e.g., a room to 
meet). It has to offer the HR managers and direct supervisors these resources to use 
HHR to develop their SE interventions. Furthermore, for the bottom-up approach, a 
different, non-hierarchical mindset at different organizational levels is needed.  

3 3

55



Chapter 3 

54 

IM Step 3: intervention design: select theoretical methods and practical 
applications 

Given the formulated intervention objective of IM step 2, Adapted Intervention 
Mapping (AIM) was chosen as the overall theoretical method to structure HHR.24,47 
Avoiding the rigor of IM, which will not be practically feasible to use by employers, AIM 
offers a structure to develop and implement tailored SE interventions in 
organizations.24 

Theoretical methods and practical applications 

Using AIM as the leading theoretical method within HHR, the researchers organized 
HHR along eight smaller steps that are easy for HR managers and supervisors to 
recognize within the context of their usual tasks. Each step consists of several tasks 
which can be completed by means of tools (practical applications). To identify suitable 
theoretical methods for each step and task, the researchers consulted behavioral and 
organizational science theories, such as empowerment theory, social cognitive theory, 
and the diffusion of innovations theory. Table 3.2 presents suitable theoretical methods 
and types of tools (practical applications) for each step within HHR. Methods of well-
known, fundamental theories within IM for behavior change are selected, as well as of 
theoretical methods other than related to IM. For example, organizational theories 
informed our use of participatory problem-solving as a theoretical method for HHR 
steps 2 to 5. This method helps the direct supervisor and employees to translate the 
problems identified in the needs assessment into potential solutions, to prioritize, and 
to make an action plan.17 The citizen participation ladder of Arnstein48 and the 
communication framework by Quirke49 are consulted to help the HR manager or 
supervisor to identify the level of employee involvement in each task. Moreover, other 
theoretical methods were identified (not from IM), for instance shared decision-
making. This method is in particular beneficial for lower socioeconomic status groups.22 
 
Next, the researchers brainstormed about how to translate the suitable theoretical 
methods into tools (Table 3.2). For example, for participatory problem-solving (a 
theoretical method), the researchers included different working formats (tools) in HHR 
step 3 (our problems), which support the HHR-user to facilitate a meeting. Input from 
the focus groups (IM step 1) provided information about other tools as well. An 
important need was to adapt the Maastricht Instrument for Sustainable Employability 
(MAISE-NL), which was recently developed and validated50 to the language of the target 
group (tool within HHR step 2), which resulted in an adapted questionnaire. Voting 
cards (tool within HHR step 4) were also an outcome from the focus groups. The 
researchers decided that the intervention should comprise different tools (Table 3.2).  
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Seven tool types were chosen, with one type, ‘Library’, not being based on a theoretical 
method:  
1. Measure (questionnaire) to tap needs and evaluate effects among employees.  
2. A working format (e.g., brainstorm technique) based on theoretical methods or 

experiences of the research members, which can be used during meetings.  
3. A checklist, including the most important topics of that task, to support the HHR-

user during a meeting or to fulfil a task. 
4. Communication tips and information (guidance) based on theoretical methods and 

evidence-based/sound examples. 
5. Links to reliable external and scientific sources. 
6. Fill-in templates (e.g., poster) to support the HHR-user during a task or to collect 

information together with their employees. 
Library, including a review of existing solutions (evidence-based), which can be used as 
a source of inspiration. The library consists of: 1) a variety of simple solutions, which are 
relatively easy to apply and inexpensive and 2) evidence-based interventions in the 
work setting. 

IM Step 4: intervention production: develop the intervention   

The results of the three previous IM steps were operationalized in the HHR intervention 
along the eight steps and presented via the website, named: ‘Healthy Human 
Resources’ (HHR) (in Dutch: www.gezondhr.nl). It is assumed that the HR manager 
initiates HHR. A direct supervisor or an assigned project leader might also apply HHR. A 
detailed description of  the main outline of the steps, tasks, and tools has been 
published in (18) and added as additional file (See Appendix 3B). Figure 3.1 depicts the 
page structure and content of HHR. The texts within HHR are easily readable and lack 
scientific jargon. For all tools, simple and concrete linguistic usage was applied, which is 
in line with the perceptions and ways of thinking of the low-educated employees. A 
detailed overview is available upon request from the first author (EH). 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3.1 Page structure and content of HHR. 
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Figure 3.2 describes the content of one example tool (tool type 1: working format). 
Furthermore, HHR-users can select specific tools that best match their context and 
their employee’s situations to develop a personalized toolkit (‘my toolkit’) for needs 
assessment and the development and implementation of tailored SE interventions.  
  
Step 3: Our problems 
Task: Prioritize the most important problems 
Name tool: How to prioritize our problems? 
Structure of the tool:  

• Short description about the goal of the tool, namely prioritizing the problems originating from the 
former task.  

• Section: How should this be done? 
Collect all the problems and visualize it for the group members. 

• Instruments:  
o A poster with four quadrants: important/immediately (red); important/not 

immediately (light red) not important/immediately (orange); not important/not 
immediately (pink). This poster can be downloaded and printed.  

o Post-its/stickers and pencil  
• Working procedure:  

o Every group member starts to divide the problems on the matrix by looking at:  
 Is that specific problem important or not important?  
 Should that specific problem be tackled immediately or can it be solved in 

the long-term?  
o Focus on the red and light red quadrants and discuss their contents.  
o Choose a top 3 of problems in dialogue with the group members to start in the next 

steps. This can be done by simply discussing or voting on them.  

Figure 3.2 Example tool: How to prioritize our problems?  
 

Testing HHR 

After HHR was initially completed, five stakeholders tested its usability. It was 
perceived as user-friendly, attractive, and a very complete toolkit in general. Based on 
the usability test, the researchers made minor adjustments to the toolkit, such as 
simplifying the navigation, adding in a guidance tour about the most common features, 
and textual changes. Stakeholders indicated that they were not able to judge the 
content of the tools as they did not yet use them. 

Adaptations of HHR in the context of the COVID-19 pandemic 

The online format of HHR guarantees good access in times of current and future 
pandemics. New tools for online meetings and information about dealing with the OH 
aspects of COVID-19 were added. It is our hope that HHR also improves the employees’ 
say in current and future company-specific, lockdown and lockout measures. 
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Discussion 

This paper describes the development process of the ‘Healthy Human Resources’ (HHR) 
intervention. This is an online toolkit to support HR managers and direct supervisors 
with actively involving their low-educated employees by developing and implementing 
their own tailored SE interventions in order to improve their SE. HHR was developed 
using the first four steps of IM and consists of eight steps, each represented by tasks 
and supportive tools for performing the tasks. The tools can be a questionnaire, 
working formats, checklists, communication tips and information, external links, fill-in 
templates, or a library with solutions and interventions. 
 
The development took place in a collaborative environment of researchers, a 
consultant and employer, and low-educated employees’ representatives from different 
types of organizations and sectors. The researchers used this participatory approach, 
which is acknowledged as having the potential to improve the results of organizational 
interventions19, right from the beginning. Throughout the development phase, the 
researchers were constantly in dialogue with the five employers and their low-
educated employees. HHR focuses on creating a collaborative environment within an 
organization in order to develop tailored SE interventions. HHR can be considered as a 
generic toolkit; it includes a wide range of tools that are specifically aligned to settings 
with low-educated employees. The HHR-user can select the tools that are applicable in 
their organization and that best match their group of low-educated employees and 
their work context. 
 
The traditional IM approach has been proven to be a useful tool to design, implement, 
and evaluate complex, systematic, theory-based interventions in the field of OH, such 
as return-to-work programs45,54,55 or workplace health promotion programs.25 The 
researchers used the adapted version of IM (AIM) as the leading principle within the 
intervention itself. AIM is more suitable and practically feasible within a work setting 
than IM, as former studies showed.24,47 By means of AIM, organizations will be able to 
develop and implement their own tailored SE interventions autonomously. 
 
Through its dialogue-based approach, the HHR intervention is the first systematic 
online toolkit that – in each and every component of the kit – is aimed at increasing the 
control of the low-educated employees on the intervention. It offers HR managers and 
direct supervisors a pragmatic way of working and at the organization level helps them 
to do a better job at improving the low-educated employees’ SE. The literature and our 
focus group data revealed that HR managers and direct supervisors often lack the tools 
and resources to improve SE by themselves.56 As it aligns to their usual tasks, such as 
negotiating with higher management, planning and budgeting, we developed HHR for 
easy adoption by HR. Establishing a true dialogue with the low-educated employees 
aims to restore the human aspect of HRM, which, we understand, will be new for most 
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of them, especially for the direct supervisors. The toolkit focuses explicitly on 
facilitating and encouraging active involvement of the low-educated employees during 
both the choice for SE interventions and the implementation of SE interventions. To 
optimize this way of working, tools and communication methods are aligned with the 
way of thinking and needs of low-educated employees. This was based on the needs 
assessment which indicated that HR managers/supervisors often experience difficulties 
reaching out to this specific group of employees and communicating effectively with 
them. Therefore, HR managers and supervisors are encouraged to focus on dialogue 
through which low-educated employees will get more control over intervention 
content and implementation. Further, the systematic development process of HHR 
might inspire researchers in the field of HRM and OH, as it provides important scientific 
and practical clues for (future) systematic and balanced development of HR 
interventions. The development of HHR can be seen as evidence-based and evidence-
generating. The development phase was based on a combination of empirical evidence 
and thorough theoretical analyses, and included the perspectives of different 
stakeholders. Further research on the effectiveness of HHR is needed (IM steps 5 and 
6). As one of the objectives of HHR is to develop and implement tailored SE 
interventions, it also facilitates an evidence-generating aspect. The SE interventions are 
tailored to the needs of the low-educated employees, which also generates evidence 
for new out-of-the-box tailored SE interventions. This can be shared as best practices 
between organizations with low-educated employees and as valuable input for OH 
research.  
 
Some limitations need to be considered as well. We have chosen to develop and 
structure HHR as an intervention that can be initiated by an HR manager or supervisor, 
without involving any external consultancy. However, it is still unknown whether such 
self-led intervention can be carried out completely without any external consultancy.24 
HHR might be perceived as a ‘disruptive’ intervention as all hierarchical levels are 
stimulated to transform into active participants and start a dialogue, which will affect 
the power distribution in the organization – when done as intended – and the 
organizational culture in the long run. This is especially the case when a direct 
supervisor is not used to start and continue a true dialogue with the employees. 
However, if organizations really want to successfully develop and implement SE 
interventions, safe, open, and supportive workplace cultures are required. Sufficient 
time, resources, and budget also contribute to the success rate.57 Although money is 
saved by not hiring an external consultancy, all employees need to be able to invest a 
part of their working time to co-create the SE intervention. Additional training on how 
to deal with HHR might be necessary. Therefore, a process evaluation study is needed 
to get insight into the barriers and facilitators of the implementation of HHR. Such a 
process evaluation becomes even more urgent in the current context of the COVID19-
pandemic. 
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To apply HHR implies interdependency between the employees and their supervisors. 
The idea of HHR is that both parties share their problems and develop and implement 
solutions together. This ideally leads to a better understanding of each other, but could 
also enlarge the gap between them. Even when agreements have been made to 
empower employees and provide them with room for participation, managers might 
try to bypass these official agreements with informal actions in order to regain power.53 
Supervisors might manipulate HHR to their own advantage, by using their knowledge as 
a bargaining chip to force employees to take decisions in favor of the employer. This 
may result in ‘window-dressing’, instead of actual changes in the status quo, and 
employees are then left with even lower levels of involvement, motivation, and voice. 
We are aware of the fact that the HHR intervention might create ‘pseudo voice’58, that 
is, managers encourage employees to share their view and pretend to be interested 
without actually considering their input, because the decisions have already been 
made. HHR requires integrity and a sincere motivation to improve the SE of low-
educated employees. Our research has a humanistic focus, with the aim to highlight 
employees’ needs and values and giving them a true voice rather than solely aiming at 
the organization’s existence or profit.59,60 Labor unions and local workers’ councils 
should stay alert to prevent abuse of the toolkit. 

Conclusion  

This study described the systematic development of the HHR toolkit. By involving their 
low-educated employees from the very beginning through an open dialogue, it enables 
(HR) managers to initiate the development and implementation of tailored SE 
interventions within their organization. The use of IM resulted in a well-developed 
intervention, using the principles of IM at two levels: to develop HHR and - using an 
adapted IM version - as the leading principle within HHR. This study contributes to the 
need for well-developed and tailored interventions in the field of OH and HRM. The 
added value of using a theoretical framework and of using IM in combination with a 
participatory development, we hope, has helped to align science within the field of OH 
to the daily practice in work organizations deploying low-educated employees. We 
expect the application of the online HHR toolkit to improve the SE of low-educated 
employees, as they will profit from regaining control over their work and having a true 
say about their needs. 
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Appendix 3A 

Focus group guide* 

Start Welcome  
Explanation of the goal of the focus group 
Practical issues: Explanation confidentiality and signing the informed consent 
form 
Room for questions 

Background information Short introduction round to acquire background information, such as age, 
gender, function, department, type of work.  

Discussion 
topics/questions** 
 

Discuss the participants' views, problems, and needs with regard to sustainable 
employability (healthy work) 
What does healthy work/sustainable employability mean for you?  
Ways of communication and dialogue within the organization 
Can you explain the current way of communication within the organization? 
And between you, your colleagues and your employer (e.g., supervisor/ HR 
manager)?  
Does a dialogue exist? Any problems with regard to dialogue?   
If problems exist: what are your thoughts about ways to improve the 
communication/dialogue?  What do you need? 
Needs and preferences about the content of the intervention Healthy HR 
What kind of tools are already available in the organization?  
What kind of tools, skills and/or preconditions do you need? Something else?  

Closing How did you experience this meeting?  
Room for questions and other remaining additions 
Thank you for participation.  

* The same focus group guide was used for the employees as well as for the representatives of the employer. 
** Depending on the duration, group size and depth of the discussion within the focus groups, topic 1 was 
discussed in a first focus group session and topic 2 & 3, in a second focus group session. 
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Appendix 3B 
Table: Steps, tasks and tools HHR. 

Steps Tasks  Tools  
Step 1 Prepare 
together 

Read the vision of HHR Information about the roles within HHR 
Explanation about level of dialogue and involvement at 
each step 

Compose a project team Communication tips & fill-in template to create a project 
group for development 

Develop a project planning Information and guidelines for project planning 
Information and guidelines for project timeline 

Create commitment and involvement at all 
levels  

Fill-in HHR poster template  
Fill-in HHR presentation template  
HHR Flyer  

Step 2 Measuring is 
knowing 

Plan, spread, and conduct needs 
assessment  

Communication tips & checklist to conduct a needs 
assessment  
Checklist privacy 
“Healthy at work” Questionnaire 

Analyze results of the needs assessment  Manual questionnaire analysis 
Fill-in report template for results of needs assessment for 
management 

Step 3 Our 
problems  

Communicate the outcomes of needs 
assessment to employees 

Fill-in presentation template for employees – traffic light 
model (red - take action; orange - prevent further 
deterioration; green - maintain) 

Brainstorm about relevant problems other 
than the results of needs assessment  

Communication tips & working format for brainstorming – 
post-its  

Prioritize the most important problems Communication tips & working format for prioritizing  
Inform all employees about the problem 
analyses 

Communication tips & fill-in poster template for top 3 
problems 

Step 4 Our 
solutions 

Identify and review existing solutions 
(evidence-based)  

Library: two matrices. Matrix 1 with simple solutions. 
Matrix 2: examples of scientific evidence-based 
interventions. 
Overview of useful websites  
Checklist to develop an intervention by the organization 

Brainstorm about possible solutions Communication tips & working format to conduct ideas 
about solutions on the work floor  
Working format for brainstorming – post-its & brainwriting 

Prioritize the best fitting solutions Working format – select top 3 solutions per problem – 
criteria for prioritizing solutions: feasibility, costs, time, effect.   
Working format – formulation of SMART solutions & fill-in 
template 

Vote by employees on the best solutions Fill-in voting cards template for employees to vote on the 
best solution 

Communicate about the selected solutions Communication tips & fill-in poster template for selected 
solutions 

Step 5 Action plan  Decision: How to approach the selected 
solutions?  

Preparation tips for management meeting & fill-in sheet 
for preparation and decision document  
Letter template for management 
Communication tips & checklist for adaptation solutions 

Develop an action plan Communication tips & fill-in sheet action plan (W-
questions)  
Communication tips & fill-in template to create a project 
group for implementation 

Communicate about the action plan Communication tips & fill-in action plan poster template  
Step 6 Let’s start  Implement the action plan Communication tips & checklist implementation 

Periodic evaluation Communication tips and approach for evaluation  
Working format for evaluation methods  

Step 7 Evaluation   Conduct a final evaluation  Communication tips & approach for evaluation  
Working format for evaluation methods 

Plan for sustaining the successful solutions Sustainability checklist  
Step 8 Along the 
way: Obstacles in 
the process  

 Tips of do’s and don’ts within a dialogue 
Working format to improve collaboration 

3 3
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Abstract 

Background 
Sustainable employability (SE) is important for work organizations. Recently, the 
MAastricht Instrument for Sustainable Employability (MAISE-NL) was developed and 
validated. This study describes the development and validation of an adapted version 
of the MAISE-NL, the MAISE-Easy, which can be used for employees in low-skilled jobs.  
 
Methods 
The adaptation of the MAISE-NL was based on six focus groups with employees in low-
skilled jobs in various sectors. The MAISE-Easy was distributed among employees in five 
organizations. The response rate (n=1033) was 53%. Construct validity, reliability and 
criterion validity were analyzed by means of principal component analysis (PCA), 
confirmatory factor analysis (CFA), Cronbach’s alpha and correlational analyses.  
 
Results 
The MAISE-Easy included 17 scales divided over four main areas: (1) level of SE; 
(2) factors affecting SE; (3) overall responsibility for SE; (4) responsibility for factors 
affecting SE. Construct validity, reliability and criterion validity were adequate to good.  
 
Conclusion 
The MAISE-Easy is a well-validated instrument for measuring SE among employees in 
low-skilled jobs in terms of the level of SE, factors affecting SE, responsibility for SE and 
responsibility for factors affecting SE. MAISE-Easy is recommended for both needs 
assessments and evaluation research in as yet underserved groups of low-skilled 
workers. 
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Introduction 

Due to demographic changes and a progressively complex labor market, employers are 
faced with a graying, overburdened workforce, which increasingly suffers from 
(chronic) health problems.1 Therefore, many employers take measures to improve their 
employees’ sustainable employability (SE). However, there is a lack of scientific 
consensus on the optimal content of these interventions and a lack of high-quality 
evaluation studies of SE interventions.2 Hazelzet and colleagues2 suggest that effective 
SE interventions should be better tailored to the needs of both employees and 
employers and should at least address the four main components of SE that can be 
deduced from the definition of Van der Klink et al.3: health (e.g., physical and mental), 
productivity (e.g., work ability), valuable work (e.g., meaningful work and positive 
attitude) and a long-term perspective (e.g., future employability, long-term effects). We 
consider SE to be a result of an employee–job environment interaction rather than 
only an individual characteristic. This is also in line with the notion of Van der 
Klink et al.3 Thus, an employee who is healthy, works productively and feels 
engaged now and in the future, has the positive attitude and competences that fit 
the job, is sustainably employable. 

However, in the development and implementation of SE interventions, the employee 
perspective is often ignored, even though it is known that employees consider SE to be 
a shared responsibility between themselves and their employer.4 The lack of a solid 
evidence base for SE interventions might relate to a lack of good quality measurement 
instruments for this concept. 

There is an urgent need for a valid SE measurement instrument, which expressly 
includes the employee’s perspective, is easy to use for researchers, employers and 
employees, and preferably measures the four core components of SE.5 SE 
measurement instruments based on the employees’ perspective currently fall short, 
particularly for the understudied group of employees in low-skilled jobs. A total of 39% 
of the Dutch labor population work in this type of jobs.6 These employees generally 
have lower levels of education, and their work is often characterized by low levels of 
job control and high physical demands. Employees in low-skilled jobs have different 
needs, resilience, skills and knowledge than employees in middle or high-skilled jobs.7,8 
Moreover, they may have a different perspective on SE than higher-skilled employees 
with higher educational levels.5 All this may negatively impact the validity of SE 
measures in this target group and may also explain the low level of response to 
questionnaires in this group of employees. 

In an earlier study, the Maastricht Instrument for Sustainable Employability (MAISE-NL) 
was developed.5 The MAISE-NL (which was the basis for the MAISE-Easy) was based on 
the then available literature on SE and interviews with experts, professionals working in 
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the field and employees. This was a rather explorative process in which we expressly 
wanted to include the employee perspective. A selection of items was provided to a 
group of employees, and they were asked about what is important for them with 
respect to sustainable employability (SE). This process was to a lesser extent guided by 
theoretical notions on concepts or dimensions related to SE. The measurement 
instrument resulting from this process (MAISE-NL) was validated first in an explorative 
factor analysis, and the results were confirmed in the confirmative factor analysis (CFA). 
These analyses led to two major factors of SE, which were labeled as “productivity” and 
“health”. The productivity subscale reflects an employee’s ability to be productive, 
avoid sickness absence, work until retirement and make a decent living. The health 
subscale of the MAISE-NL reflects an employee’s physical and mental health and the 
sense of performing meaningful and useful work. The MAISE-NL aimed to address the 
disadvantages of otherwise valuable existing measurements for SE, such as the 
capability set for work9 (highly complex) and the vitality scan10 (primarily developed 
from an employer’s and theoretical perspective and validated in an elder and relatively 
highly educated sample of employees). The MAISE-NL encompasses five main areas: 
(1) the meaning of SE, (2) the level of SE of the employee, (3) factors affecting SE, (4) 
the responsibility for SE and (5) the responsibility for factors affecting SE. The MAISE-NL 
has been tested and validated in samples consisting of middle to highly educated 
employees and appeared to have good construct validity and reliability.5 

Aim of the study, research questions and hypotheses 

This paper aims to describe the development process of an adapted version of the 
MAISE-NL for employees in low-skilled jobs, the MAISE-Easy, and to assess the 
psychometric properties of the MAISE-Easy in terms of construct validity, reliability and 
criterion validity. We hypothesized that the factorial structure of the MAISE-Easy will be 
confirmed (Hypothesis 1a) and that Cronbach’s alphas of the MAISE-Easy scales will be 
adequate to good (>0.70)11 (Hypothesis 1b). With regard to the criterion validity, we 
hypothesized that the level of SE (MAISE-Easy Area 1 (Area 2 in MAISE-NL)) will 
correlate positively with the criteria vitality and work engagement (Hypothesis 2a). We 
also hypothesized that the MAISE-Easy Area 1 differentiates between the subgroups 
regarding gender, age and educational level (all grouped as Hypothesis 2b). We did not 
formulate specific hypotheses regarding the criterion validity of (responsibility for) 
factors affecting SE (MAISE-Easy Areas 2, 3 and 4). 

Materials and methods  

Development of the MAISE-Easy for employees in low-skilled jobs 

Using the input of focus groups, the MAISE-Easy consists of the adapted scales from the 
MAISE-NL. It is supplemented with several existing scales, as well as newly developed 
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scales and items, which are relevant for employees in low-skilled jobs. The MAISE-Easy 
is aimed at employees in lower-skilled jobs rather than at employees with a low 
educational level per se.  
 
Six focus groups were organized with employees in low-skilled jobs in five Dutch 
companies from the financial, cleaning, logistic, food and industrial sectors. The 
number of employees in the focus groups varied from 2 to 9, and the focus group 
meetings lasted about two hours. Each focus group meeting consisted of two parts. The 
first part of the meeting was spent on asking employees in low-skilled jobs about the 
meaning they attached to SE. The second part focused on the MAISE-NL and was 
inspired by the “cognitive debriefing method”12 meaning that, for each item of the 
MAISE-NL, employees were asked to actively look at the MAISE-NL and give their first 
impressions. Examples of questions asked were: “Is it clear and understandable?”, “Is it 
easy to fill in or not?”, “Do you believe other colleagues can fill it in?”, or “What kind of 
items concerning healthy working are you missing?”. After the first round of the focus 
groups, the MAISE-NL appeared to be generally clear and understandable for 
employees. It seemed desirable though to rename SE “staying healthy at work” 
throughout the whole questionnaire to increase the comprehensibility for employees in 
low-skilled jobs. All items were checked for positive formulation and adjusted if 
necessary.  
 
Further, the MAISE-NL contained an area about the employees’ ideas about the 
meaning of SE and an area tapping the level of SE of the employees themselves. Based 
on the focus group, employees in low-skilled jobs did not grasp or appreciate the 
difference between both areas, and therefore, the first area of MAISE-NL was not 
included in the MAISE-Easy.  
 
Once the questionnaire was adapted, it was sent to the human resource (HR) manager 
and/or supervisors of each company who were asked to comment on the input of the 
employees and report on items that they were missing. A focus group was also 
organized with team leaders and supervisors in the cleaning company because 
employees of this company were very low-educated and often non-Dutch. For this 
reason, the questionnaire was made available both in Dutch and English. The MAISE-
Easy items were translated from Dutch to English by a professional translator who is an 
English native speaker, has a proficiency level in Dutch and experience as a researcher. 
The retranslation was compared with the Dutch version of the MAISE-Easy and 
discussed by the developers of the questionnaire (EH and IH). Both the Dutch and 
English versions of the MAISE-Easy are available from the authors upon request. To 
summarize, the hypothesized version of the MAISE-Easy includes four areas: (1) level of 
SE (which measures the SE level of employees), (2) factors affecting SE, (3) overall 
responsibility for SE and (4) responsibility for factors affecting SE. 
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Level of SE (Area 1) includes five scales. SE is measured by means of two scales from the 
MAISE-NL: health (3 items) and productivity (6 items). Based on the focus group, three 
scales were added on the indication of the employees: job control (5 items) and social 
work climate (4 items), which were measured through items developed by the 
researchers, and the self-efficacy scale (5 items), which was based on the scale “effort” 
from the general self-efficacy scale (GSES-12).13 The wording of the latest scale items 
was adjusted. The response scale of Area 1 was modified from a 5-point Likert scale (1 
= Strongly agree, 5 = Strongly disagree) to a 5-point frequency Likert scale (1 = Never, 
5 = Always). Employees reported these scales as relevant to their SE and being in line 
with the SE component valuable work deduced from the definition of Van der Klink et 
al..2,3 
 
Factors affecting SE (Area 2) includes five scales. Employees were asked which factors 
(e.g., more support from my manager) might be helpful (or not) to stay healthy at work 
and to become more sustainably employable. Three of these scales were taken from 
the MAISE-NL but slightly adapted; one item on clarity and one item on freedom were 
added to the work organization scale (9 items). The wording of the adapted work 
possibilities scale (4 items) was adjusted. The original lifestyle and work–life balance 
scales were combined into the health and lifestyle scale (9 items) in which one item on 
physical movement and five items on lifestyle were added based on employees’ 
request. Two new self-developed scales, social support (3 items) and communication 
and collaboration (5 items), were added based on the researcher’s interest and the 
focus group input. Lastly, the response scale was adapted from a 5-point Likert scale 
(1 = Nothing, 5 = A lot) to a 3-point scale (1 = It is fine as it is, 2 = will not help me much, 
3 = will help me a lot). 
 
Responsibility for SE (Area 3) includes one scale of one item: “With whom does the 
responsibility for sustainable employability lie according to you?”. Only the wording of 
this scale was adapted to ”who should take responsibility for being healthy at work?”. 
The response scale ranged from 1 = Only my company to 5 = Only me. 
 
Responsibility for factors affecting SE (Area 4) includes five scales. In total, 17 items 
from the original scales of the MAISE-NL were kept, and 13 new items were added. 
These new items measured the responsibility for the factors that were added to Area 2 
of the MAISE-Easy—Factors affecting SE. The 5-point response scale remained the 
same as in the MAISE-NL (1 = Only my company, 5 = Only me). 
 
In sum, the development process resulted in a final hypothesized set of items organized 
into four areas including 16 scales (see Figure 4.1). All items were measured from the 
employee’s perspective and were well aligned with the four SE core components based 
on the definition of Van der Klink.2,3 The core components of health and productivity 
are reflected in the “health” and “productivity” scale in Area 1 (level of SE). The core 
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component of valuable work is reflected in the scales of social work climate, job control 
and self-efficacy. The core component of long-term perspective is not explicitly 
included in the MAISE-Easy as a scale but is implicit in one item in the productivity scale 
(“I have the feeling that I will be able to carry on with my job until I retire”). 
 
 
1. Level of SE 
1a. Productivity (6) 
1b. Social work climate (4) 
1c. Health (3) 
1d. Job control (5) 
1e. Self-efficacy (5) 

 
2. Factors affecting SE 
2a. Support (3) 
2b. Work organization (9) 
2c. Health and Lifestyle (9) 
2d. Adapted job possibilities (4) 
2e. Communication and collaboration (5) 

  

3. Responsibility for SE 
Responsibility for SE (1) 

 

4. Responsibility for factors affecting SE 
4a. Support (3) 
4b. Work organization (9) 
4c. Health and Lifestyle (9) 
4d. Adapted job possibilities (4) 
4e. Communication and collaboration (5) 

 
Figure 4.1 Areas, scales and number of items per scale of the MAastricht Instrument of Sustainable 

Employability (MAISE-NL) adapted for employees in low-skilled jobs (MAISE-Easy). 
 

Population, design and procedure 

The MAISE-Easy was tested in a sample of employees who varied in gender, age and 
educational level. Although educational levels varied from no education to university 
level, all employees performed low-skilled jobs14, and 92% of the employees in our 
sample had a secondary vocational education or lower. Data were collected between 
May and October 2019. The employees’ participation in the study was voluntary. The 
sample included employees from five Dutch organizations: a financial company, a 
cleaning company, a logistic company, a food processing company and an industrial 
company. The low-skilled jobs in the cleaning, logistic, food processing and industrial 
companies mainly consisted of physically demanding work (e.g., carrying heavy loads, 
standing), while the low-skilled jobs in the financial company consisted of relatively 
simple administrative tasks (deskwork). A total of 64% of employees fully completed 
the questionnaire in the industrial company, 54% in the cleaning company, 53% in the 
financial company, 32% in the logistic company and 12% in the food processing 
company. The average response rate of employees in all organizations was 53%. Table 
4.1 provides an overview of the demographic characteristics for the total sample and 
the five organizations separately. 
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Table 4.1 Sample characteristics: number of employees, age (mean and %), gender (%) and educational 
level (%). 

Variable Total Company 
Financial Cleaning Logistic Food Industrial 

N (range) 1054–1084 118–120 118–132 11 46 761–775 
Age (mean) 43.3 52.9 41.0 35.8 49.7 41.9 
≤45 (%) 48.3 19.5 62.7 72.7 17.4 51.8 
>45 (%) 51.7 80.5 37.3 27.3 82.6 48.2 
Gender (%)       
- men  38.3 22.0 72.7 87.0 87.2 
- women 26.3 61.7 78.0 27.3 13.0 12.8 
Educational level (%)       
- PS/Did not finish school 9.0 0.0 21.2 9.1 0.0 9.1 
- LSE, SSE, SVE 1, SVE 2 51.4 51.3 62.7 63.6 82.6 47.6 
- SVE 3–4 31.6 33.6 8.5 9.1 13.0 36.3 
- HPE, University 8.1 15.1 7.6 18.2 4.3 7.1 

Note. PS = Primary School, LSE = Lower Secondary Education, SSE = Senior Secondary Education, SVE = 
Secondary Vocational Education, HPE = Higher Professional Education. 
 

Measures 

In addition to the MAISE-Easy items described above, items on gender, age, educational 
level, vitality and work engagement (i.e., for testing criterion validity) were included in 
the questionnaire. 
 
Vitality was measured by means of the scale vitality of the Dutch version of the Utrecht 
Work Engagement Scale (UWES) (5 items).15 Work engagement was measured by 
means of the shortened Dutch version of the Utrecht Work Engagement Scale 
(UWES-3). The UWES-3 includes all three dimensions of work engagement (vigor, 
dedication, absorption). This short version of UWES-9 is proven to be reliable and 
valid.16 The vocabulary of the UWES items was checked for comprehensibility and 
appeared to be understandable. The response scale ranged from 1 “Never” to 7 
“Always/Everyday”.  

Data analysis 

The original MAISE-NL was used as the starting point for the development of the 
MAISE-Easy, but in the development process, major adaptations were made. In 
addition, the MAISE-Easy was specifically developed for employees in low-skilled jobs 
and hence had a different target group than the MAISE-NL. We consider the MAISE-
Easy a new instrument, and therefore, we decided to take an integral approach to 
analyzing the psychometric properties of the MAISE-Easy; we first performed an 
exploratory factor analysis, and in the second step, we performed a confirmatory factor 
analysis.17 
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To investigate the validity and reliability of the MAISE-Easy, several statistical analyses 
were performed using IBM SPSS Statistics version 26 (IBM Corp., Armonk, NY, USA). 
First, an exploratory factor analysis was performed employing a principal component 
analysis (PCA) with oblimin rotation to investigate constructs’ validity of the MAISE-
Easy. All components extracted had an eigenvalue >1. The items that had factor 
loadings higher than 0.30 or lower than −0.30 on the same factor were considered 
highly related to each other.  
 
Second, a confirmatory factor analysis (CFA) was performed to further validate the 
MAISE-Easy areas and scales. CFA was conducted by means of JAMOVI version 
0.9.5.12.18 JAMOVI uses the maximum likelihood estimation method, which is scale 
invariant. We constructed the models based on the PCA results. The exact fit of the 
model was assessed with the Chi-square index. Because of the high sensitivity of the 
Chi-square index to sample size19, we used several comparative and parsimonious fit 
indices20: the root mean square error of approximation (RMSEA, which should be lower 
than 0.08); the comparative fit index (CFI) and the Tucker–Lewis index (TLI, also known 
as the non-normed fit index, which should both be 0.90 or higher); and the 
standardized root mean square residual (SRMR, which should be lower than 0.08). For 
some scales, we allowed residual errors of some items to correlate.  
 
Third, the reliability (internal consistency) of the MAISE-Easy was analyzed by means of 
Cronbach’s alpha calculations. The following categories were used: moderate (alpha 
≤0.70), adequate to good (alpha ≥0.70 and ≤0.80) and good (alpha ≥0.80). 
 
Fourth, Pearson correlation coefficients were performed to examine the criterion 
validity of the MAISE-Easy scales of Area 1, 3 and 4 by comparison with the criteria 
vitality and work engagement with the MAISE-Easy scales. With regard to the 
predictors of gender, age and educational level, one-way ANOVAs were performed. 

Results 

Construct validity and reliability 

Level of SE 

Tables 4.2 and 4.3 show the results of the PCA (construct validity) and reliability 
analyses of the MAISE-Easy items of Area 1— Level of SE.  
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Table 4.2 PCA MAISE-Easy Area 1— Level of SE (productivity, social work climate, health, job control), 
oblimin rotation. 

 How do you feel about your job? 
# Item Productivity Climate Health Control 
1 I have the knowledge to be able to do my job well   0.807 −0.075 −0.079 −0.017 
3 I do my job efficiently   0.862 −0.009 −0.082 −0.076 
4 I have the feeling that the job I do is useful   0.598   0.165   0.110   0.099 
5 I have the feeling that I will be able to carry on with my 

job until I retire 
  0.324   0.081   0.454   0.208 

6 I am productive when I am working    0.765   0.014   0.007 −0.010 
 Cronbach’s alpha scale 1a productivity   0.742    

7 I feel safe and secure when I am at work   0.208   0.595   0.161 −0.038 
8 I get help and support at work −0.061   0.822 −0.012 −0.026 
9 I am treated with respect at work −0.018   0.825   0.073 −0.030 

10 I feel appreciated/get compliments at work   0.009   0.722 −0.114   0.187 
 Cronbach’s alpha scale 1b social work climate    0.794   

2 I enjoy my job   0.357   0.312   0.329   0.148 
11 I can work safely (temperature, light, safe surroundings, 

protective equipment) 
  0.137   0.459   0.198   0.016 

12 I get physical complaints (pain) due to my job (R)  −0.044 −0.051   0.819   0.076 
13 My job is stressful (R) −0.090   0.137   0.693 −0.138 

 Cronbach’s alpha scale 1c health     0.624  
14 I have a say in what happens at work    0.037   0.155 −0.137   0.762 
15 I can decide the type of work I do    0.032   0.077 −0.056   0.821 
16 I have seen my ideas put into practice in my workplace  −0.049   0.240 −0.107   0.678 
17 I can decide how to organize my work   0.012 −0.170   0.148   0.800 
18 I can take a break when I think it is necessary  −0.040 −0.076   0.053   0.649 

 Cronbach’s alpha scale 1d job control      0.813 

Note. Climate = Social work climate, Control = Job control, (R) = recoded items. The bold numbers indicate 
the chosen scale for each item. 
 
 
Level of SE consists of five scales: (1a) productivity (six items), (1b) social work climate 
(four items), (1c) health (three items), (1d) job control (five items) and (1e) self-efficacy 
(five items).  
 
A PCA was performed for the scales of productivity, social work climate, health and job 
control (see Table 4.2). Four factors with eigenvalue >1 (5.70, 2.31, 1.57 and 1.07) were 
drawn, explaining 59.14% of the total variance. The item “I enjoy my job” loaded high 
on productivity but was moved to the health scale because this item can be related to 
mental health. The item “I have the feeling I will be able to carry on with my job until I 
retire” scored high on productivity but the highest on the health factor. As this item is 
more related to being productive than being healthy, we decided to keep this item in 
the productivity scale. Finally, it was decided to keep the item “I can work safely 
(temperature, light, safe surroundings, protective equipment)” in the health scale 
despite a high score on social work climate, as it relates more clearly to the physical 
health and environment of employees. This four-factor structure was clearly confirmed 
in the CFA (see Table 4.4). We allowed four error terms to correlate in the CFA (two 
within the productivity scale and two within the health scale). Cronbach’s alphas of 
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scales 1a, 1b and 1e were adequate to good. Cronbach’s alpha of scale 1c was 
moderate, while it was good for scale 1d. Based on the PCA and for content reasons, 
scale 1c was kept as such despite a moderate Cronbach’s alpha.  
 
A separate PCA was performed for the self-efficacy scale (see Table 4.3), as it is an 
existing validated scale, and only minor wording changes were made. As expected, one 
factor with eigenvalue >1 (2.63) was drawn, explaining 52.60% of the total variance. 
The CFA clearly confirmed this structure (See Table 4.4). One error term was allowed to 
correlate. 
 
Table 4.3 Principal component analysis (PCA), MAISE-Easy Area 1— Level of SE (self-efficacy). 

 How do you feel about your job? 
# Item Self-Efficacy 

19 When I have something unpleasant to do, I stick to it until I finish it 0.620 
20 When I decide to do something, I go right to work on it 0.721 
21 If I can’t do a job the first time, I keep trying until I can 0.815 
22 Failure just makes me try harder 0.728 
23 When I make plans, I am certain I can make them work 0.730 

 Cronbach’s alpha scale 1e self-efficacy  0.766 

Note. The bold numbers indicate the chosen scale for each item. 
 
 
Table 4.4 Fit indices of the MAISE-Easy areas. 

 Chi-2 (df) CFI TLI SRMR RMSEA 
1 Level of SE (four factors) 665 (141) ** 0.925 0.909 0.071 0.058 
1 Level of SE (self-efficacy) 33.7 (4) ** 0.978 0.946 0.023 0.083 
4 Responsibility for factors affecting SE (six factors) 2276 (377) ** 0.866 0.846 0.068 0.069 
4 Responsibility for factors affecting SE  

(six factors, without item #13) 
1902 (354) ** 0.887 0.871 0.053 0.064 

Note. CFI = Comparative Fit Index; TLI = Tucker–Lewis Index; SRMR = Standardized Root Mean Square 
Residual; RMSEA = Root Mean Square Error of Approximation. 
 

Factors affecting SE, responsibility for SE and responsibility for factors affecting SE 

Area 2—Factors affecting SE—was measured using a categorical response scale. 
Therefore, a PCA could not be performed for this area. This area can be considered on 
the item level, and the items are categorized based on content but should not be 
averaged (See Appendix 4A).  
 
Area 3—Responsibility for SE—was measured using only one item; therefore, the factor 
structure was not tested.  
 
Table 4.5 shows the results of the PCA and reliability analyses of the MAISE-Easy items 
of Area 4—Responsibility for factors affecting SE. Five factors with eigenvalue >1 (9.24, 
3.33, 1.78, 1.42 and 1.29) were drawn, explaining 56.84% of the total variance. Based 
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on the PCA, several adjustments were made to the scales. Scale 4a (support) was 
removed. Item 2 scored highest on collaboration and was therefore moved to this new 
scale for content reasons. Items 1 and 3 were moved under a newly created scale: job 
atmosphere. Most items of scale 4b (work organization) scored highest on work 
organization and remained in the scale. However, items 4 and 5, initially expected to 
score high on work organization, scored highest on job atmosphere. Because the 
content matched with the new scale, the items were moved to the job atmosphere 
scale. In scale 4c (health and lifestyle), all items scored highest on the same factor, 
except for item 21 and 13, which scored highest on job atmosphere. Based on the 
content, item 21 was moved to the job atmosphere scale. However, item 13 was kept 
in the health and lifestyle scale due to content reasons. No adjustments were made to 
adapted job possibilities (scale 4d). Scale 4e (communication and collaboration) was 
split into two new scales: collaboration and communication. The new collaboration 
scale included collaboration items of the initial scale. The new communication scale 
included the communication items of the initial scale. Communication and adapted job 
possibilities (scale 4d) items both scored highest on the same factor. Given the content 
of the items, the scales could not be combined. Therefore, six scales were kept in this 
section, despite the five PCA components. 
 
The CFA showed that a six-factor structure had better fit indices than the five-factor 
structure. The CFA also showed the fit of this area of the MAISE-Easy improved when 
item 13, “More variety in physical movements during the day”, was deleted (see Table 
4.4). Although fit indices CFI and TLI were slightly below the threshold levels, both six-
factor structures were generally confirmed in the CFA (see Table 4.4). We allowed eight 
error terms to correlate in both solutions.  
 
Cronbach’s alpha was moderate for scale 4a, while it was adequate to good for scales 
4d, 4e and 4f. For scales 4b and 4c, it was good. Based on the PCA and CFA, the MAISE-
Easy resulted in a set of items organized into four areas, including 17 scales. All items 
are measured from the employee’s perspective. Figure 4.2 provides an overview of the 
areas, scales and number of items per scale of the MAISE-Easy after adaptations based 
on the PCA analyses. 
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1. Level of SE 
1a. Productivity (5) 
1b. Social work climate (5) 
1c. Health (4) 
1d. Job control (5) 
1e. Self-efficacy (5) 
 

 2. Factors affecting SE 
2a. Communication, support and collaboration (7) 
2b. Work organization (8) 
2c. Lifestyle (3) 
2d. Rest and balance (7) 
2e. Future (5) 
   

  
3. Responsibility for SE 
Responsibility for SE (1) 
 

4. Responsibility for factors affecting SE 
4a. Job atmosphere (5) 
4b. Work organization (7) 
4c. Health and Lifestyle (8) 
4d. Adapted job possibilities (4) 
4e. Communication (3)  
4f. Collaboration (3) 

 
Figure 4.2 Areas, scales and number of items per scale of the MAISE-Easy after adaptations based on PCA. 
 

Criterion validity 

In this section, we focused on the criterion validity of MAISE Area 1 only. We examined 
the correlations of all subscales of level of SE (Area 1) with the criteria vitality and work 
engagement, and we performed one-way ANOVAs of the level 1 subscales with gender, 
age and educational level. 
 
Table 4.6 shows the Pearson correlation coefficients of the MAISE-Easy scales. For Area 
1, as hypothesized (Hypothesis 2a), scales 1a, 1b, 1c and 1e, especially 1a (productivity) 
and 1c (health), were moderately to highly associated with both criteria of vitality and 
work engagement, hereby confirming criterion validity of the MAISE-Easy.  
 
Table 4.7 shows the means, standard deviations and ANOVAs of the subscales of 
MAISE-Easy in the total sample and the means, ranges and standard deviations for 
gender, age and educational level. For Factors affecting SE (Area 2), we did not report 
the mean scores per scale, as the response categories were categorical. For the scores 
on item level based on the chi-square test, see Table 4.A1 in Appendix A. With regard to 
gender, we only found significant mean difference for the self-efficacy; women 
reported having slightly more self-efficacy than men. With regard to age, we found a 
significant mean difference for productivity; older employees (>45 years) reported 
feeling slightly more productive than younger employees, the mean difference being 
limited though. With regard to the education level, we found significant differences for 
social work climate and job control between educational levels. For social work climate, 
the lower the educational level, the most frequently good social work climate was 
reported. Employees with the lowest educational level (primary school) reported higher 
job control compared to the higher-educated employees, who reported having low job 
control. Hypothesis 2b was partially confirmed. 
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Discussion 

This paper describes the development and validation of the MAastricht Instrument of 
Sustainable Employability (MAISE-NL) adapted for employees in low-skilled jobs 
(MAISE-Easy). The MAISE-Easy is based on the MAISE-NL and was adapted by means of 
focus groups conducted among employees in low-skilled jobs. The MAISE-Easy aims to 
measure sustainable employability (SE) from an employee’s perspective and includes 
17 scales divided over four areas: (1) level of SE (5 scales), (2) factors affecting SE 
(5 scales), (3) responsibility for SE (1 scale), (4) responsibility for factors affecting SE 
(6 scales). The MAISE-Easy construct validity (PCA and CFA) and reliability were good, 
confirming Hypotheses 1a and 1b. Two scales (1c and 4a) had a somewhat lower 
reliability, but still acceptable, and were kept for content reasons and clear factor 
structure (4a). Correlational analyses showed that the criterion validity of the MAISE-
Easy Area 1 (level SE) with the criteria vitality and engagement was good (Hypothesis 2a 
was confirmed). Hypothesis 2b was partially confirmed; only some subscales of MAISE 
Area 1 (level of SE) varied across the subgroups. No differences were found between 
men and women, except for self-efficacy, which women reported slightly more than 
men. With regard to age, we found older employees to report being productive slightly 
more than younger employees. This seems in line with our expectation that 
productivity increases with experience.21,22 We found no age differences for the other 
aspects of level of SE. Contrary to expectations, employees with the lowest educational 
level (primary school) scored higher on productivity, health, social work climate and job 
control (but still low) as compared to their higher-educated colleagues. With regard to 
job control, this result may be explained as follows. Autonomy and job control in low-
skilled jobs can be assumed to be low. The relatively higher-educated employees in 
these low-skilled jobs might be more bothered by these low levels of autonomy and 
consequently perceive job control to be very low.  
 
All in all, we can conclude that the MAISE-Easy has adequate to good psychometric 
properties and is relevant and highly needed. Most existing questionnaires tackling 
work and health are developed for middle to highly educated employees rather than 
for employees in low-skilled jobs who often have a lower education level. Several 
adjustments had to be made in the MAISE-NL in order to make the questionnaire 
suitable for use among employees in low-skilled jobs. This indicates that the validity of 
the MAISE-NL in this group was limited. The MAISE-Easy may facilitate the inclusion of 
employees in low-skilled jobs in needs assessments and can also be used to develop 
and evaluate interventions, which are better aligned with the needs and circumstances 
of this group of employees.  
 
The PCA showed that some further adjustments were indicated in the MAISE-Easy. This 
might be the result of some items still being too ambiguous for employees in low-
skilled jobs or due to the variety of employees, which may have been larger than in the 
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focus groups. For instance, employees worked in different sectors, had different types 
of jobs and ethnicities. The PCA was, therefore, very valuable for further fine tuning the 
questionnaire to the vocabulary and work context of employees in low-skilled jobs. 

Recommendations for future use of the MAISE-Easy 

The MAISE-Easy will facilitate research in the field of work and health in the 
understudied group of employees in low-skilled jobs. The instrument will also facilitate 
employers in developing or selecting SE interventions tailored to the needs of the more 
vulnerable and underserved group of employees in low-skilled jobs. The MAISE-Easy 
can be used as a needs assessment to help in the development of decent and more 
inclusive work conditions for occupational groups that are more vulnerable to SE, such 
as employees in low-skilled jobs. Interventions that are better aligned to the needs of 
employees in low-skilled jobs will likely be more effective. The MAISE-Easy can be used 
as an evaluation tool after the intervention implementation as well, to evaluate 
whether the implemented SE intervention was effective. Based on the preferences of 
organizations, different work-related outcomes (such as sickness absence, 
presenteeism, burnout) could be added or replaced to explore more the relationship of 
SE with these outcomes.  

Methodological reflection and future research 

The study sample included employees working in different companies and sectors and 
varied in age, gender and educational level. The sample also included employees with 
higher educational levels, (e.g., university degree) because the inclusion criteria in this 
study related to having a low-skilled job rather than a low educational level. It shows 
that some higher-educated employees preferred to work in low-skilled jobs, which may 
be related to work pressure and too much autonomy in higher-skilled jobs. The average 
response rate was 53%, which can be considered relatively high given the target 
population and comparable with other organizational surveys. The MAISE-Easy was 
translated into English. However, employees who are illiterate or unable to read Dutch 
or English are not yet being served with this measure. For some employees in low-
skilled jobs, the method of a questionnaire remains difficult. Moreover, the MAISE-Easy 
is a rather lengthy questionnaire. It might therefore be relevant to consider other 
methods to quantify employee perspectives on SE and ways to include this specific 
target group, for instance, using pictograms. Additionally, the response scale of Area 2 
(factors affecting SE) has some limitations (1 = It is fine as it is, 2 = will not help me 
much, 3 = will help me a lot). The response scale was inserted based on the advice of 
employees in the focus groups, as they found that easier to understand. However, the 
response scale still turns out to be too ambiguous for the understanding of the 
respondents. This raised some difficulties in the analyses and interpretation of results. 
Future adaptations of the response scale may be helpful for future use of the MAISE-
Easy as a needs assessment among employees in low-skilled jobs. Finally, the results 
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may be influenced by some forms of common method variance or artificial inflation of 
synchrony in the answers, which is inherent to all self-reported and cross-sectional 
data.23 With regard to the criterion validity, we could not infer causality, and future 
studies with a longitudinal design are needed. Translations of the MAISE-Easy into 
several immigrant employees’ native languages should also be considered to increase 
the internal and external validity (i.e., transferability). 

Conclusion 

The MAISE-Easy is a valid adaptation of the MAISE-NL for an underserved group of 
employees that is often ignored in research. Very few survey instruments have been 
tested regarding their feasibility for employees in low-skilled jobs and even fewer were 
optimally adapted. Our new instrument was adapted using both focus group sessions 
with the target group and robust psychometric methods. The MAISE-Easy thus appears 
to be a reliable and valid measurement instrument for measuring aspects of sustainable 
employability in employees who work in low-skilled jobs. The MAISE-Easy includes 
scales to evaluate the employee perspective on the level of SE, factors affecting SE, 
responsibility for SE, responsibility for factors affecting SE and vitality and work 
engagement. We recommend for researchers to use this instrument for SE studies and 
employers to use the MAISE-Easy as a needs assessment for developing SE 
interventions that will be more readily accepted and more effective for employees in 
low-skilled jobs. 
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Appendix 4A 

Table 4.A1 Chi-square subgroup analyses (gender, age, educational level) MAISE-Easy Area 2— Factors 
affecting SE. 

# Item  % 
 2. Factors Affecting SE 
   Gender Age Educational Level 
  R Men Women ≤45 >45 a b c d 
 N  799 285 517 554 95 542 333 85 
 Communication, support and collaboration 
1 Getting more support from my direct 

manager   
1 55.0 60.6 52.8 59.6 59.1 57.6 53.9 56.0 
2 14.7 10.8 13.0 14.6 8.6 13.2 15.1 14.3 
3 30.3 28.5 34.3 25.8 32.3 29.1 31.0 29.8 

 χ2 (sig.)  3.60 (.17) 9.03 (.01)* 3.37 (.76) 
2 Getting more support from my direct 

colleagues   
1 62.7 61.4 60.3 63.8 59.1 65.3 60.5 56.0 
2 14.0 15.9 15.7 13.5 18.3 12.1 16.6 19.0 
3 23.3 22.7 24 22.7 22.6 22.6 22.9 25.0 

 χ2 (sig.)  .57 (.75) 1.57 (.46) 6.92 (.33) 
3 Getting complimented at work more 

often than I do now  
1 37.5 50.7 38.1 43.5 49.5 40.7 37.7 39.3 
2 20.7 17.0 19.9 19.6 16.1 19.3 21.7 22.6 
3 41.7 32.2 42.0 36.9 34.4 40.0 40.7 38.1 

 χ2 (sig.)  14.77 (.00)* 3.65 (.16) 4.96 (.55) 
4 Improving the atmosphere within my 

department/shift/team (respect, 
openness, motivation) 

1 49.7 52.2 47.5 52.7 61.3 52.9 42.8 47.6 
2 15.9 12.6 13.8 16.5 12.9 14.7 16.0 15.5 
3 34.4 35.3 38.7 30.9 25.8 32.4 41.3 36.9 

 χ2 (sig.)  1.82 (.40) 7.28 (.03)* 14.45 (.03)* 
28 More clarity about who I should speak 

to if I have problems 
1 59.4 61.5 61.2 58.2 71.0 60.1 57.1 56.6 
2 10.3 9.4 9.4 10.7 3.2 11.6 9.7 10.8 
3 30.3 29.1 29.3 31.1 25.8 28.3 33.2 32.5 

 χ2 (sig.)  .43 (.81) 1.08 (.58) 10.51 (.11) 
29 Better cooperation/interaction with my 

colleagues  
1 66.0 66.2 62.2 69.2 68.8 66.9 64.7 65.1 
2 9.2 6.1 9.8 7.2 5.4 8.1 9.1 10.8 
3 24.8 27.7 28.0 23.6 25.8 25.1 26.3 24.1 

 χ2 (sig.)  2.95 (.23) 6.13 (.05)* 2.31 (.89) 
30 Better cooperation/interaction with my 

direct manager  
1 62.0 71.2 59.6 68.5 72.0 63.7 62.2 66.3 
2 11.2 5.8 9.8 9.8 8.6 9.9 10.3 9.6 
3 26.8 23.0 30.5 21.7 19.4 26.4 27.5 24.1 

 χ2 (sig.)  10.12 (.01)* 11.00 (.00)* 3.40 (.76) 
 Work organization 
5 Improving the working conditions 

(noise, temperature, protective 
equipment) 

1 39.7 38.1 40.4 37.4 55.9 39.7 32.8 38.1 
2 15.0 11.9 12.6 15.9 14.0 14.0 15.7 13.1 
3 45.4 50.0 47.0 46.7 30.1 46.3 51.5 48.8 

 χ2 (sig.)  2.45 (.29) 2.66 (.27) 17.95 (.01)* 
7 Getting more variation in the type of 

work I do 
1 58.2 54.7 50.2 63.3 57.1 60.1 55.9 45.8 
2 12.3 10.5 13.4 10.5 11.0 11.2 11.8 16.9 
3 29.5 34.8 36.4 26.2 31.9 28.7 32.3 37.3 

 χ2 (sig.)  2.87 (.24) 18.51 (.00)* 6.96 (.33) 
8 Getting more challenges in the type of 

work I do 
1 46.3 46.9 39.2 52.8 53.8 49.0 40.5 44.6 
2 14.5 14.2 12.5 16.0 15.4 15.3 12.7 12.0 
3 39.3 38.9 48.3 31.2 30.8 35.7 46.8 43.4 

 χ2 (sig.)  .04 (.98) 32.26 (.00)* 14.32 (.03)* 
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Table 4A.1 (continued) 

# Item  % 
 2. Factors Affecting SE 
   Gender Age Educational Level 
9 Using my knowledge/skills at my place 

of work better 
1 48.3 52.2 45.2 52.6 48.9 55.2 43.2 33.7 
2 12.2 10.5 10.1 13.2 14.1 11.6 10.9 15.7 
3 39.5 37.3 44.8 34.2 37.0 33.2 45.9 50.6 

 χ2 (sig.)  1.37 (.51) 12.54 (.00)* 23.79 (.00)* 
10 To be given more responsibility at my 

place of work  
1 57.8 59.4 52.2 63.9 61.5 60.1 56.8 48.2 
2 11.7 12.7 11.1 13.0 9.9 12.3 11.2 14.5 
3 30.5 27.9 36.8 23.1 28.6 27.6 32.0 37.3 

 χ2 (sig.)  .72 (.70) 23.43 (.00)* 6.06 (.42) 
11 To be given more freedom in how I do 

my job 
1 60.4 66.5 57.8 65.4 69.2 64.1 60.4 49.4 
2 11.5 9.8 12.1 10.4 7.7 11.2 11.5 14.5 
3 28.0 23.6 30.1 24.2 23.1 24.7 28.1 36.1 

 χ2 (sig.)  3.26 (.20) 6.46 (.04)* 9.49 (.15) 
12 Getting more clarity about my 

task/work 
1 66.6 73.6 65.9 70.3 69.2 72.1 65.3 61.4 
2 9.6 7.6 9.1 9.3 4.4 9.1 9.4 13.3 
3 23.7 18.8 25.0 20.3 26.4 18.8 25.4 25.3 

 χ2 (sig.)  4.68 (.10) 3.38 (.19) 11.28 (.08) 
13 More variety in physical movements 

during the day 
1 53.6 51.8 53.8 51.7 57.6 55.2 50.8 42.2 
2 13.9 10.8 12.8 13.6 8.7 11.2 16.0 18.1 
3 32.5 37.4 33.3 34.7 33.7 33.6 33.2 39.8 

 χ2 (sig.)  3.05 (.22) .47 (.79) 10.50 (.11) 
 Lifestyle 
14 More time to take exercise 1 39.0 38.9 40.0 37.5 46.2 41.5 33.0 38.6 

2 21.2 22.9 16.6 26.7 25.8 22.4 20.9 14.5 
3 39.8 38.2 43.4 35.8 28.0 36.1 46.1 47.0 

 χ2 (sig.)  .42 (.81) 16.48 (.00)* 17.61 (.01)* 
15 Reach a healthy weight 1 56.3 56.8 57.5 55.0 57.0 58.0 55.6 54.2 

2 10.3 10.8 10.0 10.8 8.6 9.9 11.5 8.4 
3 33.4 32.4 32.5 34.1 34.4 32.1 32.9 37.3 

 χ2 (sig.)  .12 (.94) .65 (.72) 2.06 (.91) 
16 Eating healthily at work 1 51.8 59.6 48.6 58.1 54.8 55.1 51.5 50.6 

2 15.2 11.6 15.6 13.2 10.8 13.7 15.8 16.9 
3 33.0 28.7 35.8 28.7 34.4 31.3 32.7 32.5 

 χ2 (sig.)  5.34 (.07) 9.54 (.01)* 2.79 (.83) 
 Rest and balance 
17 Getting enough rest after work 1 50.1 55.8 46.0 56.3 54.8 54.7 46.4 46.3 

2 6.9 5.4 6.3 6.8 3.2 6.7 6.4 8.5 
3 43.0 38.8 47.7 36.9 41.9 38.6 47.3 45.1 

 χ2 (sig.)  2.79 (.25) 12.76 (.00)* 9.29 (.16) 
18 Improving how I sleep 1 46.6 55.0 43.5 52.8 55.9 51.5 43.2 42.2 

2 10.2 7.2 9.1 9.9 12.9 8.6 9.4 10.8 
3 43.3 37.8 47.4 37.2 31.2 39.9 47.4 47.0 

 χ2 (sig.)  6.42 (.04)* 11.43 (.00)* 12.37 (.05) 
19 A better balance between my work and 

private life 
1 56.7 64.0 52.8 63.2 64.5 60.2 55.0 55.4 
2 7.8 5.0 7.5 6.8 8.6 7.5 6.6 4.8 
3 35.6 30.9 39.8 30.0 26.9 32.3 38.4 39.8 

 χ2 (sig.)  5.34 (.07) 12.40 (.00)* 7.18 (.31) 
20 Learning to manage stress better 1 53.6 60.1 54.5 55.7 60.2 54.8 52.9 57.8 

2 14.5 8.6 13.4 12.9 9.7 12.7 13.6 18.1 
3 31.9 31.3 32.1 31.4 30.1 32.5 33.5 24.1 

 χ2 (sig.)  7.00 (.03)* .15 (.93) 5.39 (.50) 
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Table 4A.1 (continued) 

# Item  % 
 2. Factors Affecting SE 
   Gender Age Educational Level 
21 Less pressure at work 1 45.5 55.6 47.5 48.3 53.8 49.3 44.1 48.2 

2 13.9 9.0 13.0 12.3 9.7 10.9 14.5 18.1 
3 40.7 35.4 39.4 39.3 36.6 39.9 41.4 33.7 

 χ2 (sig.)  9.59 (.01)* .14 (.93) 7.95 (.24) 
22 Introduce more flexibility into my 

working hours/schedule 
1 51.8 65.1 51.0 58.6 59.1 58.8 45.9 65.1 
2 15.5 9.0 14.4 13.4 8.6 13.7 15.4 15.7 
3 32.7 25.9 34.6 28.0 32.3 27.5 38.7 19.3 

 χ2 (sig.)  16.01 (.00)* 6.63 (.04)* 22.90 (.00)* 
24 Working fewer hours per week 1 36.6 57.2 43.1 40.0 49.5 43.6 35.3 45.8 

2 21.9 19.4 23.4 19.4 19.4 22.8 17.5 26.5 
3 41.5 23.4 33.5 40.6 31.2 33.5 47.1 27.7 

 χ2 (sig.)  39.81 (.00)* 6.20 (.05)* 23.06 (.00)* 
 Future 
6 Getting opportunities to learn new 

things/tasks 
1 34.7 37.9 30.0 39.9 44.1 39.1 27.4 33.3 
2 14.6 17.0 10.1 20.1 12.9 17.8 12.0 14.3 
3 50.7 45.1 60.0 39.9 43.0 43.1 60.5 52.4 

 χ2 (sig.)  2.65 (.27) 46.18 (.00)* 28.67 (.00)* 
23 More attention to career development 1 30.3 36.7 27.8 35.2 50.5 35.3 21.5 28.9 

2 18.7 15.8 9.1 26.3 17.2 21.0 13.9 18.1 
3 51.0 47.5 63.1 38.5 32.3 43.7 64.7 53.0 

 χ2 (sig.)  4.06 (.13) 79.46 (.00)* 53.83 (.00)* 
25 Changing my tasks/job 1 45.4 57.6 41.9 54.3 63.4 52.5 38.8 43.4 

2 19.5 12.3 14.8 20.4 14.0 20.5 15.2 13.3 
3 35.1 30.1 43.3 25.2 22.6 27.0 46.1 43.4 

 χ2 (sig.)  13.71 (.00)* 38.19 (.00)* 45.62 (.00)* 
26 Having more say in things that I am 

concerned with at work 
1 42.7 50.5 39.8 49.2 57.0 46.9 39.3 38.6 
2 14.9 17.3 13.6 17.1 15.1 17.6 11.8 19.3 
3 42.4 32.1 46.5 33.7 28.0 35.5 48.9 42.2 

 χ2 (sig.)  8.97 (.01)* 18.06 (.00)* 24.74 (.00)* 
27 Better communication about the day-

to-day running of the company  
1 25.7 41.9 30.4 28.7 50.5 32.6 18.1 32.5 
2 12.1 10.5 8.5 14.9 8.6 14.1 9.7 7.2 
3 62.2 47.7 61.1 56.4 40.9 53.3 72.2 60.2 

 χ2 (sig.)  25.81 (.00)* 10.46 (.01)* 54.34 (.00)* 

Note.* p<0.05, R = response number, 1 = It is fine as it is, 2 = Will not help me much, 3 = Will help me a lot, 
Fin. = Financial Company, Clean. = Cleaning Company, Log. = Logistic Company, Food = Food Company, Ind. = 
Industrial Company, a = Primary school/Did not finish school, b = Lower Secondary Education, Senior 
Secondary Education, Secondary Vocational Education 1 and Secondary Vocational Education 2, c = 
Secondary Vocational Education 3–4, d = Higher Professional Education and University. 
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Abstract 

Background 
There is a need to develop sustainable employability (SE) interventions that are better 
aligned to the needs of low-educated employees. This group needs to get a voice in 
intervention development and implementation. In this study, a dialogue-based 
approach is proposed consisting of an online step-by-step support toolkit for 
employers, ‘Healthy Human Resources’ (HHR). When intervening, this toolkit enables 
and stimulates employers to have a continuous dialogue with their low-educated 
employees. By improving the employees’ job control, HHR is aimed at cost-beneficially 
improving SE. This paper describes the protocol of the evaluation study to evaluate the 
effectiveness and implementation process of HHR on the SE of low-educated 
employees. 
 
Methods 
The protocol of the evaluation study consists of: 1) an effect evaluation with a pretest-
posttest design with a one-year follow-up in five work organizations in the Netherlands 
deploying low-educated employees and with SE as the primary outcome and job 
control as the secondary outcome. The effect evaluation is expanded with a budget 
impact analysis; 2) a mixed-method process evaluation at six and twelve months after 
the start of HHR to evaluate the whole implementation process of HHR. This includes 
the experiences with HHR of various stakeholders, such as employees, human resource 
managers, and line managers. 
 
Discussion 
The effect evaluation will give insight into the effects of HHR on the SE of low-educated 
employees. The process evaluation will provide insight into the underlying mechanisms 
of the (in) effectiveness of HHR. By improving dialogue, we hypothesize that HHR, 
through enhancing job control, will strengthen the SE of low-educated employees. Also 
for helping with tackling the socioeconomic health gap, if proven effective, the 
implementation of HHR on a wider scale can be recommended. 
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Introduction 

Despite many attempts to reduce socioeconomic health differences, such differences 
remain large and persistent.1,2 As, in the work domain, low-educated employees much 
more often prematurely leave the labor force due to health-related problems than their 
higher-educated counterparts2-4, it is worrying that lower-educated employees are 
often difficult to reach in research and intervention efforts aimed at improving their 
situation.5,6 Through absenteeism, presenteeism, and high staff turnover, this has 
substantial financial implications for employers too.7 Low-educated employees 
constitute a group that needs extra effort in this regard. Employees’ sustainable 
employability (SE) has become top priority for employers, as they aim to foster 
employees’ health and productivity in a sustainable way.8 The concept of SE is not one 
individual aspect, but rather an interaction between the employee and the 
organizational context. The workplace therefore is a good starting point to reach low-
educated employees and improve their SE.8-10 This group, however, hardly participates 
in workplace health interventions9,11, and, when they do participate, they tend to 
benefit to a lesser extent.12 In practice, many SE interventions are being developed 
without taking the perspective of the target group into account. Employers tend to buy 
ready-made health programs from (commercial) third parties, in which implementation 
takes place via a non-participatory top-down approach.13 Employees are often passive 
receivers in these programs.14,15 Consequently, a mismatch occurs between these 
health programs and the needs and the world of daily experience of most low-educated 
employees. Therefore, low-educated employees need a different and more intensive 
approach than their higher-educated counterparts.16 
 
There is thus an urgent need to better align SE interventions to the needs of low-
educated employees. To increase the effectiveness of these interventions, this group 
needs to have a say and needs to be actively involved in intervention development and 
implementation.6,17,18 Active involvement and participation in decision-making 
processes is expected to empower employees by increasing job control and autonomy; 
these in turn are expected to improve the employees’ (mental) health and SE.19-21 Job 
control is an important determinant of employee wellbeing, particularly for low-
educated employees who generally work in low control situations.20,22,23 When 
intervening, we expect that a profound dialogue between employees and the employer 
is crucial in increasing job control and SE among low-educated employees.24-26 Dialogue 
stands for an explanatory way of having a conversation in which all involved 
stakeholders experience a shared responsibility for the outcome of the dialogue.27 
Instead of one-sided monologues or directives from the top, during dialogue, 
employees and representatives of the employer can think together and share 
experiences from different perspectives.25 When employers engage employees in 
dialogue, employees feel that their opinions count and that they are given a voice.28,29 
Previous studies found positive effects of improved work conditions through dialogue 
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groups among high-educated physicians28 and feeling heard and valued has been found 
to increase the self-esteem and self-efficacy of employees.19 
 
We propose a dialogue-based approach to stimulate active employee participation in 
the development and implementation of tailored SE interventions. We assume that this 
will contribute to a higher job control and SE of low-educated employees. Due to the 
participatory approach, including the dialogue component, employees get the 
opportunity to obtain more self-direction, experience more job control, which 
eventually will improve their health and SE. By lowering sickness absence, our approach 
will also be cost-beneficial for employers.7 We have therefore developed a free online 
support toolkit named - Healthy Human Resources’ (HHR) aimed at improving SE of the 
low-educated employees. With the toolkit, employers (e.g., HR managers; supervisors), 
in dialogue with the low-educated employees, can develop and implement tailored SE 
interventions. As long as these are the outcome of a shared dialogue, the tailored SE 
interventions can vary widely regarding size and content and may, for example, include 
compliments cards, job crafting, lifestyle interventions, or leadership training. The 
online toolkit HHR has already been developed, also in dialogue with several 
stakeholders, such as HR-managers, supervisors, and low-educated employees. 
 
This paper presents the study protocol of the evaluation study, evaluating the effect 
and the process of HHR. Particularly through increasing the low-educated employees’ 
control at work, we hypothesize that the use of HHR in organizations, by integrating a 
dialogue-based approach, improves the SE of low-educated employees. We therefore 
also expect that employees who are more exposed to the dialogue integrated within 
HHR will experience more improvement in SE than employees who are less or not at all 
exposed to HHR (dose-response). The conceptual model of HHR is illustrated in Figure 
5.1. 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 5.1 Conceptual model of HHR and expected outcomes. 
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Methods  

The evaluation framework consists of a quantitative effect evaluation and an extensive 
mixed-method process evaluation. The aim of the effect evaluation is to investigate the 
effect of HHR on the SE of low-educated employees. The aim of the process evaluation 
is to assess the implementation process, the underlying mechanisms of the HHR’s 
effectiveness or lack thereof (the how, what, why), and the HHR experiences of key 
stakeholders, such as the employees, HR manager and supervisors. The effect and 
process evaluation supplement each other. 

Intervention: Healthy HR 

HHR is a web-based step-by-step support toolkit for HR managers and/or supervisors 
aimed at improving SE of low-educated employees. It supports HR managers and 
supervisors by developing and implementing their own tailored SE interventions by – 
from the start – involving their low-educated employees via dialogue. This online 
toolkit is presented on the ‘Healthy Human Resources’ website (www.gezondhr.nl) (in 
Dutch). It consists of different steps, tasks, and dialogue-based tools for use within a 
team or department of the participating organizations. Within HHR eight steps are 
presented: step 1) Prepare together; step 2) Measuring is knowing; step 3) Our 
problems; step 4) Our solutions; step 5) Action plan; step 6) Let’s start; step 7) 
Evaluation, and step 8) Along the way: obstacles in the process. Each step, is 
represented by several underlying tasks (e.g., brainstorming; prioritizing; 
communicating) and every task contains one or more supportive tools. Tools can be 
questionnaires, working forms, checklists, communication tips and information, 
external links, or a library with simple solutions and evidence-based interventions. 
Every task and tool facilitates a certain degree of employee participation and dialogue. 
The main outline of the steps, tasks and tools are presented in Appendix 5A. 
Organizations can select the tools which best fit to their context and their employees’ 
situation, thereby developing a tailor-made toolkit for the needs assessment (HHR 
step 1-4) and developing and implementing their own tailored SE interventions (HHR 
step 5-7). The development of HHR is based on the Intervention Mapping approach 
(IM).30 As IM is a rather detailed and time-consuming approach30,31, we decided to use 
an adapted version of the IM within HHR as well; this will make HHR more feasible for 
employers to put into practice.32,33 The HR manager and/or supervisor will facilitate 
HHR themselves, without any external consultancy. We developed HHR in such a way, 
that it is a self-led intervention. It will be delivered in the participating organization, 
likely during working hours. HR manager and supervisors are able to decide by 
themselves how much time they spend on HHR and how they are going to integrate 
HHR in the daily business. However, a rule of thumb is provided within the toolkit by 
the researchers. Nevertheless, we expect when using HHR more frequent and more 
intense, employees will be more exposed and will experience more improvement on SE 
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as mentioned before. A detailed description about the development and content of 
HHR will be published elsewhere.34 

Effect evaluation  

The effect evaluation will be a quantitative study with a pretest-posttest design with a 
one-year follow-up within each participating organization (T2). The employees’ SE will 
be compared between prior to and after the HHR intervention. We will also examine 
whether the SE improves more, if employees are more exposed to HHR. Additionally, a 
budget impact analysis (BIA) will be performed to gain more insight into whether HHR is 
financially affordable and beneficial for employers deploying low-educated employees. 
The primary aim of the effect evaluation is to investigate the effectiveness of HHR on 
the SE of low-educated employees. The main research question is: What is the effect of 
HHR on the SE of low-educated employees?  

Study sample and sample size  

Five Dutch work organizations (a manufacturing company, a meat processing company, 
a cleaning company, a warehouse and a governmental institution) participated in the 
development of HHR. These organizations will also implement HHR and participate in 
the effect evaluation. Employees with lower educational levels varying from no 
education to secondary vocational education (coded according to the 2011 
International Standard Classification of Education (ISCED-11)) will be included in HHR 
and the effect evaluation. In this study, we will focus on employees with lower 
educational levels, particularly those employees who perform low-skilled jobs within 
certain departments of an organization.  
 
A power calculation was performed to determine the sample size. Based on the mean 
difference in SE of 0.25 (theoretical range 1 to 5) that was found between high and low-
educated employees in a previous study35, we expect SE differences between high and 
low-educated employees to decrease with 0.25. As the uptake and output of HHR is 
organization-specific, we aim to study the SE improvement in each organization 
separately, but we will also pool the data to examine the overall effect. With a power of 
80% and a significance level of 5%, the required sample size is a minimum of 
126 employees per organization36, which implies an overall sample size of 
630 employees. We expect a varied non-response and dropout rate per organization. 
The gross number of employees varies between 40 and 1200 per organization. For 
participating organizations with insufficient power, data will be pooled.  

Data collection 

Data for the effect evaluation of HHR will rely upon quantitative data from similar 
questionnaires at two time points: baseline (T0) and follow up (T2, 12 months after the 
start of step 1) (Figure 5.2). The baseline questionnaire (T0) will also be used as the 
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needs assessment instrument in step 2 of HHR. The questionnaire for the needs 
assessment and effect evaluation is adapted and based on the existing MAastricht 
Instrument of Sustainable Employability (MAISE).35 The MAISE has been developed for 
measuring SE from an employees’ perspective. The MAISE has been validated among 
employees with (on average) intermediate and higher educational levels. For use 
among a sample of low-educated employees and the purpose of serving as a needs 
assessment, the MAISE and other (self-developed) subscales, such as job control, self-
efficacy and lifestyle have been adjusted, to better fit with the language and way of 
thinking of low-educated employees. It is our hope that this adaptation improves the 
reach and the validity and reliability of our questionnaires. For instance, the use of 
existing job control scales from existing questionnaires were still too difficult to 
understand by the employees when discussing these items together with them. For the 
effect evaluation, additional, well-validated measures were also used (e.g., vitality). 

Primary outcomes  

Sustainable employability (SE) will be the primary outcome of the effect evaluation and 
can be considered as a distal outcome measure. The level of SE is measured by means 
of two scales, productivity and health, from the MAISE.35 SE measurement will be 
complemented by several proxies of SE:  
 
Vitality will be measured by means of the subscale vitality of the Dutch version of the 
Utrecht Work Engagement Scale (UWES) (5 items).37 The response scale ranged from 1 
(never) to 7 (always/every day). A global measure of work engagement will be used as 
well, measured by means of the shortened Dutch version of the Utrecht Work 
Engagement Scale (UWES-3). This short version of UWES-9 is proven to be reliable and 
valid (38). Self-perceived health will be measured using a single item: “In general, what 
would you say about your health?” with five response options: excellent; very good; 
good; fair; and poor. For sickness absence, self-reported sickness absence will be 
measured by using a single item: “In the past 12 months, how many days were you sick-
listed?” and registered sickness absence data will be drawn from the registers of the 
organizations. The sickness absence percentages will be obtained per participating 
department of each organization before the start at T0 and after 12 months (T2).  
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Secondary outcome  

Job control will be the secondary outcome of the study and will be measured by means 
of a self-developed scale consisting of 5 items. The items are inspired by existing lists, 
such as the Dutch Questionnaire on the Experience and Evaluation of Work and the 
Maastricht Autonomy questionnaire.39,40 The formulation of the items was aligned to 
the linguistic usage and preferences of the low-educated employees. The response 
scale ranged from 1 (never) to 5 (always). An example item is: “I have a say in what 
happens on my job”. Validity and reliability of this scale will be analyzed.  

Other outcomes 

We included several additional proximal outcomes which can be used to measure 
potential effects of the tailored SE interventions per organization: self-efficacy, lifestyle, 
social climate, social support, organization of work, adapted work possibilities, and 
communication and collaboration. Self-efficacy will be measured by means of the 
general self-efficacy scale (GSES-12) using the subscale effort (5 items).41 Lifestyle will 
be measured according to the five behaviors: physical activity, smoking, alcohol use, 
consumption of fruit or vegetables and quality of sleep.42-44 These five lifestyle 
behaviors provided a so-called ‘optimal lifestyle index’. Each behavior scored ‘1’ when 
the norm is met (and ‘0’ when not met). A sum score will be computed of all five 
behaviors to create an optimal lifestyle index.43 The variables social climate (4 items), 
social support (3 items), organization of work (9 items), adapted work possibilities 
(4 items), and communication and collaboration (5 items) will be measured by means of 
self-developed scales. Validity and reliability of these scales will be analyzed. 
 
Information on covariates (gender, age, type of contract (e.g., permanent or flex), level 
of education, ethnicity, shift work) will be also collected. Finally, to examine whether 
the SE improves more when employees are more intensely exposed to HHR (dose-
response), the process indicator dose-received will be included in the follow-up 
questionnaire (T2). Dose-received will be measured by means of a self-developed 
continuous scale at employee and organizational level (see also process evaluation). 
Employees will be asked to what extent they actively aware and participated in HHR.  

Data analysis 

Descriptive statistics will be used to analyze background characteristics. Differences 
over time (T0-T2) on the primary and secondary outcomes will be analyzed by means of 
paired t-tests of mean differences, chi square tests and regression analyses. The dose-
received variable will be used to test the correlation between the dose and change in 
the primary outcome SE. Subgroup analyses (e.g., gender; education; type of contract) 
will be performed to examine specifically heightened or lowered improvements in SE in 
subgroups. Multilevel analyses are used to examine the association between the level 
of HHR implementation on the company level (level 2) and the improvement in SE 
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(level 1). If multilevel analyses appear not to be feasible, other ways of taking account 
of the nested design will be considered. Finally, when there is a need for pooling (one 
organization has only 40 employees in total), multilevel is similarly considered (when 
pooling). Analyses will be performed using SPSS version 26. 

Budget impact analysis  

We will perform a budget impact analysis (BIA) from the employer perspective. The 
main aim of the BIA is to assess whether the implementation of HHR is financially 
affordable for the employer (e.g., time; implementation costs of HHR; additional cost 
for HHR) and show the budget impact of HHR. Generally, employers have interest in 
maintaining a healthy and productive workforce and, thus, they may be able to offset 
decreased sickness absence gains against the costs. Data will be collected on the direct 
costs of specific resources needed to implement HHR (e.g., staff, expertise, supplies, 
equipment, working time) by means of interviews. The estimation of the time spent 
gathered in interviews will be supplemented with data from the logbooks of the 
employers and researchers. The time spent will be translated to costs by multiplying 
number of hours with the average hour salary of for the group of employees involved in 
HHR. We ensure that the report on both costs and benefits will be simultaneously 
available for employers and HR managers. 

Process evaluation  

The aim of the process evaluation is to evaluate, in each participating organization, the 
implementation process and the underlying mechanisms of the HHR’s effectiveness or 
lack thereof (the how, what, why), and the experiences of key stakeholders with HHR. 
These key stakeholders might influence the implementation throughout the process in 
various ways and therefore the outcomes. The process evaluation will have a mixed-
method design45 and will be utilized to interpret and understand the outcomes of the 
effect evaluation.46,47 The study population of the quantitative process evaluation 
(follow-up questionnaire T2) equals that of the effect evaluation (the employees). The 
study population of the qualitative process evaluation includes various stakeholders 
(i.e., employees, supervisors, and HR managers) at different levels of the organizations. 
We will examine the key process indicators suggested by Linnan and Steckler presented 
in Table 5.1.48 Because the organizational context can hinder or facilitate the 
implementation process and outcomes, we will examine both omnibus context (e.g., 
general context) and discrete context (e.g., specific events during HHR) in this process 
evaluation.46,47,49 In the qualitative parts of the process evaluation, we will generally 
follow the principles of responsive evaluation, which is well in line with the participative 
and dialogue-based approach of this study.50 This participative evaluation method 
explicitly includes the intervention and connects the different perspectives of 
stakeholders in order to obtain a more complete picture.  
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The research questions for the process evaluation are:  
- How and to what extent has HHR been implemented in the participating 

organizations, taking into account the key process indicators? 
- What are the experienced changes and the perspectives of the key stakeholders with 

HHR? 

Data collection and analysis 

Data will be collected throughout the entire process (T0-T2), at 6 months (T1), and at 
12 months (T2) after the start of step 1 of HHR (Figure 5.2). In order to gain multiple 
perspectives and assure data validity, data source triangulation will be applied.51 At T2, 
the follow-up questionnaire of the effect evaluation will be extended with quantitative 
process evaluations questions covering the key process indicators: Reach, dose 
delivered, dose received, fidelity and satisfaction. These quantitative data will be 
analyzed by means of descriptive statistics. Data on the process indicators will be 
collected by means of different methods and at different stakeholder’s levels within the 
organization (Table 5.1). Throughout the process (T0-T2), employers have the 
opportunity to give feedback by means of a feedback function built within HHR. 
Employers will keep track of the progress, number of meetings, time investment, 
participants, special remarks and events by means of a logbook and will be called 
monthly by the researchers. The researchers will also keep a logbook to document 
events and to keep documentary evidence for each participating organization. At T1, 
we will collect qualitative data about the experiences of employees and employers with 
steps 1-4 of HHR. At T2, we will collect qualitative data about the experiences of 
employees and employers with steps 5-7 of HHR (Figure 5.2). For both T1 and T2, focus 
groups and individual semi-structured interviews with the key stakeholders and other 
third parties (e.g., policy makers; communication staff) involved in the process will be 
conducted. These individual interviews and focus groups are complementary to each 
other.52 The topic lists for the focus groups and individual semi-structured interviews 
will be based on the process indicators and will include open-ended questions about 
HHR, the dialogue-based approach, experiences of stakeholders with HHR, and 
experienced changes. All focus groups and individual interviews will be digitally 
recorded and qualitative data will be analyzed thematically via a qualitative data 
analysis software program (e.g., NVivo). 
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Table 5.1 Process indicators, stakeholders’ level, operationalization and data collection method. 

Process indicators and 
definition 

Stakeholder 
level  

Operationalization  Data collection method 

Context 
The contextual factors 
(omnibus; discrete) and history 
(i.e., barriers, facilitators) that 
affect HHR implementation or 
outcomes  

Employer 
Employees 

Description of barriers 
Description of 
facilitators  
 

Documentary evidence (T0 - T2) 
Logbook (T0 - T2) 
Focus groups (T1; T2) 
Semi-structured Interviews (T1;T2) 

Recruitment  
Procedures used to approach 
and attract employees  

Employer 
Employees  

Description of 
approaches 

Logbook (T0-T2) 
Focus group (T1; T2) 

Reach  
Percentage of departments 
and employees participating in 
HHR 

Employees  Characteristics of 
departments  
Characteristics of 
employees  
 
Percentage of 
employees, 
participated  
Drop-out and reasons  

Baseline questionnaire and follow-
up questionnaire (T0; T2) 
Logbook (T0 - T2) 
Focus groups (T1; T2) 
Semi structured Interviews (T1; T2) 
Checklist (T1; T2) 

Dose delivered  
The extent to which HHR or 
components actually was 
delivered according to the 
intervention plan 

Employer 
Employees 

Dose delivered items 
(yes/no) 
  

Logbook (T0 - T2) 
Questionnaire at follow-up (T2) 
Focus groups (T1; T2) 
Semi structured Interviews (T1; T2) 
Checklist (T1; T2) 

Dose received 
The extent to which employees 
actively aware and participated 
in HHR 

Employees Dose-response  
Participation rate HHR 

Questionnaire at follow-up (T2)  
Focus groups (T1;T2) 
Semi structured Interviews (T1;T2) 

Fidelity  
The extent to which HHR was 
delivered as intended 

Employer 
Employees 

Statements  (yes/no)  
Reasons  

Logbook  (T0 - T2) 
Questionnaire at follow-up (T2) 
Focus groups (T1; T2) 
Semi structured Interviews (T1; T2) 

Satisfaction  
Employees and employer 
satisfaction about HHR  

Employer 
Employees 

Satisfaction rate (scale 
0-10) 
 
Experiences of 
employees and 
employers 

Logbook (T0 - T2) 
Questionnaire at follow-up (T2) 
Focus groups (T1; T2) 
Semi structured Interviews (T1;  T2) 

 

Discussion 

This paper presents the protocol for the effect and process evaluation of the 
intervention HHR. HHR is a web-based support toolkit for employers based on dialogue 
and aimed at improving the SE of low-educated employees. We hypothesize that - 
through increasing job control - employees who are more exposed to HHR will 
experience better SE than employees who are less or not exposed to HHR.  
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Strengths of the protocol 

This evaluation study provides insight into the effect and implementation process of 
HHR, including the underlying mechanisms that shapes the outcomes. Data 
triangulation using different quantitative and qualitative methods and data sources will 
be applied to assure the validity of this research. We expect that HHR as a whole will 
show positive effects on the SE of low-educated employees, regardless which 
organization or the effects of the tailored SE interventions developed per organization 
and the way we organized the process evaluation supports finding explanations for 
possible lack of effects. Furthermore, an economic perspective from the employer is 
also taken into account in a form of a BIA. The BIA will address the affordability of HHR 
and, together with the report on the benefits and gains of the intervention, will help 
employers to decide whether they want to invest in HHR.  
 
The extensive process evaluation, including different time points and data collection 
methods, will be a strength to better understand the underlying mechanisms of HHR, 
experienced changes and how dialogue and job control is experienced by different key 
stakeholders over time. Furthermore, the process evaluation at T2 allows to gain insight 
into the specific tailored SE interventions in each organization and their related 
perceived effectiveness next to the experience of HHR as a whole. Finally, we conduct 
the evaluation study in five different sectors and settings, which will increase the 
generalizability of our results. 

Methodological challenges  

Despite this extensive study design, several methodological challenges can be pointed 
out. First, HHR is a generic toolkit and organizations will work with the same steps, 
tasks and tools. However, the way HHR will be implemented, including the use of the 
tools will differ per organization. Employers are free to choose those tools which best 
fits their situation and their specific SE problems. This might lead to differences in 
effects and processes across the organizations. Therefore, it is important to perform 
subgroup analyses. Second, the participating organizations appeared to be unable to 
allocate a control group, because of time limits and other concerns within 
organizations. The lack of a control group is a well-known issue within research of 
organizations; this unfortunately leads to less robust evidence about what is effective in 
terms of SE interventions in the workplace.53 Hence, due to the lack of the control 
group it is important to study the uptake of HHR and profoundly assess whether there 
is a dose-response relationship. Third, the setting and context within participating 
organizations will be a challenge, due to constant changes (e.g., dismissing/attracting 
flex workers; changing role/attitude of key stakeholders). Fourth, it may vary per 
organization how much time the HR managers and the wider management will allow to 
spend by their employees, e.g., for filling in questionnaires (including the needs 
assessment) and to work with HHR. This is also related to the level of commitment and 
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support of the higher management. These changes might affect the results and will 
therefore be well documented throughout the process and assessed during the process 
evaluation moments (e.g., being dismissed clearly is a low control experience for the 
employee).  
 
Despite these methodological challenges, it is important to conduct evaluation studies 
in natural settings of organizations and among low-educated employees in particular. 
Their voices need to be heard, also in research. If HHR is proven to be effective, HHR for 
and with this vulnerable group will be a valuable support toolkit, which can be applied 
on a wider scale. HHR is thereby expected to contribute to tackling the socioeconomic 
health gap. 
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Appendix 5A  

Steps Tasks  Tools  
Step 1 Prepare 
together 

Read the vision of HHR Information about the roles within HHR 
Explanation about level of dialogue and involvement at 
each step 

Compose a project team Communication tips & fill-in template to create a project 
group for development 

Develop a project planning Information and guidelines for project planning 
Information and guidelines for project timeline 

Create commitment and involvement at 
all levels  

Fill-in HHR poster template  
Fill-in HHR presentation template  
HHR Flyer  

Step 2 Measuring is 
knowing 

Plan, spread, and conduct needs 
assessment  

Communication tips & checklist to conduct a needs 
assessment  
Checklist privacy 
“Healthy at work” Questionnaire 

Analyze results of the needs assessment  Manual questionnaire analysis 
Fill-in report template for results of needs assessment for 
management 

Step 3 Our 
problems  

Communicate the outcomes of needs 
assessment to employees 

Fill-in presentation template for employees – traffic light 
model (red - take action; orange - prevent further 
deterioration; green - maintain) 

Brainstorm about relevant problems other 
than the results of needs assessment  

Communication tips & working format for brainstorming – 
post-its  

Prioritize the most important problems Communication tips & working format for prioritizing  
Inform all employees about the problem 
analyses 

Communication tips & fill-in poster template for top 3 
problems 

Step 4 Our 
solutions 

Identify and review existing solutions 
(evidence-based)  

Library: two matrices. Matrix 1 with simple solutions. 
Matrix 2: examples of scientific evidence-based 
interventions. 
Overview of useful websites  
Checklist to develop an intervention by the organization 

Brainstorm about possible solutions Communication tips & working format to conduct ideas 
about solutions on the work floor  
Working format for brainstorming – post-its & brainwriting 

Prioritize the best fitting solutions Working format – select top 3 solutions per problem – 
criteria for prioritizing solutions: feasibility, costs, time, effect.   
Working format – formulation of SMART solutions & fill-in 
template 

Vote by employees on the best solutions Fill-in voting cards template for employees to vote on the 
best solution 

Communicate about the selected solutions Communication tips & fill-in poster template for selected 
solutions 

Step 5 Action plan  Decision: How to approach the selected 
solutions?  

Preparation tips for management meeting & fill-in sheet 
for preparation and decision document  
Letter template for management 
Communication tips & checklist for adaptation solutions 

Develop an action plan Communication tips & fill-in sheet action plan (W-
questions)  
Communication tips & fill-in template to create a project 
group for implementation 

Communicate about the action plan Communication tips & fill-in action plan poster template  
Step 6 Let’s start  Implement the action plan Communication tips & checklist implementation 

Periodic evaluation Communication tips and approach for evaluation  
Working format for evaluation methods  

Step 7 Evaluation   Conduct a final evaluation  Communication tips & approach for evaluation  
Working format for evaluation methods 

Plan for sustaining the successful solutions Sustainability checklist  
Step 8 Along the 
way: Obstacles in 
the process  

 Tips of do’s and don’ts within a dialogue 
Working format to improve collaboration 
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Abstract 

Background 
Adoption and implementation are prerequisites for the effectiveness of organizational 
interventions, but successful implementation is not self-evident. This article provides 
insights into the implementation of the organizational intervention ‘Healthy Human 
Resources’ (HHR). HHR is developed with Intervention Mapping and aims at improving 
sustainable employability (SE) of employees in low-skilled jobs.  
 
Methods 
Qualitative data on adoption and implementation were collected by three interviews 
with employees and seven middle managers in five Dutch organizations and by 
extensive notes of observations and conversations in a logbook. Data triangulation was 
applied and all data were transcribed and analyzed thematically using the qualitative 
analysis guide of Leuven (QUAGOL).  
 
Results 
All organizations adopted HHR, but three failed during the transition from adoption to 
implementation, and two implemented HHR only partially. The steepness of the 
organizational hierarchy emerged as an overarching barrier: steeper hierarchical 
organizations faced more difficulties with implementing HHR than flatter ones. This was 
reflected in middle managers’ lack of decision-making authority and being overruled by 
senior management. Middle managers felt incapable of remedying the lack of 
employees’ voice. Subsequently, ‘us-versus-them’ thinking patterns emerged. These 
power imbalances and ‘us-versus-them’ thinking reinforced each other, further 
strengthening the hierarchical steepness. Both processes could be the result of wider 
socio-political forces.  
 
Conclusion 
This study improved the understanding of the difficulties to adopt and implement such 
organizational intervention to contribute to the sustainable employability of employees 
in low-skilled jobs. Practical implications are given for future implementation of 
organizational interventions. 
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Background 

More and more organizations are implementing organizational interventions to 
contribute to their employees’ health.1-4 Employers often rely on ready-made health 
programs from third parties (often commercial) and face challenges to implement them 
successfully, often because of a top-down implementation. Academics also face the 
challenge of developing scientifically and practically relevant interventions to promote 
employees’ health or sustainable employability (SE).5,6 A particularly difficult and at the 
same time vulnerable group in this regard consists of employees in low-skilled jobs.1,7,8 
These employees have significantly higher risks of poor health and more adverse work 
conditions compared to employees in higher-skilled jobs.9,10 This group barely 
participates in organizational health interventions, presumably due to a mismatch 
between these interventions and their specific needs.8 However, organizational 
interventions may potentially be effective to reduce health inequalities among 
employees at the workplace.11 
 
To address these challenges and to improve the SE of employees in low-skilled jobs, the 
organizational intervention ‘Healthy Human Resources’ (HHR) was developed in close 
cooperation with employees and employer representatives following the Intervention 
Mapping approach.12 This approach is widely used for the development of tailored, 
theory- and evidence-based programs suited to the needs of a specific population and 
strongly built on stakeholder involvement. HHR is a web-based step-by-step toolkit to 
support joint groups of middle and human resource (HR) managers and employees in 
low-skilled jobs to develop and implement SE interventions tailored to their 
organization and needs, via a dialogue-based participatory approach. HHR consists of 
seven steps, each represented by tasks and supportive dialogue-based tools (e.g., 
brainstorming working formats) for performing the tasks.  More details about the 
content and the theoretical development of HHR have been reported elsewhere.13,14 
HHR stimulates middle managers (the HHR-user) to involve their employees actively 
from the beginning of this process. This allows employees to have more voice and 
contributes to a more egalitarian and collective decision-making process, which is 
expected to improve their SE. Five organizations participated in the development of 
HHR and started to adopt and implement it. In this article, adoption refers to the 
decision to use the intervention, while implementation refers to the actual usage of the 
intervention in daily practice.15 The theoretical framework of Fleuren et al.16 suggests 
that the adoption and implementation processes can be affected (positively or 
negatively) by factors at four levels: (1) the socio-political context level (e.g., external 
forces, societal and political structures and developments); (2) the organization level 
(e.g., organizational culture and lack of available resources); (3) the user level (e.g., lack 
of positive attitude, motivation, perceived social support); and (4) the intervention level 
(e.g., lack of compatibility and alignment with the organization).17 In this article, two 
types of users are distinguished: the employees targeted by HHR (end user) and the 
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middle managers, the main user of HHR (intermediate user), whose actions determine 
the degree of exposure of the employees to HHR.15 
 
The aforementioned barriers in the theoretical framework of Fleuren et al. are reported 
for organizational, health-focused interventions and often result in implementation 
failure.18-22 They are expected to be even more pronounced in organizations with low-
skilled jobs. These employees often experience high job demands and low job control 
associated with several negative health effects.11,23,24 They often perform simple and 
routine work tasks, which is more common in more hierarchical, centralized 
organizations.25 
 
However, the distinction of these four levels seems insufficient to fully understand the 
process of adoption and implementation. Previous studies in the area of occupational 
health pointed at adoption-implementation gaps and underscored the complex, 
dependent nature of both phases.1,26 This article aims first to study the degree of 
adoption and implementation of the organizational intervention HHR in a sample of 
various organizations, and next, to understand the variation in these degrees across 
these phases. The research questions were: What was the degree of adoption and 
implementation of HHR in various organizations, and how can the variation in adoption 
and implementation in these organizations be understood? A better understanding will 
contribute to improving the future implementation of new organizational interventions 
focusing on occupational health18,27-30, particularly those with a participatory approach 
at work.31 

Methods  

Study design  

This qualitative study used an explorative and retrospective design based on thematic 
analyses of logbook entries, observations and interviews collected between September 
2018 and September 2020 in five Dutch organizations. This study design used data 
triangulation to obtain a complete and holistic understanding of the adoption and 
implementation processes from multiple stakeholder perspectives. Ethical approval 
was obtained from the Medical Ethical Committee of the academic hospital in 
Maastricht, The Netherlands (METC 2017-0311). Employers and employees of the 
participating organizations signed an informed consent form prior to their participation. 
The COnsolidated criteria for REporting Qualitative research (COREQ) checklist were 
followed32 to ensure the quality of reporting methods and results. 
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Organizational settings and sample 

Five Dutch organizations deploying employees in low-skilled jobs were recruited via the 
network that was established by the researchers in an earlier study for the 
development of HHR.14 The five organizations participating in this study were: 1) a 
governmental institution, 2) a cleaning company, with different worksites, 3) a 
warehouse, 4) a manufacturing company, and 5) a meat-processing company. The 
organizations were purposively selected by focusing on low-skilled jobs in diverse 
sectors. The sizes of these organizations varied, ranging from 40 to almost 4000 
employees. In four of the five organizations, the employees mainly performed 
physically demanding work, while the employees in organization 1 performed relatively 
simple administrative tasks (deskwork). Employer representatives were defined as 
professionals in the organization who initiated HHR (i.e., HR managers, line managers 
and reintegration advisors, hereafter: middle managers). Within the Dutch context, 
employers are responsible for sickness absence prevention and management.33 In 
larger organizations, specific professionals are employed to address sickness absence 
(and its prevention) and facilitate this process (e.g., reintegration advisor) and were 
therefore included in this study sample. The middle managers were the first contact 
persons for the researchers in the earlier (development) study and a relationship 
already existed between these managers and the researchers (EH and IH). With respect 
to the interviews, the researchers purposively selected seven middle managers who 
were approached via phone or email. In addition, employees were approached by their 
employer, and participated voluntarily. Inclusion criteria for the interviewees were: at 
least one employer representative of each organization, such as middle managers, who 
initiated and were familiar with HHR and 2) employees who performed low-skilled 
work, mostly with a lower level of education and speak the Dutch language.   

Data collection  

Data triangulation was applied by using the following data sources: logbook entries, 
observations and semi-structured interviews. First, the number and content of all 
intervention contacts were tracked and documented in a logbook per organization (in 
total five logbook entries). The intervention contacts were operationalized as an activity 
and consisted of both internal contact moments through various communication 
channels within the organizations (i.e., between middle managers and 
employees/senior management by email or meetings) and external contact moments 
(i.e., researchers and organizations by phone, email, on-site and online observations, 
and interviews). Events, materials shared and progress of the adoption and 
implementation of HHR within each organization were also tracked. Second, 
observations in terms of verbal and non-verbal expressions during external contact 
moments and through contextual observations during on-site visits were collected. 
Field notes during the on-site visits were documented. In total, 24 pages of 
observations were collected. Third, semi-structured interviews were conducted by the 

119

6 6



Chapter 6 

118 

researcher (EH) with seven middle managers and three employees of the organizations 
by telephone or online (based on the respondents' preferences) between June and 
September 2020. Respondents were familiar with EH from an earlier study on the 
development of HHR and knew the reasons for doing the research and the scientific 
background of EH. For practical reasons, two paired interviews took place (respondents 
1 and 2 and respondents 5 and 6). Table 6.1 presents the characteristics of the 
respondents participated in the interviews. 
 
Table 6.1 Respondents’ characteristics.  

 Interview number ID Gender Employment title Organization 
 1 
 

1 Female Reintegration advisor Governmental institution (1) 
2 Female Reintegration advisor Governmental institution (1) 

 2 3 Female HR manager Cleaning company (2) 
 3 4 Male Warehouse line manager Warehouse (3) 
 4 
 

5 Male HR consultant Manufacturing company (4) 
6 Female HR consultant Manufacturing company (4) 

 5 7 Female HR manager Meat-processing company (5) 
 6 8 Female Employee Warehouse (3) 
 7 9 Male Employee Warehouse (3) 
 8 10 Male Employee Warehouse (3) 
 
A self-developed semi-structured interview guide with three main topics was used 
(Table 6.2). Topic 2 was included in the guide because the interviews took place during 
the COVID-19 pandemic, which might have affected the adoption and implementation. 
This interview format was self-developed to be consistent with the explorative design 
to collect information on specific circumstances that facilitated or hindered the degree 
of implementation within the various organizations. ‘On the spot’ member checking 
was performed by providing verbal summaries during and at the end of the interviews. 
Interviews lasted 39 minutes on average (range: 29-58 minutes) and were audio 
recorded. Data saturation was achieved by the interviews that took place after the 
other data had been collected. After the interviews, there was no opportunity to go 
back to the respondents for additional information due to time constraints and other 
priorities within the organizations. Since different data sources at different 
measurement moments were triangulated, cross-verification of the data was possible.  
 

Table 6.2 Interview guide topics. 

Topic 1: Implementation of HHR  
− General experience HHR 
− Implementation of HHR (i.e., adoption process; experience of HHR-toolkit) 

o Barriers and facilitators of the implementation 
Topic 2: Impact of COVID-19 on the adoption and implementation of HHR 

− General experience of COVID-19  
Topic 3: Future implementation and continuation of HHR 

− Adaptations of HHR 
− Ideas about continuation of HHR  
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Data analysis 

Thematic analysis34, the practical steps from the Qualitative Analysis Guide of Leuven 
(QUAGOL)(35) and the theoretical framework of the four levels of factors by Fleuren et 
al. (used as a lens to analyze the data)16 formed the basis for data analysis. The data of 
the logbook and the interviews (audio-recorded and transcribed verbatim) were 
analyzed simultaneously. The analysis process consisted of two parts: 1) the 
preparation of the coding process by paper and pencil work and 2) the actual coding 
process using qualitative software. Each part consisted of five stages. Table 6.3 
summarizes the stages of analysis. The stages in part 1 were conducted independently 
by two researchers (EH and AdR) and compared and evaluated by the other authors (IH 
and HB). During part 2, the actual coding process took place, using computer-assisted 
qualitative data analysis software, Nvivo program version 12. This part was performed 
by EH and continuously evaluated by AdR. During the final stages, the original data 
sources and narrative reports were regularly consulted to verify interpretation with all 
authors, and the data analysis was thus approached as an iterative process. Moreover, 
the degree of the adoption, transition and implementation was systematically 
determined. First, we returned to the performed data analyses and raw data and 
defined from the logbook the number of contact moments per organization and 
categorized this per phase. Parallel, we checked the interviews and the field notes of 
the observations to see quotes/ expressions described supporting the phases. Based on 
this, together with all authors the degrees were classified into high, partial and low. 
 
Table 6.3 Stages based on the Qualitative Analysis Guide of Leuven (QUAGOL). 

Part 1: Preparation of coding process  
 Goal  
Stage 1: Familiarization - thorough (re) reading 
of the transcripts & logbook notes  

A holistic understanding of the respondent’s experience – 
main message  

Stage 2: Narrative report  Brief summary of the key storylines and essence of the 
interview and logbook notes  

Stage 3: Translation of the narrative report into a 
conceptual scheme 

The narrative report is translated into key concepts 

Stage 4: Fitting test of the conceptual schemes Create a dialogue of the conceptual schemes together 
within the research team to achieve optimization 

Stage 5: Constant comparison process  Forward-backward movement of comparison  between 
within-case  (one conceptual scheme per organization)                                                                                                                                                                                                                        
and across-case analysis (other conceptual schemes of 
other organizations ) 

Part 2: Actual coding process 
Stage 6: Drawing up a list of codes Create a list of codes of the conceptual schemes without a 

specific order 
Stage 7: Coding process  Link the relevant interview transcript fragments and 

logbook notes to an appropriate code  
Stage 8: Analysis and description of concepts  Give a clear description of the concept, their meaning, 

dimension and characteristics  
Stage 9: Extraction of the essential structure  Integration of all concepts in a meaningful conceptual 

framework 
Apply the four levels of Fleuren et al. to interpret the data 

Stage 10: Description of the essential findings 
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Results 

All organizations adopted HHR to varying degrees. These variations were amplified 
during the transition to implementation and the implementation itself. Different factors 
at various levels helped to understand this variation, but one overarching theme was 
found to understand impaired implementation: steepness of the organizational 
hierarchy. These three findings (1. degrees of adoption, transition and implementation; 
2. Understanding adoption, transition and implementation; 3. Overarching theme of 
steepness of the organizational hierarchy) are addressed below in more detail.  

1. Degrees of adoption, transition and implementation 

Degrees of adoption, transition and implementation varied across the five 
organizations. All organizations adopted HHR to some degree as expressed by the level 
of enthusiasm among the adopters (i.e., middle managers and senior management), 
‘Our production director who at the time fully endorsed it’ (ID: 5). The adopters of 
organizations 1, 3 and 4 adopted HHR to the full extent, while the adopters in 
organizations 2 and 5 adopted the intervention to a limited extent, illustrating a lower 
level of enthusiasm. ‘I noticed that it took a lot of time, effort and energy so to say, to 
reach people, to mobilize people, to have them participate’ (ID: 3). The degree to which 
the transition from adoption to implementation was made was low for organizations 2 
and 5. Organization 4 made many attempts (high number of contact moments13) to 
transition from adoption to implementation but eventually failed to continue the 
implementation. Only organizations 1 and 3 fully transitioned from adoption to 
implementation. The transition to implementation was characterized by enthusiasm 
together with the manager’s ability to translate HHR into concrete actions, ‘I’m positive 
about the project to this day, only it is just a difficult thing’ (ID:7). The implementation 
was characterized by enthusiasm, ability to take concrete actions and the actual use of 
HHR. Despite the enthusiastic middle managers and many attempts to continue, 
organizations 1 and 3 decided to stop during the implementation phase and failed to 
implement HHR to its full extent. 

2. Understanding adoption, transition and implementation 

The three phases can be understood along with factors at the four levels16 (Table 6.4). 
Strikingly, the user and intervention levels played a large role during adoption, while 
the organization and socio-political context levels came into play more prominently 
towards and during implementation.  
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Table 6.4 Overview of factors per phase and level. 

Phase  
 Level 

Adoption Transition adoption -
implementation 

Implementation 

 Overarching theme: steepness of the organizational hierarchy 
 Socio-political context  Occurrence of external 

shocks 
Remaining shocks to the 
organizations 

 Organization  Challenges faced in the 
workplace  
 

Remaining shocks to the 
organizations 

 Intermediate user   
 (middle managers) 

The importance of 
support  
 

The sandwich position  
Perception about 
employees - creating an in- 
& out-group 

Appearance of mental 
fatigue 
 

 End-user (employees)  Perceptions of employees- 
‘us- versus-them’ 
relationship 

The feeling of not being 
taken seriously and a lack 
of communication 

 Intervention HHR Alignment of HHR and 
organizational vision 
Positive impression  
about HHR 

SE regarded as easy to 
embrace but difficult to 
implement 

Pleasant way of working, 
but no guarantee for 
success 

Phase 1 Adoption of HHR 

Intermediate user level – middle managers 

The importance of support  

The importance of support emerged during the adoption phase and was perceived both 
positively and negatively by the middle managers. Some interviewees experienced a 
broad support base from their senior management at the beginning of the adoption 
phase, but the support changed over time: ‘This was very much supported by the head 
office. We started with high hopes (…) it was highly prized and space was made 
available for it, they said: we will do that and people can participate in it and so on. (…) 
At one point, our HR director was fired, who considered sustainability very high (….) I 
see that happening very often, they say, We go back to basics‘ (ID: 7). When no support 
was experienced, doubts arose and enthusiasm decreased. ‘The type of worker, the 
complexity of employees, spread over many locations, so we encountered a lot of 
problems with accessibility, how do we reach the right people? So how do you create 
support for the project?’ (ID: 3). This lack of support seemed particularly 
disadvantageous for the employees. According to one manager, employees might not 
see the added value of HHR in combination with the observed organizational structure, 
which affected the employees’ support level. ‘Many people feel less connected to our 
organization, so I don't think they're counting on it either’ (ID: 3). Observations among 
employees in the cleaning company (organization 2) confirmed this thought. They 
experienced a lack of connectedness with their employer and felt more connected to 
their host organizations (where they cleaned). 
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Intervention level  

Alignment of HHR and organizational vision 

When the HHR vision aligned with the company’s vision, adoption was perceived as 
easier. ‘That matched seamlessly with the strategic plan, seamlessly with everything’ 
(ID: 5). Institutionalizing HHR in the everyday core business processes was also 
regarded as important. The vision of HHR is regarded as ‘a way to act’ rather than as a 
separate project, which yields enthusiasm, a sign of adoption, in some organizations. 

Positive impression about HHR 

Interviewees clearly expressed positive attitudes towards HHR in the adoption phase. 
HHR was seen as a comprehensive and well-functioning toolkit. ‘You can call it a 
toolbox, clear steps, sequence, more like, I have a flyer here, I have a format here (…) 
Yes, I think it's neatly designed’ (ID: 4). Additionally, HHR could help a HR manager to do 
a better job, but how to translate this to the work floor and type of employee is difficult 
to imagine, because of the employees' profile and organizational structure: ‘HHR, a lot 
of solutions that you can use as an organization for certain issues regarding health, 
sustainable employability. Not all of those solutions are feasible within our organization 
and where I thought, well that fits, it’s also quite difficult to implement and to translate 
as a solution’ (ID: 3).  

Phase 2 Transition adoption-implementation  

The longer it took to transition from adoption to implementation, the more barriers at 
the socio-political context and organization levels began to interfere with the process. 
Consequently, these barriers negatively affected factors at the user level (middle 
managers and employees).  

Socio-political context level  

Occurrence of external shocks 

External shocks (i.e., COVID-19; Brexit; tight labor market) interfered negatively with 
the transition of HHR’s adoption to its implementation. These external shocks resulted 
in a stronger focus on the daily business and other competing priorities, whereby profit 
overruled the employees’ SE: ‘COVID-19 has brought many more things into focus. So if 
someone says, yes I would like to do a course and that costs so much, that is not going 
to happen, we are not going to make any costs’ (ID: 7).  
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Organization level  

Challenges faced in the workplace 

Internal shocks within the organizational setting also occurred. Due to budget cuts, 
supportive (financial) resources were not available anymore. ‘We as a company have 
been stripped so much to the bone that you have even less support when it comes to 
other things, projects’ (ID: 7). Staff turnover was another barrier for continuity: ‘(Name 
X) has fallen ill and is now out of service. In the third quarter of last year our (name Y) 
came along as interim HR, he promised a lot, but didn't deliver much and the support I 
needed for that. And now we have hired (name Z) and that is our new HR manager (….) 
due to all the staff changes we have been stuck for a while’ (ID: 4).  
 
Due to these barriers, the enthusiasm of the staff involved in HHR disappeared, which 
had been the basis for adoption. Additionally, senior management changes and their 
centralized decision-making process led to a new corporate vision and competing 
priorities on the business agenda; due to this, the employees’ SE was regarded as less 
important again. Middle managers themselves experienced a lack of decision-making 
authority to take action. Other barriers were observed, such as a lack of practical 
resources in terms of time, room to execute HHR and overlapping HR initiatives, and 
hesitation continued: ‘As an organization, we already have a lot of things that we 
already do (…) a lot of overlap. Also between the current projects and initiatives that we 
had already set up (…), we have doubts whether we should continue with the project’ 
(ID: 3). 

Intermediate user level – middle managers 

The sandwich position  

Due to the barriers at the organization and socio-political context levels, middle 
managers felt placed in a difficult, dependent position. They experienced extra effort to 
regain support, lower energy levels and project fatigue. This resulted in a loss of 
support and enthusiasm. Often they had to rebuild the support of supervisors and 
employees. The middle managers of one organization felt powerless when the senior 
management decided to terminate HHR. ‘It’s sometimes choosing your battles, and this 
is the choice, and we live up to it, it's that simple. Sometimes choices are made that 
make you happy and sometimes choices are made you feel less happy about’ (ID: 5). 
Related to the feeling of powerlessness, frustration and disappointment were 
expressed: ‘The great disappointment has been for those people who invested time and 
energy again and then we are finally ready to use those tools in practice and then the 
entire project is cancelled…You try to communicate that nicely. Look, people are not 
stupid. And that is also my greatest frustration’ (ID: 5).  
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Perception about employees – creating an in- & out-group  

The way the middle managers perceived their employees was a salient factor. They 
were prejudiced and characterized their employees as persons who struggle with 
language barriers, are difficult to reach, have reduced abstraction skills, have a different 
way of thinking, have low resilience and are a precarious group. Employees were 
considered as needing extra attention and support. Only a few middle managers 
described their employees as a vulnerable population and sought ways to give them a 
voice: ‘It's just looking at how you get the most active, how do you get the most out of 
their voice or own needs. I think that’s crucial and then it follows from this discussion 
that they need support or being taken by the hand. That seems to be important again’ 
(ID: 1). 
A lack of connection and interaction between middle managers and employees was 
observed. Gradually, an in- and out-group developed in terms of an ‘us-versus-them’ 
relationship at the organizational level. This seemed rooted in a lack of empathy and 
understanding, as middle managers who had once started in the low-skilled position of 
the employees were able to understand the employees’ better, showed empathy and 
did not experience an ‘us-versus-them’ relationship. 

End-user level – employees 

Perception of employees – ‘us-versus-them’ relationship  

Employees themselves also expressed ‘us-versus-them’ thinking. Negative attitudes in 
terms of being skeptical and distrustful towards middle and senior management were 
observed. ‘People are like a bit of staff versus management relationship, they are a bit 
skeptical about the line manager, like ‘nothing changes anyway’ (…) They’re a little 
suspicious, I think that's just part of it’ (ID: 9). Additionally, a lack of social cohesion was 
experienced. ‘People are somehow a little scared of something, to say everything (…) 
that’s a shame’ (ID: 10). The power, status and influence of significant others 
experienced by the employees played an important role in this regard.  

Intervention level 

SE regarded as easy to embrace but difficult to implement 

HHR focuses on SE, and the interviewed middle managers described SE as a ‘container 
concept’ that was easily embraced at first, but difficulties arose when the concept had 
to be translated to the practice of their employees. ‘They can't make the nuance, just 
the word sustainable employability, they don't understand that. You have to make it 
easy and small. Almost children’s language’ (ID: 3). Middle managers experienced a gap 
between their perceptions and those of their employees. The SE definition of the 
middle managers at the start predominated over the employees’ perceptions. This 
caused difficulties and a lack of skills to transition from adoption to implementation. 
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‘What bothers me, the moment I want to sell this project, I run into that it gets no real 
substance, because it’s such a container concept, it’s so extensive and you can have the 
feeling that you are very much involved with sustainability, while an employee is sitting 
next to you and does not experience it that way at all’ (ID: 7). Moreover, their (HR) 
vision about SE and its importance did not seem to be congruent with that of others, 
such as direct supervisors who focused more on performance. 

Phase 3 Implementation of HHR 

Barriers at the socio-political context and organization levels still affected both the 
middle managers and employees when the phase of implementation was finally 
reached for organizations 1 and 3. 

Socio-political context and organization level 

Remaining shocks to the organizations 

External and internal shocks remained present during the implementation phase, which 
interfered with the continuation of implementation. ‘I had everything ready and printed 
out everything from the toolbox (…) and it actually went quite well (…) and then COVID-
19 came, and we could no longer stand together in a room’ (ID: 4). Additionally, a lack 
of time to implement HHR properly was experienced due to daily job demands 
alongside the project of both the middle managers and employees: ‘The workload of 
the managers, who would facilitate it, is extremely high (ID: 2) (…) yes, but also 
employees, they are above their level and so much is currently asked of employees at 
the moment due to the circumstances (COVID-19)’ (ID: 1). 

Intermediate user level – middle managers 

Appearance of mental fatigue  

During the implementation phase, middle managers still experienced the barriers at the 
organization and socio-political context levels that were already experienced when 
transitioning to implementation, and middle managers behaved reactively. They felt 
dependent on what was happening in the wider system around them and again felt 
placed in a sandwich position. The daily job demands led to a lack of full focus, 
enthusiasm and involvement concerning HHR. ‘I had the feeling that it was a neglected 
child to me. Because you have high workloads and our reintegration processes always 
come first (…) So it came a little bit next to it, I don't feel like I gave it everything’ (ID: 1).  
Mental fatigue arose, because implementation took too long and required pushing and 
pulling. It seemed too demanding for the (HR) manager to invest in a dialogue, and thus 
implement HHR, with this lack of available resources. ‘Every time we started again, 
something is going on in the company. In the upcoming time, I’ll be busy with all the 
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ongoing issues. I don't expect (Name X) either, as our HR department has been further 
stripped’ (ID: 4).  

End-user level – employees 

The feeling of not being taken seriously and lack of communication 

During implementation, employees expressed disappointment when they felt they 
were not being taken seriously. ‘Yes, I made that document and showed it to them. I did 
not find him (HR manager) very cooperative, because when I arrived, he was not there’ 
(ID: 9). As a consequence, a negative attitude emerged, and enthusiasm eroded. The 
thought of ‘nothing happens anyway' already experienced in the transition phase was 
confirmed. Additionally, the lack of communication due to eroded enthusiasm 
suggested that the project was already over, ‘I actually thought it was all over, to be 
honest’ (ID: 8). 

Intervention level  

Pleasant way of working, but no guarantee for success  

HHR still represented a ‘pleasant way of working’ in the phase of implementation for 
the middle managers of organization 1 and 3. At the same time, the implementation of 
HHR was experienced as a challenge due to the aforementioned factors at the user, 
organization and socio-political context levels. 

3. Overarching theme: steepness of the organizational hierarchy  

Based on the factors reported by employees and middle managers to understand the 
variation in degree of adoption, transition from adoption to implementation, and then 
implementation, the overarching theme appeared to be a steeper organizational 
hierarchy. Table 6.5 shows the relationship between hierarchy and adoption, transition 
and implementation in the five organizations.  
 
Table 6.5 The relationship between hierarchy and degree of adoption, transition and implementation & 

number of contact moments 

  Steeper hierarchy                                                        Flatter hierarchy  
Organization 

 Phase 
4 5 2 1 3 

 1) Adoption  ● (6) ◐ (4) ○ (7) ● (4) ● (4) 
 2) Transition adoption-implementation   ◐ (13)      ◐ (4) ○ (0) ◐ (2) ● (2) 
 3) Implementation  ○ (0) ○ (0) ○ (0)   ◐ (19)   ◐ (10) 

Note: 1) governmental institution, 2) cleaning company, 3) warehouse, 4) manufacturing company, and 5) 
meat-processing company. The degree: ● High; ◐ partial; ○ low. (#) = number of contact moments (internal 
(employer-employees) and external (researchers-organizations)). 
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A steeper hierarchy was related to a lower degree of implementation (organizations 2, 
4, 5) and defined as: the power of senior management to overrule subordinates (i.e., 
middle managers and employees) by not giving them a voice; and a lack of middle 
managers’ decision authority to push through and remediate the process to give 
employees more voice. The involved middle management layer had limited or no 
authority and seemed dependent on senior management for decision making. At the 
same time, these middle managers were dependent on immediate supervisors, who 
are closely involved with the employees. HHR cannot be implemented without the 
necessary support from other levels. These perceived power imbalances varied across 
organizations (being overruled was more prevalent in organizations 2 and 4, and a lack 
of authority by middle managers was more prevalent in organizations 2 and 5).  
 
In contrast, a flatter hierarchy related to a higher degree of implementation 
(organizations 1 and 3), but was no guarantee for full implementation. Organizations 
1 and 3 had a flatter hierarchy characterized by a power balance that prevented middle 
managers being overruled by senior management, and authority was exercised at the 
level of the middle managers, to give voice to the employees. In organization 1, 
however, the lack of a power balance eventually emerged during the implementation 
phase as well, paralleled by partial implementation of HHR.   
 
Simultaneously with the power imbalance processes, a social hierarchy emerged in all 
organizations, namely ‘us-versus-them’ thinking patterns. Different social norms were 
observed in terms of negative attitudes, the way of communication and behavior 
among middle managers and employees. Middle managers spoke negatively about 
their employees and senior management, while employees felt distrustful towards their 
middle and senior management. These patterns proved to be harmful and reinforced 
the already existing power imbalances between senior and middle management and 
employees, hence the steepness of the organizational hierarchy.  

Discussion 

This qualitative study analyzed the process of adoption, transition from adoption to 
implementation, and implementation of the organizational intervention ‘Healthy HR’ 
(HHR) in five diverse organizations. All started with some degree of adoption, but only 
two out of five organizations implemented HHR partially; the other organizations did 
not achieve implementation. Employees and middle managers reported factors at all 
levels distinguished by Fleuren et al..16 The organization and socio-political level factors 
came more into play after the adoption phase. The steepness of an organization’s 
hierarchy appeared to be the overarching theme in understanding the degree of 
adoption, transition from adoption to implementation, and implementation. A steeper 
hierarchy constituted the main barrier.  
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All five organizations adopted HHR. SE, the core focus of the HHR intervention, was 
described as a container concept by the middle managers. This concept was useful for 
generating broad support and enthusiasm among stakeholders in the adoption phase. 
All agreed that SE was an important outcome, while concurrently having different 
perceptions about its meaning and translation. This empirical observation aligns with 
the diversity in conceptualization and operationalization of SE among different 
scholars.36 In the implementation phase, this broad interpretation of SE lost its strength 
as it could not counterbalance the barriers. The broad concept of SE weakened the 
power among the middle managers.   
 
Only two organizations fully transitioned from adoption to implementation and 
implemented HHR only to a certain extent. HHR builds on an egalitarian employer-
employee dialogue and the willingness to give employees in low-skilled jobs more job 
control and voice. A mismatch occurred between this philosophy and the hierarchical 
organizational structures of the participating organizations. In line with Hadjisolomou 
and Simone37, middle managers were caught between two structures, the social (i.e., 
social relations with employees) and organizational (i.e., power from senior 
management and supervisors). These experienced power structures resulted in a power 
imbalance, something which is also observed in other research.4,38 This power 
imbalance goes hand in hand with the observed us-versus-them (in-group versus out-
group) thinking patterns among both management and the work floor. According to 
social identity theory.39 the distinction between in- and out-groups is a social 
phenomenon and is described as ‘they (so the others) cannot speak our language’.39 
The current findings show how difficult it is to change existing behavioral patterns in 
organizations and the behavior of all stakeholders involved. The lower energy levels 
and negative attitudes among employees and middle managers affected the 
implementation and resulted in organizational cynicism, a common phenomenon in 
many organizations.40 Hence, a steeper organizational hierarchy was related to worse 
outcomes (e.g., less satisfaction), a result that was found in previous research as well.25 
The context of COVID-19 amplified these processes even more. Organizations 
overburdened their employees and middle managers with high work demands and lost 
the bigger picture of the employees’ well-being.37 This might have ultimately led to an 
increased distrust towards senior management and resistance to health initiatives.21 
Compromising the social cohesion might also have strengthened the ‘us-versus-them’ 
thinking patterns.40 
 
Both phenomena might be a result of a wider socio-political context.21 From a 
neoliberal perspective, profit maximization is the sole driver, which goes together with 
an increased emphasis on the individual responsibility of employees, thereby 
distracting attention from their health in the work environment. The perspective points 
to the distal influence of barriers at the macro-level, ultimately and negatively affecting 
the employee-employer relationship.41-43 Closely related to this is the class 
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discrimination that may underlie ‘us-versus-them’ thinking in organizations. This type of 
stigmatization and stereotyping is very common and impacts organizational behavior 
(i.e., high versus low educated), increasing the experience of inequality44 and again 
pointing to macro-level forces influencing lower-level outcomes. 
 
The longer the adoption and implementation phases lasted, the more the observed 
socio-political and organizational barriers evolved and started to interfere with them. 
The power at lower levels in organizations is too weak when the socio-political context 
and organization barriers become more influential.4,18,45 Such structural barriers 
grounded in socioeconomic and ideological systems are generally persistent.46 
Eventually, HHR was partially implemented at best, with flatter hierarchical 
organizations being more successful than steeper hierarchical organizations. 

Strengths and limitations 

Three types of data were collected (data triangulation) in a set of five diverse 
organizations. By integrating these data types in the analyses, the researchers were 
able to follow and interpret the entire process in real-time. The QUAGOL approach to 
qualitative analysis strengthened the iterative process between different stages via 
constant interactive dialogue and data comparison with the members of the research 
team (disciplines in sociology; organizational psychology and occupational health) and 
made it possible to dive deeper into the research phenomenon.35 
 
Although five different organizations were studied, caution is recommended in 
transferring the findings to other organizations. One or two middle managers from 
each organization were interviewed. However, not all organizations permitted the 
researchers to interview employees, primarily due to time constraints within the 
organizations and the problems resulting from COVID-19. Due to the small number of 
employees of one organization (organization 3), relevant perspectives might have been 
missed. Moreover, a part of the data was collected during the first wave of the COVID-
19 pandemic. Due to this, the interviews were collected through telephone or an online 
medium, which might have influenced the data collection through for example 
disturbance in internet connections and limited observations of non-verbal 
communication of the interviewees. Moreover, due to COVID-19, working procedures 
changed, and there was less interaction between middle managers and employees and 
among the employees. However, in the analysis, we did not perceive a lack of 
information – data triangulation might have counterbalanced infrequent flaws in online 
data collection. Further, content wise no clear relation between these changes and the 
lack of implementation was found. It might be, though, that the pandemic reinforced 
power differences and the ‘us-versus-them’ thinking patterns.  
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Practical and future research implications 

Although HHR was not successfully implemented, the findings add to existing 
knowledge on what does and what does not work, and for whom, when and under 
which circumstances regarding the implementation of organizational 
interventions.38,47,48 With respect to the practical implications, to successfully create an 
organizational change, an adequate context analysis is needed to identify the 
organization’s historical roots and its readiness for change.49 For some organizations, 
HHR can be too disruptive and will not immediately match with existing organizational 
structures and cultures. When implementing an intervention, it is important to be 
aware of ‘path dependency’ (i.e., experiences and decisions made in the past).50 To 
yield success, new policies need to be developed that are in line with existing 
organizational institutions (policies, norms, cultures)51, or the organization needs to 
wait for an external force in the right direction, a so-called critical juncture50 that 
cannot be created intentionally. A change in senior management might be an 
opportunity to put the right people in charge with a more democratic leadership style 
and a collective mindset, for whom hierarchy stands for accountability rather than for 
an autocratic leadership style.25 
 
From an institutional theory perspective, in organizations with a power imbalance and 
‘us-versus-them’ thinking patterns, social norms need to be changed.52,53 For instance, 
an organizational culture of trust, respect, sincere interest and decentralized decision-
making should be normalized before implementing an intervention like HHR. It may 
also be important to create awareness about stigmatizing beliefs at the organizational 
level.44 Opening a dialogue with the other group could be a way to transform the ‘us-
versus-them’ thinking patterns to we-thinking39 and provide more agency to the group 
of employees and reduce stigmatization. These norms should be integrated into a 
democratic leadership style that promotes a true dialogue about what matters for the 
employees and that co-creates a culture of human dignity.41 
 
Furthermore, appointing fully focused ‘project champions’ (ambassadors of the project) 
could be helpful to increase the success. They should be able to translate the 
intervention into concrete actions and keep up the spirit, but they can only be effective 
in a culture when they have decision-making authority and are assertive enough to 
break through the power imbalances.  
 
With respect to research implications, the observed hierarchy seems more complex 
than the four levels of Fleuren et al.16 It is impossible to remove certain barriers, and 
hence the entire system should be addressed. Further research is needed on how to 
tackle or deal with these wider socio-political forces in occupational health research, 
which is impossible with the categorization into four levels. For future implementation 
research and further development of HHR, the behavioral change wheel of Michie and 
colleagues could be a helpful framework to further analyses the context, the specific 

132

6 6



  Part III - Adoption and implementation 

131 

roles of different stakeholders and specify behavioral changes per target group (e.g. 
higher and middle managers and employees).54 Furthermore, researchers of future 
organizational interventions studies can learn from the presented persistent barriers 
involved in the adoption and implementation process of such interventions, act 
accordingly, and discuss them openly with organizations from the very beginning of the 
intervention process. Moreover, two groups were studied, the employees and the 
middle managers. Our findings indicated that the senior management, particularly in 
steeper hierarchical organizations, played an important role in the stagnation of the 
implementation process while we lacked direct interview materials from this group. 
Therefore, it would be better to involve them in future research and to increase the 
numbers of employees and middle managers as well. 

Conclusion 

This qualitative study aimed to understand the degree of the adoption and 
implementation of the Healthy Human Resources (HHR) intervention aimed at 
improving the sustainable employability of employees in low-skilled jobs. Data 
triangulation was chosen to obtain a holistic understanding about the adoption and 
implementation process. The degree of adoption and implementation varies across the 
five organizations and was negatively affected by steeper hierarchies. Improving the 
sustainable employability of low-skilled employees thus appears difficult, as it requires 
breaking through deeply rooted power imbalances and pervasive ‘us-versus-them’ 
thinking patterns.  
  

133

6 6



Chapter 6 

132 

References 

1. Weiner BJ, Lewis MA, Linnan LA. Using organization theory to understand the determinants of effective 
implementation of worksite health promotion programs. Health Educ Res. 2009;24(2): 292-305. 

2. Nielsen K, Taris TW, Cox T. The future of organizational interventions: Addressing the challenges of 
today's organizations. Work Stress. 2010;24(3):219-33. 

3. Montano D, Hoven H, Siegrist J. Effects of organisational-level interventions at work on employees' 
health: a systematic review. BMC public health. 2014;14:135. 

4. Sorensen G, Peters S, Nielsen K, Stelson E, Wallace L, Nagler E, et al. Implementation of an 
organizational intervention to improve low-wage food service workers' safety, health and wellbeing: 
Findings from the Workplace Organizational Health Study. BMC Public Health. 2021;21. 

5. Kristensen TS. Intervention studies in occupational epidemiology. Occup Environ Med. 2005;62(3):205-
10. 

6. Le Blanc P, Van der Heijden B, Akkermans J, De Vos A. Call for Papers Special Issue on Employability. 
2020. 

7. Meershoek A, Horstman K. Creating a market in workplace health promotion: the performative role of 
public health sciences and technologies. Crit Public Health. 2016;26(3):269-80. 

8. Burdorf A. Kennissynthese Werk(en) is Gezond. Een studie in opdracht van ZonMw. Den Haag; 2016.   
9. De Breij S, Qvist JY, Holman D, Mäcken J, Seitsamo J, Huisman M, et al. Educational inequalities in health 

after work exit: the role of work characteristics. BMC Public Health. 2019;19(1):1515. 
10. Robroek SJ, Nieboer D, Järvholm B, Burdorf A. Educational differences in duration of working life and 

loss of paid employment: working life expectancy in The Netherlands. Scand J Work Environ Health. 
2020(1):77-84. 

11. Bambra C, Gibson M, Sowden AJ, Wright K, Whitehead M, Petticrew M. Working for health? Evidence 
from systematic reviews on the effects on health and health inequalities of organisational changes to 
the psychosocial work environment. Prev Med. 2009;48(5):454-61. 

12. Bartholomew LK, Parcel GS, Kok G, Gottlieb NH. Planning health promotion programs: An intervention 
mapping approach, 2nd ed. Schaalma H, Markham C, Tyrrell S, Shegog R, Fernández M, Mullen PD, et 
al., editors. San Francisco, CA, US: Jossey-Bass; 2006. 

13. Hazelzet E, Bosma H, de Rijk A, Houkes I. Does Dialogue Improve the Sustainable Employability of Low-
Educated Employees? A Study Protocol for an Effect and Process Evaluation of “Healthy HR”. Front in 
Public Health. 2020;8(446). 

14. Hazelzet E, Houkes I, Bosma H, de Rijk A. Using intervention mapping to develop 'Healthy HR' aimed at 
improving sustainable employability of low-educated employees. BMC Public Health. 2021;21(1):1259. 

15. Fleuren MAH, Paulussen TGWM, Dommelen PV, Buuren SV. Measurement Instrument for Determinants 
of Innovations (MIDI). Leiden: TNO; 2014.   

16. Fleuren M, Wiefferink K, Paulussen T. Determinants of innovation within health care organizations: 
literature review and Delphi study. Int J Qual Health Care. 2004;16(2):107-23. 

17. Wierenga D, Engbers LH, Van Empelen P, Duijts S, Hildebrandt VH, Van Mechelen W. What is actually 
measured in process evaluations for worksite health promotion programs: a systematic review. BMC 
Public Health. 2013;13(1):1190. 

18. Saksvik PØ, Nytrø K, Dahl-Jørgensen C, Mikkelsen A. A process evaluation of individual and 
organizational occupational stress and health interventions. Work Stress. 2002;16(1):37-57. 

19. Nielsen K, Randall R. The importance of employee participation and perceptions of changes in 
procedures in a teamworking intervention. Work Stress. 2012;26(2):91-111. 

20. Nielsen K. Review Article: How can we make organizational interventions work? Employees and line 
managers as actively crafting interventions. Hum Relat. 2013;66(8):1029-50. 

21. LaMontagne AD, Noblet AJ, Landsbergis PA. Intervention development and implementation: 
Understanding and addressing barriers to organizational-level interventions.  Improving organizational 
interventions for stress and well-being: Addressing process and context. New York, NY, US: 
Routledge/Taylor & Francis Group; 2012. p. 21-38. 

22. Christensen M, Innstrand ST, Saksvik PØ, Nielsen K. The Line Manager’s Role in Implementing Successful 
Organizational Interventions. Span J Psychol. 2019;22:E5. 

23. Bosma H, Marmot MG, Hemingway H, Nicholson AC, Brunner E, Stansfeld SA. Low job control and risk of 
coronary heart disease in whitehall ii (prospective cohort) study. BMJ. 1997;314(7080):558. 

134

6 6



  Part III - Adoption and implementation 

133 

24. Gonzalez-Mulé E, Cockburn BS. This job is (literally) killing me: A moderated-mediated model linking 
work characteristics to mortality. J Appl Psychol. 2020:140-51. 

25. Anderson C, Brown CE. The functions and dysfunctions of hierarchy. Res Organ Behav. 2010;30:55-89. 
26. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of Innovations in Service 

Organizations: Systematic Review and Recommendations. The Milbank Quarterly. 2004;82(4):581-629. 
27. Rojatz D, Merchant A, Nitsch M. Factors influencing workplace health promotion intervention: a 

qualitative systematic review. Health Promot Int. 2016;32(5):831-9. 
28. Aust B, Rugulies R, Finken A, Jensen C. When workplace interventions lead to negative effects: learning 

from failures. Scand J Public Health. 2010;38(3 Suppl):106-19. 
29. Biron C, Gatrell C, Cooper CL. Autopsy of a failure: Evaluating process and contextual issues in an 

organizational-level work stress intervention. Int J Stress Manag. 2010;17(2):135-58. 
30. Nielsen K, Fredslund H, Christensen KB, Albertsen K. Success or failure? Interpreting and understanding 

the impact of interventions in four similar worksites. Work Stress. 2006;20(3):272-87. 
31. Heijkants CH, van Hooff MLM, Geurts SAE, Boot CRL. A team level participatory approach aimed at 

improving sustainable employability of long-term care workers: a study protocol of a randomised 
controlled trial. BMC Public Health. 2022;22(1):984. 

32. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item 
checklist for interviews and focus groups. Int J Qual Health Care. 2007;19(6):349-57. 

33. De Rijk A. Work Disability Prevention in the Netherlands: A Key Role for Employers. In MacEachen E, 
editor, The Science and Politics of Work Disability Prevention. 1 ed. New York, NY: Routledge/Taylor & 
Francis Group. 2018. p. 223-241. 

34. Boeije H. Analysis in Qualitative Research: Sage Publications Ltd; 2010 01/01. 240 p. 
35. Dierckx de Casterlé B, Gastmans C, Bryon E, Denier Y. QUAGOL: A guide for qualitative data analysis. Int 

J Nurs Stud. 2012;49(3):360-71. 
36. Hazelzet E, Picco E, Houkes I, Bosma H, de Rijk A. Effectiveness of Interventions to Promote Sustainable 

Employability: A Systematic Review. Int J Environ Res Public Health. 2019;16(11):1985. 
37. Hadjisolomou A, Simone S. Profit over People? Evaluating Morality on the Front Line during the COVID-

19 Crisis: A Front-Line Service Manager’s Confession and Regrets. Work Employ Soc. 2021;35(2):396-
405. 

38. Von Thiele Schwarz U, Nielsen K, Edwards K, Hasson H, Ipsen C, Savage C, et al. How to design, 
implement and evaluate organizational interventions for maximum impact: the Sigtuna Principles. Eur J 
Work Organ Psychol. 2021;30(3):415-27. 

39. Duszak A. Us and Others: Social Identities Across Languages, Discourses and Cultures: John Benjamins 
Pub.; 2002. 

40. Noblet A, Nielsen K. Epilogue: Critical reflections and the way forward. In: Routledge O, editor. 
Organizational interventions for health and well-being: a Handbook for evidence-based practice 2018. p. 
262-74. 

41. Bal P. Beyond neoliberalism in work and organizational psychology: Human dignity and workplace 
democracy [Voorbij neoliberalisme in de arbeids- en organisatiepsychologie]. Gedrag &amp; 
Organisatie. 2015;28(3). 

42. Bal P, De Jong S. From Human Resource Management to Human Dignity Development: A Dignity 
Perspective on HRM and the Role of Workplace Democracy. In: Kostera M, Pirson M, editors. Dignity 
and the Organization. London: Palgrave Macmillan UK; 2017. p. 173-95. 

43. Schaap R, Schaafsma FG, Huijsmans MA, Bosma AR, Boot CRL, Anema JR. A Context Analysis with 
Stakeholders' Views for Future Implementation of Interventions to Prevent Health Problems Among 
Employees with a Lower Socioeconomic Position. J Occup Rehabil. 2021:1-14. 

44. Simons AMW, Houkes I, Koster A, Groffen DAI, Bosma H. The silent burden of stigmatisation: a 
qualitative study among Dutch people with a low socioeconomic position. BMC Public Health. 
2018;18(1):443. 

45. Tonnon SC, van der Veen R, Westerman MJ, Robroek SJ, van der Ploeg HP, van der Beek AJ, et al. The 
Employer Perspective on Sustainable Employability in the Construction Industry. J Occup Environ Med. 
2017;59(1):85-91. 

46. Herrera-Sánchez IM, León-Pérez JM, León-Rubio JM. Steps to Ensure a Successful Implementation of 
Occupational Health and Safety Interventions at an Organizational Level. Front Psychol. 2017;8(2135). 

47. Roodbari H, Axtell C, Nielsen K, Sorensen G. Organisational Interventions to Improve Employees’ Health 
and Wellbeing: A Realist Synthesis. Appl Psychol. 2021. 

135

6 6



Chapter 6 

134 

48. Tonnon SC, Proper KI, van der Ploeg HP, Westerman MJ, Sijbesma E, van der Beek AJ. A qualitative study 
of the anticipated barriers and facilitators to the implementation of a lifestyle intervention in the dutch 
construction industry. BMC Public Health. 2014;14(1):1317. 

49. Weiner B. A theory of organizational readiness for change. Implementation Science. 2009;4(1):67. 
50. Thelen K. Historical institutionalism in comparative politics. Annu Rev Polit Sci. 1999;2(1):369-404. 
51. Valorinta M, Schildt H, Lamberg J-A. Path Dependence of Power Relations, Path-Breaking Change and 

Technological Adaptation. Ind Innov. 2011;18(8):765-90. 
52. Van Raak A, De Rijk A, Morsa J. Applying new institutional theory:the case of collaboration to promote 

work resumption after sickness absence. Work Employ Soc. 2005;19(1):141-51. 
53. Scott WR. Institutions and organizations: Ideas, interests, and identities: Sage publications; 2013. 
54. Michie S, van Stralen MM, West R. The behaviour change wheel: A new method for characterising and 

designing behaviour change interventions. Implement Sci. 2011;6(1):42. 
 
 
 

136

6 6



137

6 6





CHAPTER 7

Giving voice to employees in 
low-skilled jobs works: Effect 
and process evaluation of 
a participatory sustainable 
employability intervention 

Emmelie Hazelzet 
Hans Bosma 

Angelique de Rijk 
Inge Houkes

Submitted for publication

EMBARGOED





CHAPTER 8

General discussion

Emmelie Hazelzet 





  General discussion 

171 

This dissertation aimed to develop, implement, and evaluate a dialogue-based 
organizational intervention to promote the sustainable employability (SE) of employees 
in low-skilled jobs. This intervention supports employers to actively involve their 
employees in developing and implementing tailored SE interventions through a 
dialogue-based approach that stimulates job control. By taking the perspective of the 
employees in low-skilled jobs as a starting point, we made other decisions than those 
usually taken. The employees became active stakeholders in the process to create a 
better match with their needs, in contrast to the existing workplace (health) 
interventions, which were often developed without including their perspective.1 As a 
result, the participation level and effectiveness of these existing workplace health 
interventions are low for employees in low-skilled jobs. Hence, these interventions 
must be better tuned to the needs of employees in low-skilled jobs. More precisely, 
they should have a voice in the intervention development in their organization and 
become part of the game. Starting a dialogue – defined as a true conversation between 
employer and employees – is deemed crucial. Engaging employees in a dialogue with 
their employer will give them an active voice, and this in turn is expected to increase 
their sense of control over their work and will eventually improve their SE. 
 
The intervention research described in this dissertation consisted of three parts with 
the corresponding objectives: 
• Part I – Review of the evidence of SE interventions – aiming to describe the 

concept of SE and to examine the evidence and content of existing SE 
interventions; 

• Part II – Development – aiming to develop an organizational intervention and a SE 
measurement tool tailored to employees in low-skilled jobs; 

• Part III – Implementation and evaluation – aiming to implement and evaluate the 
effectiveness and implementation process of the organizational intervention.  

 
Six studies were conducted and are presented in chapters 2 to 7. The current chapter 
discusses the main findings corresponding to the three parts in this dissertation. Next, a 
reflection and several methodological considerations are applied to the main findings. 
Lastly, recommendations for research and practice are presented. 

Main findings 

This dissertation contributed to refining the concept of SE, using the commonly 
employed definition of van der Klink et al. as the basis.2 The concept of SE was defined 
by four core components: health, productivity, valuable work, and a long-term 
perspective. The content and effectiveness of existing SE interventions were assessed 
for the four core components. With respect to the content, all interventions addressed 
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the health and valuable work components. Mixed effects were found for effectiveness 
regarding the health and productivity components. The interventions showed a positive 
effect on the valuable work component in terms of a dialogue-based aspect in their 
content. No SE interventions specifically focusing on employees in low-skilled jobs were 
found. We concluded that future SE interventions and measures should preferably 
integrate SE components related to health, productivity, and valuable work in their 
content, and should more often have a long-term perspective. More well-developed SE 
interventions targeting employees in low-skilled jobs are needed. Because of the 
limited number of SE interventions specifically for our target group, a new 
organizational intervention was developed using the Intervention Mapping (IM) 
approach.3 A participatory development with stakeholders (employee and employer 
representatives) of five Dutch organizations took place. During the development, the 
existing evidence of SE interventions, the work context, the perspectives of employees 
in low-skilled jobs and of employers, and the sources of inspiration mentioned at the 
beginning of this dissertation (i.e., humanism, social dialogue, active involvement, and 
job control) were consistently taken into account. IM was used in two ways: to develop 
the intervention and as an adapted intervention mapping (AIM) – the leading principle 
to structure the intervention, as the traditional IM approach is an intensive and time-
consuming process. The added value of using AIM in combination with participatory 
development contributed to a good fit with daily practice in organizations with the 
target group.  
 
This development process resulted in a web-based organizational intervention, ‘Healthy 
Human Resources’ (HHR). HHR supports employers to actively involve their employees 
in developing and implementing their SE interventions together. It contains eight steps 
which reflect IM, supported by different tasks and dialogue-based tools. In parallel, to 
strengthen the fit with the target group even more, focus groups with employees in 
low-skilled jobs were established to adapt the existing MAastricht Instrument for 
Sustainable Employability (MAISE) questionnaire4 to their perspective and 
understanding. As a result, a unique tool was developed and validated for measuring SE 
adapted to the perspective of employees in low-skilled jobs, called MAISE-Easy. The 
instrument revealed an adequate to good construct validity, reliability, and criterion 
validity. The MAISE-Easy was used in two ways as: 1) a needs assessment tool within 
HHR to provide a clear insight into the employees’ SE status and used as a starting point 
for the dialogue and 2) an evaluation tool to evaluate the effectiveness of HHR.  
 
After the development process, the implementation of HHR took place within the 
population of the five Dutch organizations that were involved in its development. Due 
to several internal and external issues, full implementation was not achieved. Different 
factors at the societal, organizational, and individual levels (and their interaction) were 
uncovered that affected the degree of adoption and implementation of HHR. The 
degree of adoption and implementation varied among the five organizations and was 
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negatively affected by a highly hierarchical structure. More strongly hierarchical 
organizations experienced more difficulties to implement HHR than organizations with 
a flatter structure. This was reflected in a strong power imbalance and "us-versus-
them" thinking patterns between employees and employers. These reinforced each 
other, further reinforcing the hierarchical structure. These deeply rooted structures 
create challenges when adopting and implementing HHR. Because of this 
implementation failure in the five organizations, two additional Dutch organizations 
were recruited to implement and evaluate HHR on a smaller scale. Although HHR was 
still disruptive and imposed requirements for the work context and all involved 
stakeholders, promising results were found. HHR showed a positive effect on the job 
control of employees in low-skilled jobs after the one-year follow-up, an effect that was 
supported by the mixed-methods process evaluation results. The dose-response 
analysis showed that a higher dose of HHR received resulted in better job control. 
However, HHR lacked an effect (yet) on the more distal outcome measures (SE, 
including health and productivity). It has helped to start the dialogue about health, and 
a shift has been set in motion within both organizations. Generally, employees became 
more aware of their own health and felt more responsible for a healthy workplace. 
Even a feeling of a collective voice and the return of the ‘human’ factor in the 
conversation was experienced, positively contributing to the positive effect on job 
control. HHR supported the revival of the human aspect and encouraged looking at the 
‘employee’ as a human being with his or her craftsmanship. 

Reflection on the main findings 

This section presents a reflection on several main findings in light of the existing 
literature.  

The concept of SE 

This dissertation revolved around the concept of SE. It is a highly relevant topic in the 
field of occupational health research, because the ongoing trend of an ageing 
population is forcing us to extend the working lives of all employees. Although we 
captured the concept of SE in four core components, namely health, productivity, 
valuable work, and a long-term perspective in the systematic literature review (chapter 
2), this abstract concept is still under development. Other scholars also tried to 
conceptualize SE.2,5,6 Consistent with their work, we agreed that SE is a complex multi-
dimensional concept involving many components. It is a result of an employee-job 
environment interaction rather than just a personal characteristic. SE is a joint 
responsibility between employer and employees, in which the employer facilitates 
opportunities at work to promote SE and the employee is capable of taking advantage 
of these opportunities. Hence, the concept of SE remains difficult to grasp. The 
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formulated SE components have different quantities and measurement units. Health 
reflects the individual, productivity reflects the individual and organization, valuable 
work reflects the person-organization interaction, and the long-term perspective 
reflects time and covers the whole work spectrum of employees.7 We introduced the 
valuable work component in our conceptualization of SE, having been  inspired by the 
conceptualization of van der Klink et al.2 and Sen.8 This dissertation showed the 
importance of valuable work, both in the review as an important effective component 
of SE interventions and in the positive effect of the intervention on job control. Active 
involvement of employees and a true dialogue appear effective in this regard and touch 
upon valuable work. Going back to the basic needs of employees and looking at their 
meaning of work are essential measures9, but also the most difficult ones to grasp 
because of the subjective and context-specific nature of valuable work. 

A different mindset towards SE 

This dissertation points to the necessary change in mindset required of employers 
regarding SE. Currently, many organizations focus on preventing absenteeism rather 
than improving SE. They react to absence and are not proactive.10 The prevention of all 
absenteeism within organizations is almost impossible, but a parallel focus on 
prevention, treating employees with human dignity, is needed to stimulate a different 
mindset towards SE within work environments. This dissertation revealed differences 
between the vision of SE among employees and employers. Employees indicated that 
to be sustainably employable, improvements in working conditions such as 
communication (i.e., dialogue), logistics, and a safe and trusting work climate were 
more important than healthy lifestyles (more seen as their own responsibility) (chapter 
3). The employers were more interested in the latter ‘easy to grasp’ aspects rather than 
the more deeply rooted work conditions. This is consistent with other studies focusing 
on employees with a lower socio-economic status.11,12 Moreover, employers might also 
lack knowledge about the relationship between the organization of work (including 
work conditions) and the health of employees, while the employees acknowledged and 
understood this relationship better, as shown in chapter 7 of this dissertation: “Healthy 
HR, I actually see it this way, I think it's broader than health. There's also a piece of 
business administration in here alongside Healthy HR, so healthy is linked to progress 
and the way things are done at work.” (Interview with an assembly employee). The 
above findings underlined that a different mindset towards SE is required, particularly 
among employers.   

Lenses of listening and learning 

Throughout the processes described in this dissertation, we used intertwined listening 
and learning lenses which provided us with the opportunity to reflect on the multiple 
roles and the position of the researchers. From the beginning of this intervention 
research, the researchers took exploratory and facilitating roles, parallel to the role of a 
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traditional researcher, who acts purely as a neutral and objective knowledge provider.13 
Listening to various stakeholders at different organizational levels helped us to 
understand the complete picture of the specific work context situation, difficulties, and 
needs of both the employees and the employer. This dissertation has contributed to a 
better understanding of the living world of employees in low-skilled jobs.14 During the 
development of HHR, the researchers experienced a moral responsibility for creating a 
safe environment and room in which everyone could speak openly.15,16 They had to 
consider all the perspectives and voices of all employees and employer representatives 
involved, which sometimes produced tension between the different roles.13 The 
researchers were challenged particularly in the highly hierarchical organizations, in 
which the power of higher management and distrust between employees and 
management (us versus them) played an important role and hampered listening and 
learning. They also experienced a dependent role when conducting research in an 
organizational setting in relation to the decision-making processes of powerful actors in 
the five organizations.  
 
Concerning the learning lens, the researchers learned much from previous studies on 
the effectiveness and working mechanisms of SE interventions.17 The participatory 
development of HHR created a learning environment, in which both the researchers 
and the employees and employer representatives learned from each other through an 
iterative process.18 However, during the development, tension arose between the more 
engaged roles of the researchers on the one hand and the role of a knowledge provider 
on the other hand. Employer representatives of different organizations at times 
expected the researchers to produce the ‘holy grail’.13 Furthermore, the insights about 
adoption and implementation processes gave the researchers a profound 
understanding of these processes and helped to sharpen their understanding of why 
HHR failed in the five organizations. An iterative process of continuous monitoring and 
evaluation assisted learning from the intervention progress, successes, and also 
failures, which is essential for future complex organizational interventions.19-21 The 
implementation process of HHR was further improved and adapted. Hence, the role of 
the researchers changed over time, as is commonly observed in change processes.13,22 
Additionally, we learned from the process evaluation in the latter study of this 
dissertation as it helped us to interpret the outcomes of the effect evaluation 
successfully.  
 
Finally, the learning lens was also experienced during the implementation of HHR by 
the end users of the HHR toolkit (i.e., project leaders). They learned a pragmatic way to 
reach their employees in low-skilled jobs and to actively involve and communicate with 
them and to talk about SE (one of the difficulties faced by the employer formulated at 
the beginning of this dissertation). Furthermore, employees who actively participated 
experienced a transformation from a passive receiver of information to an active 
participant. They were involved during the dialogue sessions and worked with different 
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tools supported by HHR to activate their ideas. They became more self-determined for 
their health and a healthy workplace.  

Healthy HR: too complex, too disruptive, or the solution for a wicked problem?  

The introduction of the dissertation mentioned the remaining and persistent health 
inequalities, both in society and at work, and highlighted the urgent need for more 
effective approaches for employees in low-skilled jobs to reduce the socioeconomic 
health gap. HHR can be characterized as a complex intervention because of the way it 
was developed, implemented, and evaluated.23 In a complex intervention, difficulties 
arise with identifying the effective ingredients because of the multiple components and 
multiple levels of stakeholders19,24, especially in a participatory approach where 
problems and solutions are part of the intervention process. The dynamic, 
unpredictable nature of work settings further contributed to this complexity.25 The 
holistic view on the adoption and implementation of HHR in the first population 
showed that successful implementation in practice is not guaranteed. The interaction 
between different levels (i.e., socio-political, organizational, user, and intervention) 
played a role during adoption and implementation and demonstrated the complexity of 
the process. In some cases, when the philosophy of HHR is too disruptive and not 
aligned with the structure and culture of highly hierarchical organizations, the power of 
higher management can be destructive for further implementation (chapter 6). 
Excessively strong power relations prevented change, and a gap existed between the 
ideology of HHR and the resistant practice. In retrospect, HHR might be too complex 
and disruptive because it addresses the basic needs of human dignity.  
 
Once a good fit between the philosophy of HHR and the organizational culture and 
structure was noticed and employers and employees were positively convinced about 
delivering and receiving HHR, the final study in this dissertation (chapter 7) showed that 
HHR can be a first step in guiding employers to take a participatory approach and 
return to the basics of genuine dialogue and invite employees in low-skilled jobs to 
express their voice. This resulted in a positive effect on job control, supported by the 
dose-response relationship and the qualitative analysis by data triangulation, but not 
an improvement of SE (yet). The effect on job control is promising. A facilitating 
organizational culture (a learning organization) – in which autonomy is one of the basic 
needs as described in the self-determination theory26 – is best aligned with the values 
of the employees. The humanistic focus of HHR in terms of listening to their true voice 
and needs is back and has positioned the employee in low-skilled jobs at the center of 
the conversation.  
 
Reducing persistent health inequalities is often framed as a wicked problem.27,28 This is 
characterized by “multiple definitions and understanding, continually evolves, multiple 
levels and complex solutions, leading to no clear success”.28 In line with this, stimulating 
SE might also be regarded as a wicked problem based on the findings of this 
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dissertation. HHR and its humanistic focus demonstrated a unique approach for 
employees in low-skilled jobs and provided one step forward to address both wicked 
problems. A system thinking perspective could also be helpful.29,30 The complex 
intervention HHR is embedded in a complex organizational system including several 
micro-subsystems that interact, such as social and power structures between employer 
and employees. The organizational system is again embedded in and interacts with a 
wider societal context (in this case, the Netherlands). From a neoliberal perspective, 
the priority of most organizations is still profit maximization rather than focusing on 
employees’ SE.31 Making money is essential for organizations to survive, and employees 
are needed to make this money. Work at the employee level is still seen as a basic need 
to earn money. This traditional view on work within society and the current 
contemporary challenges of the Dutch labor market introduced at the beginning of this 
dissertation might interact with the organizational system and influence individual 
behavior.32 For instance, increased job insecurity due to temporary work contracts 
interacts with the organizational system, where employees might fear to speak up and 
express their voice.32 Strong power structures within an organization can further 
enhance this19 and even hamper participation in organizational interventions, such as 
HHR, as shown in this dissertation.33 The context of the current Dutch labor market and 
the socio-political context might affect the priority of SE on the political and 
organizational agenda.34 In any case, the system of profit over people is unsustainable 
to promote SE and reduce health inequalities via the workplace.  

Methodological considerations 

The specific strengths and weaknesses of all studies in this dissertation are discussed in 
the relevant chapters. This section covers the overarching methodological 
considerations regarding the study population, external validity, study design and 
evaluation, and outcome measures and instruments.  

Defining the study population  

In this dissertation, the terms ‘low-educated employees’ and ‘employees in low-skilled 
jobs’ were used interchangeably; both refer to our target group of interest. Initially, we 
focused on low-educated employees. However, during the recruitment of 
organizations, selecting employees based on their educational level was impractical and 
stigmatizing. Hence, the term low-educated was inappropriate to define our study 
population, and the label shifted to employees in low-skilled jobs, with an emphasis on 
the type of job. All employees in the organizations studied were employed in low-
skilled jobs. The majority had lower levels of education, but a minority was educated at 
a middle or higher level. In other words, a minority of high-educated employees was 
involved in low-skilled jobs. This sheds light on the discussion of how to define our 
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study population. From a social epidemiological perspective, the distinction between 
high and low is common and straightforward.35 However, this can be perceived as 
stigmatizing. The terms white-collar versus blue-collar were also not possible because 
the type of jobs involved in this dissertation had both physically and administratively 
demanding tasks. In the Netherlands, the replacement of low versus high education 
with practically versus theoretically educated employees has recently been discussed36, 
but a clear copy-paste was not possible. Moreover, a shift in the Dutch education 
model was recently proposed, in which the level of education should not be seen as a 
vertical stair (university as the highest program), but seen alongside each other as a 
horizontal folding fan, each with its unique qualities and values.37 Concerning low-
skilled jobs, ‘low-skilled’ might also not be the ideal term for our study population, as 
these employees have certainly acquired skills to perform their job, but from a research 
perspective, it has advantages, because it is a clear group to investigate, and it is 
obvious who is responsible for them in the workplace.  
 

External validity 

The research in this dissertation was based on two populations. The first population 
involved in the development of HHR was relatively large and more diverse (e.g., more 
women, migrant background). The second population was relatively small and 
represented mainly a male-dominated population with a permanent contract at an 
employer, which might reflect limited generalizability. Female employees might 
experience job control and their SE differently because their nature of employment and 
specific problems (e.g., more work-family conflict) are different compared to men’s.38,39 
 
With respect to the type of contract, even with a permanent contract, difficulties arose 
in starting HHR and entering into the dialogue due to several factors in the 
organizational and wider societal context. Additionally, for a growing group of workers 
in the Dutch labor market, such as flex workers with no permanent job (28% in 2021)40, 
HHR might be even more difficult to implement because the type of employment 
contract affects employees’ behavior in making their voices heard.32 Another important 
group are migrant (foreign) workers, often with a flexible short-term contract in low-
skilled jobs (10% in 2017)41, who are not familiar with the Dutch language, might have 
greater difficulty to participate in a program such as HHR, and experience difficulties to 
express their voice due to language and cultural barriers.42 However, depending on 
their culture, they might also have more feeling for a less efficient and instrumental 
approach and be more developed in human interaction and communication than the 
average Dutch person. With this dissertation, we did not reach vulnerable groups at the 
bottom of the labor market, who have potentially more risk for unfair employment and 
worse work conditions and whose voices are not heard.41 
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Study design and evaluation of complex organizational interventions 

Traditionally, a randomized controlled trial is the golden standard in intervention 
research. This positivistic and rigid view is often infeasible for research across complex 
and dynamic organizations and to examine the effectiveness of organizational 
interventions.14,43 In this dissertation, a feasible adapted study design was chosen that 
fits the purpose and pragmatically reflects the real-world setting.43,44 Data triangulation 
was the basis for data analyses based on three sources: questionnaires, interviews and 
focus groups, and logbook entries. Both a positivist approach in terms of a pre-
test/post-test design to assess the effectiveness of HHR (i.e., using a validated 
questionnaire) and a more social-constructivist approach (i.e., interviews, focus groups, 
and logbooks) were chosen for a process evaluation to provide more room for 
exploring the voices and meanings of different stakeholders. The latter approach 
touched upon the principles of a responsive evaluation.16 Even within HHR, these two 
approaches were visible: the baseline questionnaire was used by the organizations as a 
needs assessment. This needs assessment provided the basis for a more in-depth 
dialogue about the different meanings and interpretations of several topics. 
Furthermore, due to the lack of a traditional control group, we could not demonstrate a 
solid result on whether the changes in outcomes were the effect of HHR or of other 
unknown factors43, such as COVID-19. However, in the final study of this dissertation, 
process data was combined with the outcome measures, to assess a dose-response 
relationship. This helped to strengthen the results of the effect evaluation.45 Multiple 
data collection moments were intertwined during the process, and continuous 
improvement and adaptations occurred. The mixed-methods process evaluation using 
methodological triangulation revealed the importance of combining both qualitative 
and quantitative process data and provided valuable information on how, for instance, 
the dose of HHR was received among employees within different organizational 
contexts. It contributed to the commonly used question in organizational intervention 
research, ‘what works for whom in which circumstances?’.46 

Selection of the outcomes and measurement instruments  

For the evaluation studies, job control and SE were chosen in advance as the main 
outcomes. Because of the ambiguity of SE, measuring the concept was challenging. To 
date, there is no universal measure of SE, and many proxies are used, leading to 
ambiguous evidence.17,47 In this dissertation, SE was initially measured by a health and 
productivity scale. During the development process of the MAISE-Easy questionnaire, 
the social work climate, job control, and self-efficacy scales were added on an 
indication of the employees, because these topics were relevant for their SE. Valuable 
work was the overarching theme. We acknowledged that job control can also be 
regarded as a determinant of employee health, for instance, but this group of 
employees clearly stated that having a sense of control over their job was an indicator 
of feeling sustainably employable. The question, however, is whether it is possible to 

8 8

181



Chapter 8 

180 

capture SE in one universal measure or to look separately at different core components 
that are relevant and valuable for employees in low-skilled jobs for being sustainably 
employable.48 In this sense, SE can be seen as rather subjective and intrinsic.31 SE is 
more a social construct which might change over time due to different needs and 
values and can be interpreted in multiple ways by different stakeholders at different 
levels than a solely static measure.48 This was evident during the intervention of HHR, 
where the concept of ‘productivity’ (one of the SE core components) was discussed 
during the dialogue sessions with respect to what does being productive mean for 
employees. Based on organizational preferences, different work-related outcomes 
(such as sickness absence, presenteeism, and burnout) could be added or replaced to 
further explore the relationship of SE with these outcomes.  
 
Concerning the measurement instruments, a simplified questionnaire (MAISE-Easy) was 
specifically developed and adapted to employees in low-skilled jobs, a group not 
commonly addressed in the field of occupational health. However, the MAISE-Easy still 
remained difficult for certain groups of employees. Focusing on the experiences and 
perceived changes of various stakeholders during the process evaluation helped us to 
understand the quantitative findings of the questionnaire better and to identify other 
effects that were not anticipated. The effect and process evaluation clearly showed the 
positive impact of HHR on proximate and intermediate changes, but no effect (yet) on 
the distal outcomes.  

Recommendations  

The recommendations drawn on the basis of this dissertation are divided among 
implications for research and practice for organizations and society.  

Research 

Touching upon the methodological considerations, several areas are worthwhile for 
further research which were not realized in this dissertation. With respect to the study 
population, further research on the development of HHR-like interventions is 
recommended in the field of occupational health for specific subgroups of employees in 
low-skilled jobs, such as women, migrants, temporary and precarious workers. While 
gender, contract type, and ethnicity were included in the MAISE-Easy, the sample was 
too small to perform sub-group analyses. Female-dominated sectors such as healthcare 
and education need to be taken into account to reach more women.49,50 To reach and 
involve migrant, temporary, and precarious workers in organizational interventions is 
challenging for researchers, because of limited participation due to cultural and 
language barriers and the insecure employment status leading to potentially missing 
data at follow-up.42 However, the dialogue-based approach of HHR might better match 
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with other more relationship-based cultures compared to the Dutch individual task-
based culture, and therefore the culture should be taken into account to guarantee a 
good fit between the employees and further implementation of HHR. 
 
Regarding the study design and evaluation of complex organizational interventions, 
while most organizations still focus on profit and a drastic change to the traditional 
view on work is not immediately realized, the cost effectiveness of HHR still has to be 
studied. The budget impact analysis proposed in this dissertation was not performed. 
This analysis in terms of a business case and showing the return-on-investment could 
be helpful to support researchers with convincing employers to participate in HHR. The 
costs of implementing HHR remain relatively low because an organization is doing it 
mostly in-house without involving expensive consultants. However, higher 
management is often still interested in the added value in terms of money at the 
organizational level. Based on the promising results, the return on investment might be 
high. With respect to this, more focus on organizational outcomes should be taken into 
account along with individual outcomes. Parallel, innovative methods have to be 
studied to convince employers of the added value of the perceived positive learning 
process of HHR whose impact often cannot be expressed in numbers.51 Following a 
participatory approach such as HHR might already effect a change.  
 
Regarding the measurement instruments, the MAISE-Easy or any method involving a 
questionnaire remains difficult for some employees in low-skilled jobs, in general. 
Hence, it is recommended to consider and develop other simplified and understandable 
methods to quantify and measure SE and other relevant outcome measures for 
different groups of employees. In parallel, alternatives for the traditional 
questionnaires in organizational intervention research need to be studied further, in 
which a responsive51 and realist evaluation46 are promising options to evaluate 
organizational interventions, which better fit with employees in low-skilled jobs and 
even the more disadvantaged silenced groups in occupational health research. As these 
are time-consuming evaluation methods, it might be beneficial if future studies have a 
larger study sample and a longer follow-up to show and understand changes in SE. A 
long-term process of implementation and embedding of HHR in organizational 
structures and processes is required to make it into a self-evident routine. Research 
funds with a longer follow-up period are recommended to guarantee this. 
 
Concerning the outcome measures, more research is recommended to better 
conceptualize and measure SE among employees in low-skilled jobs. The four core 
components to conceptualize SE in this dissertation combined both determinants and 
possible consequences of SE, which was also observed in previous research.5 We 
defined no specific order, but according to the conceptual model of HHR that aimed to 
improve SE through increasing job control, more research is recommended to 
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investigate a possible sequence, such as whether increased job control increases SE in 
the long run.  
 
Furthermore, it is important to make a clear distinction between the implementation 
process and the change process trigged by the implementation process in future 
organizational intervention research. Differentiation between proximate (Which effects 
arise immediately?), intermediate (Which effects arise with regard to factual (job-
related), social (people-related) processes?), and distal outcomes (Which higher-level 
effects evolve over time?) could be helpful.52 
 
Next, future studies should look at several aspects of the improvement of the 
organizational intervention HHR. For instance, the name “Healthy HR” is experienced as 
misleading by employees and managers. The abbreviation ‘HR’ might suggest that the 
intervention is only for employees of Human Resources or that employees are just seen 
as resources instead of the humanistic focus we want to emphasize. Additionally, HHR 
encompasses more than only health, and it is questionable whether Healthy HR is a 
good term. Another intervention name could be a solution. For further implementation 
of HHR, researchers should be aware of the power structures and bureaucracy 
embedded in a organization and the stake of powerful actors (i.e., higher management) 
on decision-making about organizational interventions.19,53 
 
Regarding the multiple and sometimes conflicting roles of the researchers experienced 
during this dissertation, it is recommended to reflect on these different roles as a 
researcher when conducting organizational intervention research within dynamic work 
contexts with multiple stakeholders. Other research fields have provided the initial 
guidance for this.13 An additional independent researcher (e.g., a consultant) and 
following the principles of team science are suggested.  
 
Lastly, the research in this dissertation tried to contribute to reducing health 
inequalities and showed that the workplace appears as a context to improve job control 
through dialogue and active involvement of employees in low-skilled jobs. The current 
challenges in the Dutch labor market are characterized by persistent high work 
demands and low control at work, still evolving in a social gradient. Low job control 
remains a dominant recurrent and persistent factor affecting employees’ health and 
well-being.54 However, we do not know if the workplace is the most effective pathway 
to combat health inequalities.55 It might be one way to follow to tackle health 
inequalities and requires further investigation, particularly with the increased job 
insecurity among different groups in the Dutch labor market and the changing work 
stressors (effort-reward).   
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Practice: organizations  

HHR is an effective approach to actively involve employees and open the dialogue 
about their health and a healthy workplace, resulting in improved job control already 
after one year. However, it can be disruptive depending on the type of organization. 
This dissertation revealed several pre-conditions that are recommended as being in 
place before implementing an organizational intervention, such as HHR, in practice. 
 
Organizations need to be less hierarchical and have an open culture of trust and respect 
between employees and employers before implementing HHR. Organizational structure 
and culture are important and should be aligned with the philosophy of HHR, otherwise 
HHR can be too disruptive. Employers must be open to participatory approaches and 
willing to pioneer and continuously learn from improvements and also failures.56 
Sincere interest in their employees’ voice and needs is pivotal, even when negative 
aspects and frustration emerge. It takes a collective mindset of trust to bring about 
change.  
 
Managers and supervisors of an organization are pivotal in shaping the voice of 
employees and whether an organizational intervention such as HHR will be 
successful.32,57 Hence, it is recommended that they become aware of their own 
behavior towards their employees, become a role-model, and build trust among 
employees by showing respect.58 The phrase ‘Go see, Ask why, Show respect’ that 
evolved from lean management is well suited to this59 and is extremely important to 
increase the visibility and trust among employees in low-skilled jobs. Another 
leadership style than the traditional autocratic one is therefore required. Constructive 
leadership styles have been proven to have a positive effect on health and provide a 
buffer for employees in low-skilled jobs.12 Transformational, servant, or engaging 
leadership styles can be helpful to achieve positive results on health.60-62 These 
leadership styles are not identical, but generally, these leaders have an empowering, 
inspiring, and connecting, human-centered style and positively stimulate human 
behavior and intrinsic motivation, in other words the basic needs.26,63 
 
Aligned with the former recommendation, fully dedicated project leaders with 
persistent, empathic, communicative, and assertive skills are needed before 
implementing HHR. During the implementation of HHR in the second population, we 
found that fully dedicated project leaders, who actively involve and motivate 
employees, are important. They were able to create a safe and open environment in 
which all stakeholders could speak openly. Moreover, approachability (and thus 
visibility) and honesty increase the success of employee voice.32 In addition to 
dedicated project leaders, other driving forces from the management, employee, and 
researcher sides (e.g., more consultancy) are needed to support the role of the project 
leader.  
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Finally, before implementing HHR, it is recommended that all involved stakeholders 
sign a physical contract to commit to HHR. This symbolic contract must be visible to 
everyone, for instance, printing it on large posters and disseminating it across the 
organization. The contract is closely related to a psychological contract in previous 
research, referring to the expectations between employee and employer.64 This will 
positively stimulate the engagement and accountability level of all involved 
stakeholders. They can incorporate different aspects within the contract, such as rules, 
expected behavior, and social norms and values. For instance, it is recommended that 
the involved employees are prepared and willing to take an active and responsible role 
in the process. A clear explanation about the ultimate goal of HHR, including a short-
term and long-term perspective and the added value for everyone, is needed before 
signing this contract to avoid skeptical behavior and decreased trust.  

Practice: society 

To support organizations, more fundamental changes are needed at the policy level 
and in Dutch society as a whole.  
 
From a policy perspective, the Dutch government should enable more structural 
financial incentives (and even fines when not fulfilled) in the field of occupational 
health to convince employers to invest in prevention and to promote SE.30 Currently, 
the national Prevention Pact of the Netherlands focuses mainly on prevention to 
promote lifestyle aspects, but it is recommended to integrate an occupational health 
perspective as well to create more awareness about prevention in the work context on 
the political agenda, which hopefully will indirectly influence the organizational agenda. 
 
The Dutch government has to find new ways to promote SE in the growing group of flex 
workers and self-employed. At the end of 2021, almost 60% of the working population 
had a permanent contract compared to 40% of those with a flexible contract or self-
employed.40 Hence, targeting employers only partially helps to promote the SE of 
employees in low-skilled jobs. The key role of the employer in Dutch society in recent 
decades might change in the near future, and a reform to a more universal welfare 
state might be a solution to become more inclusive.65,66 
 
Based on the findings in this dissertation and the given contemporary challenges in the 
Netherlands, three paradigm shifts are needed in practice.  
• At the societal level, a radical change is needed to move from the traditional view 

on work (profit over people) to a more progressive one (people over profit).67 
Different ways to convince employers are needed, because they are primarily 
interested in profit. Employees should be the priority within organizations and 
should be treated as individuals with their needs and values rather than solely 
aiming at the organization’s existence or profit.68 Recruiting and engaging the 
loyalty of employees will become a life-saver for employers. In the near future, 
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there will be a severe labor market shortage nationally and internationally due to 
the contemporary and future challenges of ageing, technologization, and different 
forms of employment contracts. Hence, there is an urgent need to rethink work in 
which people and profit go hand in hand, and work should be positioned 
differently in Dutch society.65 

• Organizations should make a shift from a culture of sickness absence to a more 
prevention-oriented culture. It is unethical to wait until an employee reports 
absent because of work, and only then take care of the employee. Adverse working 
conditions should be the trigger to change the working conditions at an early stage. 
If the work cannot be changed, employees should have the job-related and 
personal resources to withstand the adverse working conditions. Hence, 
employees should be supported to develop their personal resources. A new 
organizational culture is needed to support this. 

• Organizations should adopt bottom-up participatory approaches where a collective 
mindset of humanity, active involvement, and dialogue should predominate as 
normalized processes, related to the promising results of HHR. Employers should 
shift to more people-oriented approaches67 and high-trust systems50 to improve 
the work conditions of employees in low-skilled jobs, because these have more 
positive effects on their health than improving their lifestyle.12 

General conclusion 

The studies in the dissertation have expanded the knowledge base to conduct 
intervention research in the field of occupational health on the development, 
implementation, and evaluation of an organizational intervention targeting the 
sustainable employability of the understudied group of employees in low-skilled jobs. 
Despite the challenges encountered during the development and implementation 
process, HHR offers a unique approach to promote job control. A more prolonged 
process is needed to verify whether such a participatory approach is also effective in 
promoting SE and reducing health inequalities. Time is not the only important element 
needed, the still common traditional view on work is unsustainable, and a drastic 
change is needed to truly assure a collective mindset to promote SE and to address the 
current and future challenges in the Dutch labor market and society, such as the 
changing nature of work and workplaces and a different composition of the workforce 
due to ageing. Suggestions for improvement from the studies in this dissertation can 
provide a starting point to contribute to the three suggested paradigm shifts: from a 
traditional to a more progressive societal view on work; from an absenteeism-based to 
a more preventive-based organizational culture; and from a top-down, traditional, rigid 
mindset towards a more collective, participatory, bottom-up mindset positioning the 
employee in low-skilled jobs in the middle of the game. 
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An ageing population, a rapidly changing labor market, and increased work demands 
are some of the many contemporary challenges facing the Netherlands. One vulnerable 
group specifically affected by the current challenges is the group of employees in low-
skilled jobs. There are still large and persistent socioeconomic health differences in the 
Netherlands. Even though people with lower education levels have a higher risk of poor 
health, they rarely participate in health interventions at the workplace and when they 
do participate, they usually benefit to a lesser extent. This can be explained by a 
mismatch between these interventions and the top-down measures proposed by the 
employer and the needs and living world of the employees in low-skilled jobs. These 
employees often experience unfavorable working conditions, such as low job control, 
which negatively impact their health. To improve this situation and to reduce the 
socioeconomic health gap, more tailored, evidence-based approaches are needed for 
employees in low-skilled jobs. They should have a voice and become actively involved 
in the development of healthy workplaces in their organization. Because of the 
challenges affecting the labor market and their legal responsibility, Dutch employers 
are being urged to invest in prevention to promote the health and sustainable 
employability (SE) of their employees. Both aspects are important to keep employees 
healthy and productive and perceive their work as valuable throughout their working 
lives, which benefits the employer as well. Engaging employees in a dialogue with the 
employer will give them an active voice, and this in turn is expected to increase the 
sense of control employees have over their work and eventually will improve their SE. 
To support this, an organizational intervention called ‘Healthy Human Resources’ (HHR) 
is introduced based on four sources of inspiration: humanistic focus, social dialogue, 
active involvement, and job control.  

Introduction 

Chapter 1 provides a general introduction. First, the current state of work and health in 
the Dutch context is addressed, along with health inequalities in general and at the 
workplace, and the large role of Dutch employers and their relation to SE. The 
philosophy of HHR is explained in more detail. The overall aim of this dissertation was 
to develop, implement, and evaluate a dialogue-based organizational intervention 
‘Healthy HR’ to promote the SE of employees in low-skilled jobs. The research consisted 
of three parts: I) review of the evidence for SE interventions; II) the development of the 
intervention; and III) the implementation and evaluation of the intervention. Each part 
with the corresponding objectives and studies is summarized below.  
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Part I - Review of the evidence of SE interventions - To describe the concept of 
SE and to examine the evidence and content of existing SE interventions  

Chapter 2 presents a systematic literature review of the evidence for SE interventions. 
SE was defined by four core components: health, productivity, valuable work, and long-
term perspective. Studies on the effectiveness of interventions aimed at employees’ SE 
appear to be scarce; ultimately, seven studies were included. The methodological 
quality of these studies and hence the quality of evidence was moderate to weak. All 
interventions addressed the ‘health’ and ‘valuable work’ components in their content, 
but not always in the outcome measures. Mixed effects were found for the ‘health’ and 
‘productivity’ components. The ‘valuable work’ component appeared essential for the 
effectiveness of SE interventions in terms of a dialogue-based aspect within the content 
of specific interventions. The review found no specific SE interventions for employees in 
low-skilled jobs. In conclusion, higher-quality evaluation studies on SE interventions are 
needed, in particular for the specific group of employees in low-skilled jobs. We 
concluded that future SE interventions should better integrate SE components related 
to health, productivity, and valuable work in their content, and should more often have 
a long-term perspective. These components should also be addressed in the outcome 
measures.  

Part II – Development - To develop an organizational intervention and a SE 
measurement tool tailored to employees in low-skilled jobs  

Chapter 3 describes the development process of the new organizational intervention 
using the first four steps of the Intervention Mapping (IM) approach. Participatory 
development took place with stakeholders (researchers, employee and employer 
representatives) of five Dutch work organizations. A needs assessment was done and 
included: 1) the systematic literature review, 2) empirical evidence, 3) scoping search, 
and 4) several focus group interviews with employees and employer representatives. It 
revealed that employees’ active involvement and a continuous dialogue are essential 
for an intervention for employees in low-skilled jobs to promote their job control and 
SE. The use of IM resulted in a web-based organizational intervention ‘Healthy Human 
Resources’ (HHR). HHR offers managers a pragmatic way of working and helps them to 
do a better job at improving SE at the organizational level. The interviews and focus 
groups in the needs assessment phase revealed that practical feasibility was an 
important pre-condition for this intervention. A strong asset was the dual use of the 
principles of IM: 1) to systematically develop HHR and its content, and 2) to structure 
the intervention using an adapted intervention mapping (AIM) as the leading principle, 
as the traditional IM approach is an intensive and time-consuming process. HHR 
contains seven steps that reflect IM, supported by different tasks and supportive 
dialogue-based tools. The added value of using AIM in combination with participatory 
development contributed to a good fit with daily practice in organizations with 
employees in low-skilled jobs.  
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Chapter 4 describes the development and validation of an adapted version of the 
MAastricht Instrument for Sustainable Employability (MAISE-NL), the MAISE-Easy, 
which can be used for employees in low-skilled jobs. By means of six focus groups with 
employees in low-skilled jobs, the original MAISE-NL questionnaire was adapted to 
their perspective and understanding. The MAISE-Easy was distributed among 
employees in the five Dutch work organizations, who were also involved in the 
development process described in chapter 3. The response rate (n = 1033) was 53%.  
The MAISE-Easy focuses on four main areas using 17 scales: level of SE; factors affecting 
SE; overall responsibility for SE; and responsibility for factors affecting SE. Psychometric 
analyses showed that the MAISE-Easy has adequate to good construct validity, 
reliability, and criterion validity. It is a unique and promising instrument for measuring 
SE among employees in low-skilled jobs. The MAISE-Easy was used in this dissertation 
as 1) a needs assessment tool within HHR to provide a clear insight into the employees’ 
SE status and as a starting point for the dialogue, and 2) an evaluation tool to evaluate 
the effectiveness of HHR.  

Part III - Implementation and evaluation - To implement and evaluate the 
effectiveness and implementation process of the organizational intervention 
‘Healthy HR’ 

Chapter 5 proposes the study protocol for the evaluation of the effectiveness and 
implementation process of the HHR intervention. The protocol consisted of 1) an effect 
evaluation with a pretest-posttest design with a 1-year follow-up, with SE and job 
control as the main outcomes; and 2) a mixed-methods process evaluation at 6 and 
12 months after the start of HHR to evaluate its implementation process. This includes 
the experiences of various stakeholders with HHR. 
 
Chapter 6 describes the results of a qualitative study to understand the degree of 
adoption and implementation of HHR in the five Dutch work organizations (and 
variations in them). All five organizations adopted HHR, but three failed during the 
transition from adoption to implementation, and two organizations implemented HHR 
only partially. This study unraveled how factors at the societal, organizational, and 
individual levels (and their interaction) affected the degree of adoption and 
implementation of HHR and why adoption did not naturally lead to implementation. 
The degree of adoption and implementation was negatively affected by a highly 
hierarchical structure. More hierarchical organizations experienced greater difficulties 
with implementing HHR than organizations with a flatter structure. This was reflected 
in a strong decision-making power of higher management versus a lack of this power in 
middle managers. Middle managers felt unable to address the lack of employee 
participation. The vision of 'profit over people' was prominent. Parallel, ‘us-versus-
them’ thinking patterns were observed and led to organizational cynicism (distrust and 
resistance). The power imbalances and ‘us-versus-them’ thinking patterns reinforced 
each other, further strengthening the hierarchical structure in the participating 
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organizations. This study led to a more complete and holistic understanding of the 
difficulties surrounding the adoption and implementation of disruptive organizational 
interventions such as HHR.  
 
Chapter 7 describes the results of an effect evaluation and process evaluation of HHR in 
two Dutch work organizations. This study utilized a different set of organizations than 
those in chapters 3–6. Due to several internal and external issues, full implementation 
was not achieved in the five Dutch work organizations originally included, and we 
therefore recruited two new organizations for implementation. The lessons learned 
from the failed implementation were used to make adjustments in the implementation 
process, such as additional consultation from the researchers. For the effect evaluation, 
quantitative data were collected at baseline (N=120) and 12 months’ follow-up (N=71) 
among employees. Paired t-tests and dose-response analyses were performed (N=50). 
For the process evaluation, mixed-methods process data were collected on the 
implementation process (recruitment, reach, dose delivered, dose received, fidelity, 
satisfaction, context, and perceived changes) using questionnaires, individual 
interviews with employees and employer representatives (N=26), focus groups (N=4), 
and logbooks. The results of the effect and process evaluations and the dose-response 
relationship showed that HHR has a positive effect on the job control of employees in 
low-skilled jobs. HHR had no or ambiguous effects on SE. The process evaluation 
revealed that HHR was partially implemented as planned and the dose of HHR received 
varied. Generally, a movement was set in motion within both organizations, and 
employees became more aware of their health and felt more responsible for a healthy 
workplace. Even a feeling of a collective voice and the return of the "human" factor in 
the conversation were experienced. In conclusion, this study presents a promising 
participatory approach to improve job control for employees in low-skilled jobs by 
actively involving them in a genuine dialogue and giving them an active voice.   

Discussion and conclusion 

Chapter 8 summarizes the main findings of all studies included in this dissertation, 
followed by a reflection on the findings, methodological considerations, and 
recommendations for research and practice. This dissertation contributes to a holistic 
understanding of how to develop, implement, and evaluate an organizational 
intervention tailored to employees in low-skilled jobs.  
 
The complex, multi-dimensional concept of SE is still under development. This 
dissertation added insights to measure SE among employees in low-skilled jobs with a 
tailored questionnaire. The intertwined listening and learning lenses appeared 
important to reflect on the multiple roles of the researchers during a participatory 
organizational process.  
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The organizational intervention HHR is potentially a disruptive intervention aimed at 
the rather wicked problems of SE promotion and reduction of health inequalities. Next, 
several methodological aspects, such as defining the study population and the limited 
generalizability, were discussed. A feasible study design adapted to the complex nature 
of work organizations and data triangulation were the strengths of this research. A 
recommendation for future research was a longer follow-up to show and understand 
changes in SE.  
 
In practice, three paradigm shifts are needed: 1) a societal shift from the traditional 
view on work (profit over people) to a more progressive view (people over profit); 2) an 
organizational shift from a culture of sickness absence to a more prevention-oriented 
culture; and 3) a mindset shift from a top-down approach of facilitating the number of 
health-promoting interventions by the employer to a more bottom-up participatory 
mindset, where humanity, active involvement, and dialogue should dominate as 
normalized processes in work organizations.  
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Vergrijzing van de bevolking, een snel veranderende arbeidsmarkt en toenemende 
werkdruk zijn enkele van de vele hedendaagse uitdagingen waar Nederland voor staat. 
Werknemers in laaggeschoolde banen worden in het bijzonder getroffen door deze 
uitdagingen en vormen daarmee een kwetsbare groep. In Nederland bestaan nog 
steeds grote en hardnekkige sociaaleconomische gezondheidsverschillen. Hoewel 
mensen met een lager opleidingsniveau een hoger risico lopen op een slechte 
gezondheid, nemen ze zelden deel aan gezondheidsinterventies op het werk en als ze 
deelnemen, profiteren ze daarvan meestal in mindere mate. Dit kan verklaard worden 
door een verschil tussen enerzijds deze interventies en de top-down maatregelen van 
de werkgever en anderzijds de behoeften en leefwereld van werknemers in 
laaggeschoolde banen. Deze werknemers ervaren vaak ongunstige werkomstandig-
heden, zoals weinig beslissingsruimte (in het Engels aangeduid als ‘job control’) over 
hun werk, wat een negatieve invloed heeft op hun gezondheid.  
 
Om deze situatie te verbeteren en de sociaaleconomische gezondheidsverschillen te 
verkleinen, is er een meer op maat gemaakte, empirisch onderbouwde aanpak nodig 
voor werknemers in laaggeschoolde banen. Ze moeten een stem krijgen en actief 
betrokken worden bij de ontwikkeling van gezonde werkplekken in hun organisatie. 
Vanwege de uitdagingen op de arbeidsmarkt en de wettelijke verantwoordelijkheid van 
werkgevers, worden Nederlandse werkgevers aangespoord om te investeren in 
preventie ter bevordering van de gezondheid en duurzame inzetbaarheid van hun 
werknemers. Beide aspecten zijn belangrijk voor werknemers om gezond en productief 
te blijven en hun werk gedurende hun hele werkzame leven als waardevol te blijven 
ervaren, wat ook de werkgever ten goede komt. Door werknemers in dialoog te 
brengen met de werkgever krijgen ze een actieve stem, en dit zal naar verwachting het 
gevoel van beslissingsruimte van werknemers over hun werk vergroten en uiteindelijk 
hun duurzame inzetbaarheid verbeteren. Om dit te ondersteunen wordt in dit 
proefschrift de interventie, genaamd ‘Gezond HR – samen aan de slag' geïntroduceerd. 
Deze interventie richt zich op het niveau van de organisatie en is gebaseerd op vier 
inspiratiebronnen: humanisme, sociale dialoog, focus op actieve betrokkenheid en 
literatuur over beslissingsruimte in het werk.  

Introductie 

Hoofdstuk 1, de algemene inleiding, beschrijft de huidige situatie op het gebied van 
werk en gezondheid in de Nederlandse context. Verder worden de ongelijkheden op 
het gebied van gezondheid in het algemeen en op de werkplek in het bijzonder, en de 
grote rol van Nederlandse werkgevers en hun relatie tot duurzame inzetbaarheid 
beschreven. De filosofie van de organisatiegerichte interventie Gezond HR wordt nader 
toegelicht. Het overkoepelende doel van dit proefschrift was het ontwikkelen, 
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implementeren en evalueren van op een dialoog gebaseerde organisatiegerichte 
interventie 'Gezond HR', om de duurzame inzetbaarheid van werknemers in 
laaggeschoolde banen te bevorderen. Het onderzoek bestond uit drie delen:  
I) Een overzicht opstellen van wetenschappelijk bewijs voor duurzame inzetbaarheid 

interventies;  
II) Het ontwikkelen van de interventie;  
III) Het implementeren en evalueren van de interventie.  

 
Hieronder worden alle onderdelen met bijbehorende doelstellingen en deelonder-
zoeken samengevat. 

Deel I – Overzicht wetenschappelijk bewijs duurzame inzetbaarheid 
interventies – de beschrijving van het concept duurzame inzetbaarheid, het 
bewijs voor en de inhoud van bestaande duurzame inzetbaarheid interventies 

Hoofdstuk 2 beschrijft een systematische literatuurstudie over wetenschappelijk bewijs 
voor duurzame inzetbaarheid interventies. Duurzame inzetbaarheid werd gedefinieerd 
aan de hand van vier kerncomponenten: gezondheid, productiviteit, waardevol werk en 
lange termijnperspectief. Er zijn niet veel studies naar de effectiviteit van interventies 
gericht op de duurzame inzetbaarheid van werknemers; in totaal werden slechts zeven 
studies geïncludeerd. De methodologische kwaliteit van deze studies en daarmee de 
kwaliteit van het bewijs waren matig tot zwak. Alle interventies waren inhoudelijk 
gericht op de componenten 'gezondheid' en 'waardevol werk', maar deze 
componenten werden niet altijd gemeten als uitkomstmaat. Wisselende effecten 
werden gevonden voor de componenten 'gezondheid' en 'productiviteit'. De 
component 'waardevol werk' bleek essentieel voor de effectiviteit van duurzame 
inzetbaarheid interventies. Dit kwam tot uiting door dialoog gebaseerde aspecten in die 
desbetreffende interventies. Geen enkele van de geïncludeerde studies was volledig 
gericht op werknemers in laaggeschoolde banen. Concluderend zijn er evaluatiestudies 
van hogere kwaliteit nodig over duurzame inzetbaarheid interventies, met name voor 
de specifieke groep van werknemers in laaggeschoolde banen. Toekomstige 
interventies moeten de duurzame inzetbaarheid componenten gezondheid, 
productiviteit en waardevol werk beter integreren in de inhoud van de interventies, en 
moeten vaker een langetermijnperspectief hebben. Deze componenten dienen ook 
gemeten te worden als uitkomstmaten. 

Deel II – Ontwikkeling – het ontwikkelen van een organisatiegerichte 
interventie en een meetinstrument voor duurzame inzetbaarheid voor 
werknemers in laaggeschoolde banen 

Hoofdstuk 3 beschrijft het ontwikkelingsproces van de nieuwe organisatiegerichte 
interventie aan de hand van de eerste vier stappen van de Intervention Mapping (IM)-
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benadering. Een participatieve ontwikkeling vond plaats met belanghebbenden 
(onderzoekers, werknemers- en werkgeversvertegenwoordigers) van vijf Nederlandse 
arbeidsorganisaties. Er werd een behoefteonderzoek uitgevoerd en dat omvatte: 1) de 
systematische literatuurstudie, 2) empirisch bewijs voor de inspiratiebronnen 
beslissingsruimte, actieve betrokkenheid en dialoog, 3) scoping search naar bestaande 
online tools en 4) verschillende focusgroep interviews met werknemers en 
vertegenwoordigers van de werkgevers. Hieruit kwam naar voren dat voor het 
bevorderen van beslissingsruimte en duurzame inzetbaarheid van werknemers in 
laaggeschoolde banen actieve betrokkenheid van werknemers en een continue dialoog 
tussen werkgever en werknemers essentieel zijn. Het gebruik van IM resulteerde in een 
online organisatiegerichte interventie ‘Gezond HR’ (www.gezondhr.nl). Gezond HR 
biedt managers een pragmatische manier van werken en ondersteunt hen op 
organisatieniveau om de duurzame inzetbaarheid van hun werknemers te verbeteren. 
Uit de interviews en focusgroepen in het behoefteonderzoek bleek dat praktische 
toepasbaarheid een belangrijke randvoorwaarde was voor deze interventie. Een 
pluspunt was het dubbele gebruik van de principes van IM: 1) voor het systematisch 
ontwikkelen van Gezond HR en de inhoud ervan, en 2) voor het structureren van de 
interventie met een aangepaste Intervention Mapping (AIM) als leidend principe. 
Gezond HR bevat zeven stappen die IM weerspiegelen, ondersteund door verschillende 
taken en dialoog-gestuurde hulpmiddelen. De toegevoegde waarde van het gebruik van 
AIM in combinatie met een participatieve ontwikkeling droeg bij aan een goede 
aansluiting bij de dagelijkse praktijk in de arbeidsorganisaties met werknemers in 
laaggeschoolde banen. 
 
Hoofdstuk 4 beschrijft de ontwikkeling en validatie van een aangepaste versie van het 
‘MAastricht Instrument of Sustainable Employability’ (MAISE-NL), de MAISE-Easy, die 
gebruikt kan worden voor werknemers in laaggeschoolde banen. Door middel van zes 
focusgroepen met werknemers in laaggeschoolde banen werd de originele MAISE-NL 
vragenlijst aangepast aan hun perspectief en inzicht. De MAISE-Easy werd verspreid 
onder werknemers van de vijf Nederlandse arbeidsorganisaties, die ook betrokken 
waren bij het ontwikkelingsproces zoals beschreven in hoofdstuk 3. De respons was 
53% (n=1033). De MAISE-Easy richt zich op vier hoofdgebieden die worden gemeten 
door middel van 17 schalen: de mate van duurzame inzetbaarheid; factoren die van 
invloed zijn op duurzame inzetbaarheid; algehele verantwoordelijkheid voor duurzame 
inzetbaarheid; en verantwoordelijkheid voor factoren die van invloed zijn op duurzame 
inzetbaarheid. Uit psychometrische analyses bleek dat de MAISE-Easy een adequate tot 
goede constructvaliditeit, betrouwbaarheid en criteriumvaliditeit heeft. Het is een 
uniek en veelbelovend instrument om aspecten van duurzame inzetbaarheid te meten 
bij werknemers in laaggeschoolde banen. De MAISE-Easy werd in dit proefschrift 
gebruikt als 1) een instrument voor de behoeftepeiling binnen Gezond HR, om duidelijk 
inzicht te geven in de uitgangssituatie rondom duurzame inzetbaarheid en als startpunt A A

207



Addenda 

206 

voor de dialoog, en 2) als een instrument om de effectiviteit van Gezond HR te 
evalueren. 

Deel III - Implementatie en evaluatie – het implementeren en evalueren van de 
effectiviteit en het implementatieproces van de organisatiegerichte interventie 
'Gezond HR' 

Hoofdstuk 5 beschrijft het onderzoeksprotocol voor de evaluatie van de effectiviteit en 
het implementatieproces van Gezond HR. Het protocol bestond uit 1) een 
effectevaluatie met een pretest-posttest design (een onderzoeksopzet met een voor- 
en nameting) met een 1 jaar follow-up, met beslissingsruimte en duurzame 
inzetbaarheid als belangrijkste uitkomstmaten; en 2) een gemengde onderzoeks-
methoden (‘mixed methods’) procesevaluatie 6 en 12 maanden na de start van Gezond 
HR ten behoeve van de evaluatie van het implementatieproces van Gezond HR. In deze 
procesevaluatie zijn ook de ervaringen van verschillende stakeholders met Gezond HR 
meegenomen. 
 
Hoofdstuk 6 beschrijft een kwalitatief onderzoek naar de mate van adoptie en 
implementatie van Gezond HR in vijf Nederlandse arbeidsorganisaties. Alle vijf 
organisaties adopteerden Gezond HR, drie organisaties slaagden er niet in om de 
overgang van adoptie naar implementatie te maken, twee organisaties 
implementeerden Gezond HR, en slechts gedeeltelijk. Deze studie gaf inzicht in de 
vraag hoe factoren op maatschappelijk, organisatorisch en individueel niveau (en hun 
interactie) de mate van adoptie en implementatie van Gezond HR beïnvloedden en 
waarom adoptie niet vanzelfsprekend leidde tot implementatie. De mate van adoptie 
en implementatie werd negatief beïnvloed door een sterk hiërarchische structuur. 
Meer hiërarchische organisatiestructuren hadden meer moeite met het implementeren 
van Gezond HR dan organisaties met een plattere structuur. Dit kwam tot uiting in een 
sterke beslissingsbevoegdheid van het hoger management en gebrek daaraan bij het 
middenkader. Het middenkader voelde zich niet in staat het gebrek aan 
werknemersparticipatie aan te pakken. De visie ‘winst boven mensen’ was prominent 
aanwezig. Tegelijkertijd werden 'wij-zij'-denkpatronen waargenomen en deze leidden 
tot organisatorisch cynisme (wantrouwen en weerstand). De machtsverschillen en de 
'wij-zij'-denkpatronen versterkten elkaar, waardoor de hiërarchische structuur in de 
deelnemende organisaties verder werd versterkt. De organisaties met een plattere 
structuur kwamen verder met de implementatie van Gezond HR en ervaarden minder 
machtsverschillen. Het middenkader was hierdoor beter in staat om werknemers een 
stem te geven en te betrekken in een gelijkwaardig dialoog. Deze studie leidde tot een 
vollediger en holistisch inzicht in de problemen rondom de adoptie en implementatie 
van disruptieve organisatiegerichte interventies zoals Gezond HR. 
 
Hoofdstuk 7 beschrijft de resultaten van een effect- en procesevaluatie van Gezond HR 
in twee Nederlandse arbeidsorganisaties. Deze studie maakte gebruik van andere 
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organisaties dan die beschreven in de hoofdstukken 3 tot en met 6. Als gevolg van 
verschillende interne en externe factoren is volledige implementatie in de vijf 
oorspronkelijk arbeidsorganisaties niet gerealiseerd. Om deze reden zijn er twee 
nieuwe organisaties geworven om Gezond HR in te implementeren. Uit de eerder, 
minder goed verlopen implementatie, zijn lessen getrokken voor aanpassingen in het 
implementatieproces, zoals aanvullende advisering aan de organisaties door de 
onderzoekers. Voor de effectevaluatie zijn kwantitatieve gegevens verzameld op het 
nulpunt (N=120) en 12 maanden later (N=71) onder werknemers. Er werden gepaarde 
t-testen en dosis-responsanalyses uitgevoerd (N=50). Voor de procesevaluatie werden 
verschillende procesgegevens (‘mixed methods’) verzameld over het implementatie-
proces (werving, bereik, geleverde dosis, ontvangen dosis, getrouwheid, tevredenheid, 
context en waargenomen veranderingen) met behulp van vragenlijsten, individuele 
interviews met werknemers en werkgeversvertegenwoordigers (N=26), focusgroepen 
(N=4) en logboeken. De resultaten van de effect- en procesevaluatie en de dosis-
responsrelatie toonden aan dat Gezond HR een positief effect heeft op de 
beslissingsruimte van werknemers in laaggeschoolde banen. Gezond HR had geen 
effect op duurzame inzetbaarheid. Uit de procesevaluatie bleek dat Gezond HR 
gedeeltelijk werd uitgevoerd zoals gepland en dat de ontvangen dosis van Gezond HR 
varieerde. Over het algemeen kwam er bij beide organisaties een beweging op gang en 
werden werknemers zich meer bewust van hun gezondheid en voelden ze zich meer 
verantwoordelijk voor een gezonde werkplek. Er werd een gevoel van een collectieve 
stem en de terugkeer van de "menselijke" factor in het gesprek ervaren. Deze studie 
laat zien dat Gezond HR een veelbelovende participatieve aanpak is voor het 
verbeteren van beslissingsruimte voor werknemers in laaggeschoolde banen door hen 
actief te betrekken bij een echte dialoog en hen een actieve stem te geven. 

Discussie en conclusie 

Hoofdstuk 8 geeft een samenvatting van de belangrijkste bevindingen van alle studies 
die in dit proefschrift zijn beschreven, gevolgd door een reflectie op de bevindingen, 
methodologische overwegingen en aanbevelingen voor toekomstig onderzoek en de 
praktijk. Dit proefschrift draagt bij aan een holistisch kijk op de ontwikkeling, 
implementatie en evaluatie van een organisatiegerichte interventie voor werknemers 
in laaggeschoolde banen ter bevordering van duurzame inzetbaarheid. 
 
Het complexe, multidimensionale concept van duurzame inzetbaarheid is nog in 
ontwikkeling. Dit proefschrift heeft meer inzicht gegeven in hoe duurzame 
inzetbaarheid kan worden gemeten onder werknemers in laaggeschoolde banen met 
een op maat gemaakte vragenlijst. In dit proefschrift zijn diverse onderliggende luister- 
en leer perspectieven zichtbaar, en deze bleken belangrijk voor het duiden van de 
verschillende rollen die onderzoekers kunnen aannemen tijdens een participatief 
organisatieproces. 
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De organisatiegerichte interventie Gezond HR is potentieel een disruptieve interventie 
gericht op de complexe vraagstukken (in het Engels aangeduid als ‘wicked problems’) 
rondom bevordering van duurzame inzetbaarheid en vermindering van gezondheids-
verschillen. Het onderzoek dat in dit proefschrift werd beschreven had diverse sterkere 
en zwakkere punten. Enkele sterke punten van dit onderzoek waren onder andere een 
haalbare onderzoeksopzet aangepast aan de complexe aard van arbeidsorganisaties, en 
de toepassing van datatriangulatie. Het definiëren van de onderzoekspopulatie bleek 
uitdagend. Ook zijn de resultaten van dit onderzoek maar in beperkte mate 
generaliseerbaar omdat de onderzoekspopulatie voornamelijk uit mannen met een vast 
contract bestond. Een van de aanbevelingen voor toekomstig onderzoek was een 
langere opvolging om veranderingen in duurzame inzetbaarheid aan te tonen en te 
begrijpen. 
 
Op basis van de resultaten van dit onderzoek zijn er minimaal drie 
paradigmaverschuivingen nodig: 1) een maatschappelijke verschuiving van de 
traditionele visie op werk (winst boven mensen) naar een meer progressieve kijk 
(mensen boven winst); 2) een organisatorische verschuiving van een ziekte-
verzuimcultuur naar een meer preventiegerichte cultuur; en 3) een mentaliteits-
verandering van een top-down benadering van gezondheid bevorderende interventies 
door de werkgever naar een meer bottom-up aanpak, waar het menselijke aspect, 
actieve betrokkenheid en dialoog over de gezondheid van werknemers (ofwel het hart 
van de organisatie) de norm moeten zijn in arbeidsorganisaties. 
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This dissertation yielded insights into the development, implementation, and 
evaluation of the organizational intervention ‘Healthy HR’. The intervention aimed to 
promote the sustainable employability (SE) of employees in low-skilled jobs. This 
chapter reflects on the impact of this research on science and society.  

Scientific impact 

The studies in this dissertation contributed to a more profound scientific knowledge 
base on promoting SE for employees in low-skilled jobs. First, based on an intensive 
participatory development process with researchers, employees, and managers of 
different organizations, a unique evidence-based organizational intervention was 
developed, called ‘Healthy HR’ (HHR) (www.gezondhr.nl). The use of an adapted 
Intervention Mapping approach1 and participatory development can be inspiring for 
other researchers who aim to develop organizational interventions in natural settings 
with practical feasibility.  
 
Second, a unique and promising instrument was developed for measuring SE that was 
specifically adapted and simplified to employees in low-skilled jobs, called MAISE-Easy. 
This is not common in the field of occupational health and could facilitate other 
researchers to use this questionnaire or as inspiration to tailor their measurement 
instrument to their target group.  
 
Third, the research revealed insights into the adoption and implementation processes 
of HHR in daily practice and unraveled the complex processes and issues surrounding 
the adoption and implementation of organizational interventions. Our holistic 
understanding is highly relevant for researchers who are involved in implementation 
research.  
 
Fourth, when successfully implemented, HHR offers a unique and successful 
participatory approach. It revealed changes in perceived control among employees in 
low-skilled jobs, a key concept in relation to employee well-being, particularly in low-
skilled jobs. A more prolonged process is needed to verify whether a participatory 
approach like HHR is effective in promoting SE and reducing health inequalities.  
 
Finally, the studies in this dissertation utilized a wide methodology for evaluating 
complex interventions involving both quantitative and qualitative research methods 
and including different perspectives of multiple stakeholders representing all 
organizational layers, such as employees, supervisors, human resource (HR) managers, 
and members of the higher management, to be as explorative as possible to capture 
the overall picture. This is highly relevant for researchers involved in these 
interventions in an unpredictable and dynamic setting.  A
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Dissemination  

The results in this dissertation touch upon multiple disciplines and could be interesting 
for researchers in the areas of occupational health, work and organizational 
psychology, public health, sociology including socioeconomic health differences, and 
human resources and organization management. They are particularly interesting for 
those who work with organizational interventions in natural and dynamic work settings. 
The obtained knowledge of this dissertation was therefore disseminated in various 
ways. All chapters in this dissertation are or will be published under open access in 
international journals of different disciplines to give researchers access to the findings. 
The findings of the studies were presented at various international conferences on 
Public Health, Disability Management, and Work & Organizational Psychology. Findings 
were also presented at seminars, workshops, or symposia for researchers as well as HR 
professionals and policymakers at the regional and national levels.  
 
From an educational perspective, the findings of this dissertation also have an impact 
on student teaching. In the Intervention Mapping (IM) module of the Master in Health 
Promotion and Education at Maastricht University, a yearly lecture was given about our 
adapted IM approach in the work setting. Several students (from the Master in Work, 
Health and Career at Maastricht University) wrote their theses on topics related to the 
intervention HHR and the datasets obtained. One of these theses was published as an 
article about the development and validation of the MAISE-Easy, presented in chapter 4 
of this dissertation.   

Societal impact 

The studies in this dissertation were conducted at the organizational level, but the 
results have a societal impact at different levels: the micro-level (i.e., the individual), 
organizational level (i.e., everyone within a work organization), and the societal level 
(i.e., Dutch society and government). These levels are not isolated, they influence each 
other.  

Individual level 

“A piece of awareness from HHR for home, how do I eat, how do I live, what do I do, 
how does it affect work. Because everything feeds back to how I can function at 
work, so it's nice to have some awareness” (quote from interview with one of the 
employees). 

 
In this dissertation, the employee in a low-skilled job was the starting point and the 
main interest group. The MAISE-Easy in HHR was used to support employees to 
participate in the dialogue. The results have an impact on the individual employee and 
even the individual in a broader sense. They showed that employees who were actively 
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involved in HHR were more aware of their health and felt responsible for a healthy 
workplace. A sense of a collective voice and the return of the "human" factor in the 
conversation were noted. Although the impact on SE is still unknown, the first results 
are promising. Positive results were shown for improved job control, and their SE will 
likely improve when a participatory approach like HHR is prolonged. These positive 
changes can have an impact on the individual’s overall well-being. This first step in 
awareness can help people to become more engaged about their pathway of healthy 
ageing, both at work and in their private lives, and think about what is valuable to 
them.  

Organizational level 

 
The majority of the results in this dissertation derive from a collaboration with seven 
Dutch organizations with employees in low-skilled jobs (all in the for-profit sector). The 
results showed that HHR helped to start the dialogue about health and set a movement 
in motion within organizations. The step-by-step process offered within HHR supported 
the dialogue and actively involving employees in participatory work formats (see 
photo). This showed that following a participatory process like HHR is already having an 
effect. Following the steps within HHR, multiple solutions varying from quick-win 
solutions (e.g., new working shoes; hand trucks; end-of-the-week meeting) to long-
term structural ones (e.g., appreciation; 
recruitment of new employees) were formulated 
for the chosen problems selected with the 
employees. Furthermore, according to the 
employees, improvements in working conditions 
such as communication (i.e., dialogue), logistics, 
and a safe and trustworthy work climate were 
more important for their SE than healthy 
lifestyles.  
 
The above findings are relevant for supervisors and HR managers within other 
organizations, who can learn from the findings when they want to focus more on 
promoting SE. The HHR toolkit, including the MAISE-Easy, can be used as a starting 
point to initiate a dialogue with their employees in low-skilled jobs. Investing in 
listening, genuine dialogue, and genuine interest in employees and acting on it 
seriously can achieve positive change, as shown in this dissertation, and the 

“There is now a real picture of what motivates these men. I think that's actually the 
best achievement, because I think ultimately within the organization, the thinking is 
very often done for people, without them (the men) really being heard and seen." 
(Quote from interview with one of the project leaders)  
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participatory approach of HHR can guide supervisors and managers to achieve this 
systematically. 
Furthermore, internal organizational policy should focus more on SE and prevention, 
with the employee at the center, as advocated in this dissertation. Progressive work 
organizations which put the health and SE of employees first in their vision and actions 
will have more motivated and engaged employees and potentially reduce the cost from 
absenteeism (one day of sickness absence costs about €230-400 per day).2 This also 
improves employee retention, which is extremely important given the current staff 
shortages in the labor market. A progressive view will help to create a positive image 
and position the organization differently in the labor market, which in turn is of interest 
to the individual employee. HHR is highly relevant to make organizations more 
independent of expensive consultancy firms that might not use the evidence-based 
scientific insights. HHR can stimulate them to make use of their in-company knowledge.  

Societal level 

The findings of the dissertation can be relevant to the Dutch government, including 
policymakers. It advocates for a radical change towards a more progressive view on 
work and prevention. To combat the current and future challenges in the Dutch labor 
market and reduce the still persistent health inequalities, the current societal view on 
work is unsustainable. A new proposed sustainable infrastructure is needed that 
stimulates prevention among employers and employees and puts work in a different 
perspective, in order to have longer-term consequences for society as a whole, such as 
a healthier society and less pressure on pension, healthcare, and social security costs.  
 
To conclude, this dissertation forms an important basis to understand and promote the 
SE of employees in low-skilled jobs in Dutch organizations. Two participating 
organizations have ambitions to continue with HHR and further embed it into their 
internal organizational processes. For the future, HHR should be improved further 
based on the results of this dissertation, such as reconsidering the intervention name. 
The consultancy efforts of the researchers in this dissertation will be used to develop 
education modules for HR professionals to train them about the philosophy of the 
intervention and how to put it into practice. It is planned to pilot these modules as part 
of the Work and Health Academy Maastricht. A project proposal is being submitted. 
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Impression Healthy HR (Gezond HR) 

Below an impression is shown of essential webpages of ‘Healthy HR’ 
(www.gezondhr.nl), including the home page, the task page and the tool page. The 
home page presents an overview of the eight steps and related tasks (Figure 11.A.1). 
This page provides access to separate task pages (Figure 11.A.2), where the user can 
find the task’s main aim and description, an overview of tools belonging to that task 
and a start/stop button for performing the task. Via the task page, the user can enter 
the tool page (Figure 11.A.3). This page provides the tool’s aim and description, target 
group, an indication for time needed, a button to download the tool and a heart button 
to indicate the selected tool as favorite and to add this tool to ‘My toolkit.’ ‘My toolkit’ 
is presented as a separate page (Figure 11.A.4).  
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“It always seems impossible until it's done." 

 
Op 1 juni 2018 startte ik mijn promotietraject. Precies 5 jaar later komt er een einde 
aan dit grote avontuur. In deze periode heb ik veel mensen leren kennen, veel geleerd 
en steun gekregen. Zonder hen was dit proefschrift nooit tot stand gekomen en daarom 
wil ik iedereen bedanken in dit stuk.  
 
Allereerst wil ik mijn promotieteam bedanken die mij het vertrouwen hebben gegeven 
om deze uitdaging aan te gaan: mijn promotoren Angelique de Rijk en Hans Bosma, en 
copromotor Inge Houkes. Tijdens de sollicitatieronde bleek dat ik niet aan alle vinkjes 
voor een typische promovenda voldeed, maar mijn praktische insteek heeft er toch 
voor gezorgd dat we samen een heel mooi traject hebben neergezet. Jullie 
betrokkenheid en begeleiding tijdens mijn promotie hebben gezorgd voor een mooie 
groei in mijn wetenschappelijke loopbaan, maar hebben mij ook gevormd tot wie ik nu 
ben. Mijn promotie kende pieken en dalen, vooral tijdens de coronaperiode, maar er 
was altijd wel iemand bij wie ik terecht kon. Soms maakten jullie het mij niet makkelijk 
na een promotieoverleg. Ik liep naar buiten met drie verschillende versies van 
schriftelijke feedback, met veel pijlen en verschillende handschriften. Toch zorgde deze 
feedback weer voor een beter en inhoudelijk stuk. Heel veel dank voor alles.  
 
Angelique, ik ken jou sinds mijn master Work, Health and Career waar jij mijn 
thesisbegeleider was. Ik bewonder jouw gedreven persoonlijkheid en expertise op het 
gebied van arbeid en gezondheid. Je feedback was vaak in de vorm van suggesties, 
waardoor het nog steeds ‘mijn’ eigen stuk bleef. Dank voor jouw nauwe betrokkenheid 
en begeleiding. Vaak na een promotieoverleg liep ik weer met een stapel boeken naar 
buiten voor inspiratie. Op een gegeven moment stonden er meer boeken bij mij in de 
kast dan bij jou. Tot slot hebben de congrestripjes ervoor gezorgd dat we elkaar ook op 
een andere manier hebben leren kennen. Dank je wel voor alles! 
 
Hans, een sociaal epidemioloog in hart en nieren. Jouw kritische noot en gerichte 
feedback, zoals “Kan het niet wat korter en kraakhelder”, hielden mij altijd scherp. 
Terwijl  ik soms 200 woorden nodig had, wist jij het in slechts 25 woorden uit te 
drukken (hoe dan?!). Op het einde lukte dit mij steeds beter, maar goed, een mens kan 
niet overal goed in zijn hè. Vanwege het kwalitatieve karakter van het onderzoek, miste 
jij soms de cijfertjes, maar we hebben dit goedgemaakt in het laatste artikel. Je was 
altijd betrokken in mijn werk en welke fietsrondjes ik weer had gemaakt door het 
Heuvelland in het weekend. Dank voor alles! 
 
Inge, jou ken ik al een tijdje. Tijdens mijn bachelor European Public Health was jij mijn 
thesisbegeleider. Als ik een dagelijkse begeleider voor iemand moet aanwijzen dan ben 
jij dat! Wat een mooi mens ben jij. Jouw deur stond altijd letterlijk en figuurlijk open. 
Inhoudelijk ben jij de ideale sparringpartner voor alles. Als ik weer met een vaag ideetje 

A

231



Addenda 

230 

kwam, wist jij snel tot de kern te komen en dacht je met me mee. Samen hebben we 
vele kilometers gemaakt op de snelweg om interviews af te nemen bij bedrijven. Op 
een gegeven moment werden we al door de mannen herkend: “Ah daar zijn de dames 
weer”. Op de terugweg konden we dan alles even doorspreken wat we hadden 
gehoord. Vaak stond mijn kantoordeur open en hoorde ik je voetstappen op 
vrijdagmiddag al aankomen om even te kletsen over van alles en nog wat, vaak niet 
gerelateerd aan werk of onderzoek. Dank je wel! 
 
Graag wil ik de zeven organisaties bedanken die hebben deelgenomen aan mijn 
onderzoek en hun tijd, energie en moeite hebben geïnvesteerd. Ik wil iedere deelnemer 
oprecht bedanken voor hun openheid, want zonder jullie zouden we waardevolle 
inzichten hebben gemist. Daarnaast wil ik ook de projectleiders bedanken die Gezond 
HR intern hebben gefaciliteerd. Ik weet dat het niet altijd even makkelijk was, maar 
door jullie assertieve en positieve houding zijn we heel ver gekomen. Chapeau en dank 
hiervoor. 
 
Thank you, Eleonora and Pauline, my two co-authors. Eleonora, we worked together on 
the first article. You were always eager to work on the review and your Italian attitude 
was amazing. Pauline, I supervised you during the last year of my PhD, and I appreciate 
your hard work and the effort you put in to publish the article with me afterwards! 
 
Een groot deel van mijn promotietraject bestond uit de ontwikkeling van Gezond HR – 
Samen aan de slag! Dank aan de mannen van Rock the web voor hun waardevolle 
bijdrage aan het ontwerpen en de ontwikkeling van de prachtige web app Gezond HR. 
Dit was toch wel het visitekaartje voor het onderzoek. 
 
Marike Mulder, jij was betrokken als externe adviseur tijdens de ontwikkeling van 
Gezond HR. Jouw inzichten en gedachtegang hielden ons scherp. Bedankt voor deze 
adviezen en de fijne gesprekken die we hebben gehad over mijn verdere loopbaan.  
 
Daarnaast wil ik graag de leden van de beoordelingscommissie: Prof. dr. F.R.H. Zijlstra, 
Prof. dr. H. Anema, Prof. dr. D. van Dierendonk en Dr. A. Meershoek, hartelijk bedanken 
voor het beoordelen van mijn proefschrift. Ook dank aan Prof. dr. Lex Burdorf, Prof. dr. 
IJmert Kant en Prof. dr. Tinka van Vuuren voor het lezen van mijn proefschrift en voor 
jullie deelname aan de oppositie tijdens de verdediging.  
 
Ilse Modder, jouw creatieve brein heeft gezorgd voor een mooie inspirerende kaft van 
mijn proefschrift. Na ons telefoongesprek was je direct in staat om een gerichte kaft te 
ontwerpen. Bedankt hiervoor en natuurlijk ook voor de gezellige telefoontjes.  
Oud-collega’s van SOCMED, dank voor jullie interesse en betrokkenheid bij mijn 
onderzoek. De gezellige teamuitjes en kerstdiners zal ik zeker missen. De 
wijnproeverijen, huifkarritten, fietstochten en schapendrijven ga ik niet snel vergeten. 
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Als mijlpaal kon ik tijdens het laatste teamuitje even lekker mijn eigen gang gaan als 
mol en af en toe een schaap de andere kant op drijven of het hekje omduwen. Isel, 
bedankt voor de gezellige kletsmomenten en voor het regelen van alle praktische zaken 
rondom het project. De spam-mailtjes zijn nu verleden tijd. Ik wil ook graag mijn 
kamergenootjes 0.108, Esther, Jeroen, Bengi, bedanken. Ondanks dat we afwisselden 
met de kantoordagen, was er altijd tijd om even bij te kletsen als we samen op kantoor 
waren. Dank hiervoor en succes met jullie promotie! 
 
Anne, Rowan, Teuni, de meiden van HSR. Waar een keukentje in hetzelfde gebouw al 
niet goed voor is. Jullie zijn allemaal iets eerder begonnen met jullie PhD dan ik en toen 
ik destijds de enige interne PhD’er op onze afdeling was, ben ik op zoek gegaan naar 
andere PhD’ers. Et voilà, daar waren jullie. Teuni, jouw Brabantse gezelligheid zorgde 
altijd voor een lach op mijn gezicht en voelde ook een beetje als thuis naast al die 
Limburgers. Bedankt voor alle gezelligheid en vooral inhoudelijke tips bij het afronden. 
Rowan, samen lunchen, theetjes drinken en puppypraat, ik denk dat dit wel een mooie 
samenvatting is. In de laatste fase heb ik heel veel aan je gehad om informatie te 
vragen rondom het afronden (werd je niet gek van al mijn vragen?). Anne, altijd 
wanneer je ‘s ochtends onderweg was naar je eigen kantoor, klopte je 9 van de 10 keer 
even aan bij mij. Je was altijd geïnteresseerd. Jouw Zeeuwse nuchterheid en vrolijkheid 
sieren je. Bedankt meiden voor jullie gezelligheid, steun, tips en dat ik bij jullie 
promoties mocht zijn! 
 
Hanneke, jij werkte aan een van de andere projecten van ‘werk(en) is gezond’. Het was 
altijd leerzaam en vooral gezellig om met jou te sparren. We belden veel met elkaar om 
bij te praten over alle PhD-perikelen en onze projecten. Aan het einde mochten we ook 
samen een workshop organiseren met Agnes Meershoek, Dorrit Biermann en Lotte 
Thissen over onze participatieve benaderingen op het ZonMw-congres Werk, Inkomen 
en Gezondheid. Dank voor je gezelligheid en vooral nuchterheid! 
 
Tot slot wil ik ook Annelies en de nieuwe collega’s bij Reumatologie bedanken. Ik werd 
warm verwelkomd in jullie kantoor, waar mijn naam al bij de vlaaien-teller stond 
genoteerd. Annelies, dank je wel dat ik naast mijn nieuwe baan ook tijd kreeg om mijn 
promotie goed te kunnen afronden.  
 
Dan wil ik nu graag mijn lieve vrienden en familie bedanken. Zonder jullie is het leven 
toch iets minder leuk.  
 
Madelon en Eva, ooit zijn wij samen het avontuur in Maastricht begonnen tijdens de 
bachelor en vormden we samen Totally spies. De afgelopen vijf jaar zijn jullie altijd 
betrokken geweest. Af en toe een lief kaartje met ‘Working from nine till wine’ deed 
vooral wonderen in de laatste fase. Dank voor jullie steun en liever te dik in de kist dan 
een feestje en een bitterbal gemist! 
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Vriendjes en vriendinnetjes uit Maastricht, dank voor jullie support, maar vooral voor 
de afleiding met feestjes, vastelaovend, terrasjes en etentjes. Rianne, jouw 
onvoorwaardelijke support met macarons, eclairs, muffins, binge avondjes ‘Emily in 
Paris’ en lieve kaartjes hebben geholpen zodat ik in ieder geval niet ben afgevallen . 
Ook de vele fietsrondjes met jullie meiden, Jennie, Nadine en Rianne, hebben ervoor 
gezorgd dat ik even lekker mijn hoofd kon leegmaken. Bedankt! 
 
Lotte, ik leerde je kennen tijdens een cursus in Nijmegen. In de trein kwamen we 
erachter dat we allebei van wielrennen houden en een week later vlamden we de 
Cauberg op (of toch de Piemert?). Samen zaten we in het bestuur bij Medical Business 
Projects en inmiddels ben je een goede vriendin geworden. Ook jij snapt de PhD-humor 
en je durfde het aan om samen met mij een week op workation te gaan in Wolfheze of 
all places. In de laatste fase hebben we samen op kantoor gezeten om elkaar te 
motiveren en richtte ik in een melige bui ‘Bock BV’ op voor al uw ‘pokke’ klussen. De 
vele lunchwandelingen en etentjes (plus biertjes) hielpen om lekker te ventileren over 
alles en iedereen. Het belangrijkste is dat we vooral veel hebben gelachen. Het was 
daarom ook niet zo lastig om jou te vragen als paranimf, dank daarvoor dat jij aan mijn 
zijde wilt staan. Heel veel succes met het afronden van jouw proefschrift, Bock!  
 
Yoy, mijn tweede paranimf (of moet ik Tinkerbel zeggen?). Wij werden vriendinnen 
tijdens onze Master en we waren een sterk duo in al onze gezamenlijke papers. Toen ik 
vertelde dat ik ging beginnen aan een PhD, zei jij als eerste: “Dan wil ik wel jouw 
paranimf zijn”. Daar heb ik je altijd aan gehouden en ben ik ook super trots op! 
Wanneer ik weer vastzat in een onmogelijk stuk, was jij altijd bereid om even mee te 
lezen, waardoor ik weer nieuwe inzichten kreeg. Ook al woon je niet meer in 
Maastricht, we hebben na al die jaren nog steeds een hechte vriendschap. Ik bewonder 
hoe authentiek jij bent en hoe je in het leven staat. Waarschijnlijk kan je niet bij mijn 
promotie zijn omdat je dan op de roze wolk zit. Ik wens je heel veel succes met deze 
nieuwe levensfase en voor jou komt ook ooit dit moment om Dr. Bergs te worden!  
 
Anne, lief vriendinnetje en tevens bonus paranimf als Yoy aan het genieten is van haar 
kindje. Echte vriendschap vergaat niet, dat is wel een beetje ons motto. Onze 
vriendschap gaat al terug naar de middelbare school. In goede en slechte tijden zijn we 
er voor elkaar. De afgelopen jaren spraken we veel af in Eindhoven, Antwerpen of 
Maastricht, onze drie steden. Ook zijn we hechte reismaatjes en beleven we mooie 
avonturen samen, wat soms ook zorgt voor vijf jaar minder leven door de stress 
(mexicooooo!) . Dank je voor de steun en onze mooie vriendschap! 
 
Rik, Roel, Elske en Lieke, lieve broers en schoonzussen. Rik, toen ik vertelde dat ik een 
promotietraject ging doen, was jouw eerste reactie: “JIJ?!”. Na 5 jaar kan ik zeggen: jup, 
jouw kleine zusje heeft het toch geflikt. Roel, jij was altijd geïnteresseerd en wilde gelijk 
mijn gepubliceerde artikelen lezen, maar of je ze echt hebt gelezen weet ik niet . 
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Elske en Lieke, bedankt voor jullie support en interesse in dit traject. Ook al zijn er 
periodes geweest dat ik weinig in Brabant was, nu heb ik weer meer tijd om gezellig te 
doen en met mijn lieve nichtjes te knuffelen.  
 
Lieve schoonfamilie, jullie ben ik natuurlijk niet vergeten. Dank jullie wel voor de 
betrokkenheid en interesse al die jaren. Jullie staan altijd voor ons klaar! 
 
Lieve papa en mama, jullie hebben er altijd voor gezorgd dat ik nooit iets tekortkwam 
en ik ben blij dat jullie mij altijd hebben gesteund in de keuzes die ik heb gemaakt. Niets 
is onmogelijk, ooit begonnen op het vmbo en nu een PhD in the pocket.  
 
Papa, alles is mogelijk zolang je er zelf in gelooft. Ik heb het doorzettingsvermogen in 
ieder geval niet van een vreemde. Toen ik mijn eerste gepubliceerde artikelen 
doorstuurden, was jouw eerste vraag: “Kan het niet wat korter met wat meer 
plaatjes?” Tja, kon dat maar hè, dan was het leven een stuk makkelijker. Je vroeg altijd 
naar mijn onderzoek en jouw netwerk heeft ook flink geholpen. Soms was ik niet ‘in the 
mood’ om thuis over mijn onderzoek te praten en wilde ik gewoon even over koetjes 
en kalfjes praten. Toch gaf je mij altijd boeken mee voor verdere inspiratie en dacht je 
mee over krachtige stellingen. Onze wens is nog altijd om als vader en dochter richting 
de Noordkaap te rijden. Nu heb ik meer tijd en kunnen we deze droom werkelijkheid 
laten worden! 
 
Mama, jouw onderwijzershart is ook in mijn aderen doorgesijpeld. Ik had nooit gedacht 
dat ik het geven van onderwijs zo leuk zou vinden. Alhoewel de passie die jij voor ‘jouw 
kindjes’ had, ik nooit zal evenaren. Net als papa was jij altijd betrokken en een 
luisterend oor als ik weer even een dipje had. Even samen lekker winkelen en lunchen 
deed dan wonderen. Wanneer ik terugkwam naar Brabant, was Hotel Mama weer 
open, waar je zorgzame kant sterk naar voren kwam. Dank je hiervoor! 
 
Roel, save the best for last – al meer dan 10 jaar ben jij aan mijn zijde als mijn echte 
Mestreechteneer. Meerdere malen heb je gezegd: “Oh, ik hoef niet in je dankwoord, 
want ik heb niet veel gedaan.” Nou, nee, dat is niet helemaal waar. Je hebt mij altijd 
gesteund en zorgde voor balans. Wanneer ik weer een stressbui kreeg (en die waren er 
best vaak), hielp jouw rust, nuchterheid en relativeringsvermogen. Jij leeft in het hier 
en nu en bent een echte levensgenieter. Dit hielp mij om mijn serieuze kant af en toe 
los te laten. Iedere mijlpaal die ik bereikte, grepen we aan om te vieren met een etentje 
of een biertje op het terras. Een jaar geleden kwam ook onze witte sneeuwbal bij ons, 
Noa. Ons vriendinnetje dat zorgt voor plezier. De beste therapeut heeft een vacht en 
vier voetjes hè (mits ze geen wiet, een pad op eet en wordt doorboort door een stok). 
Leeve sjat, bedankt voor alles en jouw liefde. Ik kijk ernaar uit om weer heerlijk met jou 
te gaan reizen en nog meer avonturen te beleven! 
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