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ABSTRACT

Objective: To evaluate the process of workers’ health surveillance (WHS) targeting work 
functioning and mental health of health care professionals, alongside a randomized 
controlled trial comparing two strategies. 
Methods: Nurses and allied health care professionals working in one hospital were 
invited. Process indicators were assessed using methods such as questionnaires and track-
and-trace data. 
Results: All participants (32%; N = 369) received screening and personalized feedback. In 
group 1, 41% went to a preventive consultation with their occupational physician. Protocol 
adherence of participating occupational physicians (n = 5) was high. They regarded the 
WHS mental module to be meaningful. In group 2, 16% logged into an e-mental health 
intervention. Most participants would appreciate a future offer of the WHS. 
Conclusions: The WHS mental module was well received, and fitted in the occupational 
health service activities. Nevertheless, response and compliance should be improved.
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Working in health care places high mental demands on employees (e.g. Suresh et al.,1 
Magnavita et al.,2 Buurman et al.,3 Oginska-Bulik.4 Nurses, the largest occupational group in 
hospitals, are at higher risk of developing mental health problems than other human 
service and other health care workers.5 Not only does their work pose a threat to their 
mental health but suffering from mental health complaints also impairs their work 
functioning. Gärtner and colleagues6 showed that when nurses have impaired mental 
health, impairments in various aspects of their work functioning may also exist, including 
task-related, intrapersonal, and interpersonal aspects. Furthermore, impairments in work 
functioning can have serious effects not only for the nurses themselves but also for 
patients and their safety.7 Adding to this, the shortage of nurses8 increases the importance 
of sustainable labor participation. Consequently, it is essential to keep nurses mentally fit 
so they can continue to meet the high mental demands of modern-day work.

In the Netherlands, the occupational health care that is provided for employees with 
mental health problems can be considered effective. Care, according to the occupational 
physicians’ (OPs’) guidelines for treating employees who are absent from work because of 
impaired mental health, has been demonstrated to improve mental health and to facilitate 
return to work.9,10 Nevertheless, employees often do not seek help for their mental health 
complaints, and the occupational health service (OHS) in the Netherlands often does not 
come into view until the employee is sick-listed. To ensure that early help can be provided 
before impaired work functioning and mental health problems worsen to the extent that 
employees cause serious incidents or call in sick, preventive actions are needed. Early 
identification of impaired work functioning and mental health complaints to provide 
timely help may be a first step in the prevention of more serious consequences for the 
mental health and safety of nurses and their patients.

One possible strategy for the early identification of impaired work functioning and mental 
health complaints is to periodically offer employees a mental module of a workers’ health 
surveillance (WHS). The WHS is an important component in the practice of occupational 
health care. It aims to detect negative health effects of work at an early stage to enable 
timely interventions.11 Legislation in the Netherlands dictates that employers should 
periodically enable employees to undergo such an examination that is aimed at preventing 
or reducing the risks that the work poses for the employee health. 

Little is known about WHS targeting mental health effects (e.g. Plat et al.12). With a WHS 
mental module, help-seeking behavior might be stimulated and work functioning and 
mental health might be improved. The Mental Vitality @ Work study was developed to 
examine the effects of a job-specific WHS mental module for nurses and allied health care 
professionals on help-seeking behavior, work functioning, mental health, and well-being 
by means of a cluster-randomized controlled trial design.13 The WHS mental module 



76

CHAPTER 4

combined screening and personalized feedback with interventions. Two different 
strategies were compared: a strategy in which an OP was involved, and an e-mental health 
care (EMH-care) strategy in which a tailored choice of online self-help mental health 
interventions was offered immediately after online screening. The effectiveness and 
cost-effectiveness of these two strategies on the study outcomes are presented in a 
separate article.

This process evaluation was performed alongside the Mental Vitality @ Work study to offer 
insight into the black box of the intervention.14-16 The process evaluation offers more 
detailed information on the content of the intervention, and can shed light on the extent 
to which the intervention was applied to the targeted population as intended (e.g. 
compliance, adherence, satisfaction). Furthermore, it can offer insight into the factors of 
success and failure of the intervention and thus provide possible targets to improve the 
intervention.17 To gain insight into the two interventions that were compared in the Mental 
Vitality @ Work study, the following aims were formulated for the process evaluation:
1. To describe the participants’ response and compliance to the intervention
2. To describe the participants’ perspectives on the WHS mental module
3. To describe the OPs’ adherence to the consultation protocol
4. To describe the OPs’ perspectives on the WHS mental module

METHODS

Study design
The Mental Vitality @ Work study was designed as a cluster-randomized controlled trial, 
with block randomization carried out at ward level.13 The complete trial, described by 
Gärtner and colleagues,13 included two intervention groups and one control group. This 
process evaluation focuses on the two intervention groups: 1) the occupational physician 
care (OP-care) group, who received screening, personalized feedback, and an invitation 
for a preventive consultation with an OP, and 2) the EMH-care group, who received 
screening, personalized feedback, and an invitation to follow an e-mental health 
intervention. The medical ethics committee of the Academic Medical Center, Amsterdam, 
approved the trial. All participants gave their written informed consent before taking part 
in the study.

Participants
The study population of the complete trial consisted of all nurses, including surgical 
nurses and anesthetic nurses, and allied health care professionals working in one academic 
medical center in the Netherlands. All eligible employees were invited to take part in the 
study, which for the complete trial added up to 1,731 employees working in 86 wards. 
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After randomization, 591 employees were assigned to the OP-care group and 579 
employees to the EMH-care group, together working in 57 wards. Participants were 
included if they were not, or were not expecting to be on sick leave for more than two 
weeks at the start of the study.

Procedure
At the start of the study (March 2011), the potential participants received an invitation in 
their work e-mail accounts to take part in the study. It was possible to discontinue the 
questionnaire and complete it after logging in again, within six weeks. 

After completing the baseline questionnaire, participants immediately received their 
personalized feedback electronically, as well as the intervention specific to their study 
group. The first follow-up questionnaire after three months and the second follow-up 
questionnaire after six months were sent to the baseline participants.

Recruitment strategy
The board of management of the academic medical center and the works council were 
informed about all details of the study and gave their consent. An advisory committee 
was formed with the head of Human Resources, the head of the in-house OHS, a nursing 
director, and a director of a ward with allied health care professionals. The works council 

Table 1  Recruitment and information activities.

Recruitment and information activities 

Preceding the start of the study and each follow-up questionnaire

  Extensive information to nursing directors, head nurses, and managers of allied health care 
professions

 Information letter to home address of eligible participants

  Announcement of a lottery for a wellness weekend voucher (only for follow-up 
questionnaires)

During period in which questionnaires could be filled out

 Information in employee magazine

 Posters in staff rooms and public places

 Banner and information on intranet

 Giveaways and flyers in staff rooms and public places

 Three e-mail reminders for each questionnaire

  Reserved computer rooms to facilitate filling out the questionnaire (only for baseline 
questionnaire)

 Ad hoc personal assistance if needed (e.g. with logging into questionnaire)
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and the advisory committee were regularly informed about the progress of the study.  
All recruitment and information activities that were used during the trial are presented  
in Table 1.

Interventions
The OP-care intervention and the EMH-care intervention both consisted of online 
screening and immediate feedback on personal screening results on work functioning 
and mental health outcomes, followed by a group-specific intervention.

Screening and personalized feedback
At baseline, participants were screened on impaired work functioning, distress, 
work-related fatigue, risky drinking behavior, depression (including suicide risk), anxiety 
(including panic disorder), and posttraumatic stress disorder (see Table 2 for information 
on the instruments and cutoff points that were applied). The work relatedness of any 
mental health complaints was also assessed. The participants received feedback on their 
personal screening results in two ways: on-screen, immediately after filling out the 
baseline questionnaire; and in an e-mail sent to the address they provided to this end.

OP care
For participants in the OP-care group who screened positive on impaired work functioning, 
on any mental health complaints, or on both, the personalized feedback was followed by 
an invitation for a face-to-face preventive consultation with their own OP, within two 
weeks. They were then sent a letter, to their home address, with an appointment for this 
consultation. The consultation was voluntary, and supervisors were not informed about it.

A consultation protocol was written, which was based on interviews with the participating 
OPs to elicit their current practices and on the evidence-based guidelines for OPs’ 
treatment of employees with mental health problems.10,33 It consisted of seven steps: 1) 
discussing expectations; 2) discussing screening results and the characteristics of work 
functioning and mental health complaints; 3) discussing possible causes in the private, 
work, and health condition and consequences for work functioning; 4) identifying the 
problem and offering rationale; 5) giving advice on how to tackle health complaints, how 
to improve work functioning, how to prevent consequences of impaired work functioning, 
and how to communicate with the supervisor about work functioning and mental health; 
6) discussing possible follow-up or referral to other health care providers; and 7) 
summarizing the consultation. All participating OPs received a three-hour training in 
using the protocol for the consultations. 
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E-mental health care
For participants in the EMH-care group, the personalized feedback was followed by a 
tailored choice of self-help e-mental health interventions. Participants who screened 
positive on one or more mental health aspects were invited to follow one or more 
e-mental health interventions. Participants who screened negative on all mental health 
aspects were invited to follow an e-mental health intervention aimed at enhancing and 
retaining mental fitness. The e-mental health interventions were developed as stand-alone 
interventions by the Trimbos Institute (the Netherlands Institute of Mental Health and 
Addiction) at an earlier stage. The e-mental health interventions were as follows:
• Psyfit:34 aimed at enhancing mental fitness.
• Strong at Work: aimed at gaining insight into work stress and learning skills to cope 

with work stress.
• Colour Your Life:35-40 aimed at tackling depressive symptoms.
• Don’t Panic Online:41-45 aimed at reducing panic symptoms for subclinical and mild 

cases of panic disorder.
• Drinking Less:46,47 aimed at reducing risky drinking behavior.

To tailor the specific choice of e-mental health interventions to the individual’s work 
functioning and mental health state, an algorithm was developed by the researchers. For 
example, if screened positive on (partly) work-related depression, participants were 
advised to choose one of the following interventions: Colour Your Life, Strong at Work or 
Psyfit. In case of positive screening on work functioning, participants received an on-screen 
educational leaflet on how to improve their work functioning.

Data collection
Several methods were used to collect data for the process evaluation. Table 3 offers a 
schematic presentation of the process evaluation elements and the methods used to 
measure these elements.

Participants’ response and compliance to the intervention
To determine response, the researchers registered the number of participants who took 
part in the study. In the OP-care group, whether participants were sent an invitation for a 
preventive consultation and whether they came to the appointment was recorded by the 
OHS. Furthermore, three self-report process indicators (prescripted answers) were used to 
measure compliance (received advice during the preventive consultation and followed 
this advice, and discussed personalized feedback, advice, or both with supervisor). Reasons 
were asked for not going to the consultation and not following the OP’s advice 
(open-ended). 
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Participants in the EMH-care group who logged into an e-mental health intervention 
were followed using track and trace, which means that the intervention automatically kept 
track of the activities of the participants in the e-mental health intervention. Whether 
participants logged into an e-mental health intervention at least once and the number of 
modules on which they started were used as indicators. Compliance was further assessed 
with two self-report indicators (prescripted answers) (followed the advice in the on-screen 
educational leaflet on how to improve work functioning and discussed personalized 
feedback, advice or both with supervisor). Reasons were asked for choosing a specific 
e-mental health intervention and for not following an e-mental health intervention 
(open-ended). Participants could also explain why they did or did not follow the advice on 
how to improve their work functioning (open-ended). 

Participants’ perspectives on the WHS mental module
The participants’ perspectives on the WHS mental module encompassed four aspects. 
First of all, their perspectives on the preventive consultation and the usefulness of the 
advice that was given (OP-care group, prescripted answers) and on the e-mental health 
interventions (EMH-care group, graded) were asked. Second, it was assessed whether 
they would want to receive their personalized feedback (both groups) and an invitation 
for their OPs differently in future (OP-care group) (prescripted answers). In addition, the 
participants’ perceptions of the effectiveness of the advice that was given by the OP 
(OP-care group) and of following the e-mental health interventions and the advice on 

Table 3   Elements of the process evaluation and the methods used to measure  
each element.

Elements Measurement

Re
gi

st
ra

tio
n

re
se

ar
ch

er
s

Re
gi

st
ra

tio
n 

O
H

S

C
he

ck
lis

t  
O

Ps

Tr
ac

k-
an

d-
Tr

ac
e 

EM
H

Q
ue

st
. a

ft
er

3 
m

o

Q
ue

st
. a

ft
er

6 
m

o

Q
ue

st
.

O
Ps

In
te

rv
ie

w
O

Ps

Participants’ response X

Participants’ compliance X X X

Participants’ perspectives X X X

OPs’ adherence X X

OPs’ perspectives X X

EMH, e-mental health; OHS, occupational health service; OPs, occupational physicians, Quest., questionnaire.
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how to improve work functioning (EMH-care group) were asked (prescripted answers). 
Last, participants in both groups were asked about their preferences regarding future 
implementation of the WHS mental module (prescripted answers). For participants in the 
OP-care group who came to the preventive consultation, the OPs recorded whether the 
participants felt that their screening results indeed reflected their mental health condition 
and work functioning (completely/partially/not). 

OPs’ protocol adherence
The OPs filled out a checklist for each preventive consultation they held, containing four 
questions with prescripted answers (completion of each step of the consultation protocol, 
advice given to the employee, referral of the employee, and scheduled follow-up). In 
addition, the OHS recorded how many follow-up consultations the participants went to  
in the six months after baseline.

OPs’ perspectives on the WHS mental module
The OPs’ perspectives encompassed their perspectives on the WHS mental module  
as performed in the study and their perspective and preferences regarding future 
implementation of a WHS mental module. These aspects were measured by means of  
a short questionnaire and a semistructured group interview, after all the preventive 
consultations had taken place. 

Statistical analyses
The analyses were performed using the statistical package Predictive Analytics SoftWare 
Statistics 18 (SPSS Inc., Chicago, IL) and Microsoft Office Excel 2007. Numerical data were 
analyzed using descriptive statistics. To facilitate interpretation of open-ended questions, 
answers that were similar were clustered. For each cluster, the proportion of the total 
number of answers on that question was calculated. For the results of the semistructured  
group interview with the participating OPs, a summary was given per question and 
presented as a written description.

RESULTS

Participants’ response
In total, 191 participants (32%) in the OP-care group and 178 (31%) in the EMH-care  
group finished the baseline questionnaire and were included in the analyses. Baseline 
characteristics are shown in Table 4. There were 82% and 83% women in the OP-care 
group and the EMH-care group, respectively. The average age of the participants was  
43 years in the OP-care group and 37 years in the EMH-care group. In both the groups, 
nurses constituted the largest number of participants (61% vs 73%).
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In the OP-care group, 151 participants (79%) screened positive on impaired work functioning, 
impaired mental health, or both and were eligible for a preventive consultation. Because 
of a technical and organizational error, 26 of the 151 participants who screened positive 
(17%) were not invited to the OHS. Consequently, 125 participants (65% of the total group) 
were invited to the OHS for a consultation.

In the EMH-care group, 61% screened positive on impaired mental health and were invited 
to follow one or more e-mental health interventions. Those who screened negative on all 
mental health aspects (39%) were offered to follow Psyfit, to retain or enhance their mental 
fitness. Sixty percent screened positive on impaired work functioning and received the 
on-screen educational leaflet on how to improve their work functioning. A large overlap 
existed in those who screened positive on impaired work functioning and those who 
screened positive on impaired mental health: 139 participants (78%) screened positive on 
either impaired work functioning or impaired mental health or both. 

After the baseline questionnaire, it was discovered that five men in the OP-care group and  
12 men in the EMH-care group who scored more than the cutoff point on risky drinking 
behavior accidentally were not classified as such by the technical system. For two and 

Table 4   Baseline characteristics of study participants.

OP-care (n = 191) EMH-care (n = 178)

n % n %

Sex

 Women 156 82 147 83

Age, yr

 18-24 12 6 29 16

 25-34 42 22 62 35

 35-44 44 23 24 14

 45-54 60 31 44 25

 55-64 33 17 19 11

Occupation

Nurse 116 61 129 73

 Nurse practitioner 12 6 11 6

 Surgical nurse 12 6 0 0

 Anesthetic nurse 12 6 0 0

Allied health care professionals 29 15 31 17

Other 10 5 7 4

OP, occupational physician.
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nine of these participants, respectively, risky drinking behavior was the only aspect they 
screened positive on. Thus, risky drinking behavior was not mentioned in their personalized 
feedback, and for those in the EMH-care group, they were invited for Psyfit instead of 
Drinking Less. 

Participants’ compliance
All 369 participants received the first part of the intervention, consisting of screening and 
personalized feedback. The OHS recorded that 51 of the 125 invited participants in the 
OP-care group (41%) came to the preventive consultation. Most participants (80%) 
reported not to have gone to the consultation because they regarded it as unnecessary. 
Of those who went and received an advice from his or her OP, 80% followed that advice 
(see Table 5). Reasons reported for not following the advice were that participants 
regarded it as unnecessary (n = 2) or lack of time (n = 1). 

Track-and-trace data (see Table 6) showed that 28 of the 178 participants in the EMH-care 
group (16%) logged on at least once in one or more e-mental health interventions.  
Five participants logged into two e-mental health interventions. Nine participants (5%) 
started one or more of the modules of which the e-mental health interventions consisted of  
(six participants started with Psyfit and three with Colour Your Life); the other 19 participants 
merely logged in and did not start any of the intervention modules. 

Participants in the EMH-care group chose an e-mental health intervention that fitted their 
complaints the best. No reasons were reported for not following an e-mental health 
intervention. Five participants reported to have followed the advice in the on-screen 
educational leaflet on how to improve work functioning (see Table 5). Not following the 
advice because it was regarded as unnecessary was the most reported reason.

Participants’ perspectives on the study
In Table 7, the participants’ evaluation of the WHS mental module as performed in this 
study and the perceived effectiveness of the interventions are shown. Among the 
participants, 13% in the OP-care group and 17% in the EMH-care group would rather 
receive their personalized feedback differently in the future. Of the participants in the 
OP-care group who came to the preventive consultation, 79% felt that the personalized 
feedback reflected their mental health condition and 70% felt that the personalized 
feedback reflected their work functioning (partially or completely), according to their OPs. 
Almost all of the participants who came to the consultation (97%) felt that they could be 
open and honest with their OPs about their condition. Four participants in the EMH-care 
group graded the e-mental health interventions (range, 1-8). In the OP-care group, nine of 
15 participants felt that the advice helped improve their mental health, work functioning 
or both. 



85

Process evaluation of a mental health module for WHS

4

Table 5   Compliance of participants per study group, based on self-report data.

n %

OP-care

Participants in OP-care group (n = 191)

Reported to have discussed personalized feedback, advice from OP, or both 
with supervisor

122 100

 Yes 16 13

 No 106 87

Received invitation from the OHS for consultation (n = 125)

 Reported reasons for not going to consultation 20 100

Went to consultation (n = 51)

Reported to have received advice from OP on improving mental health,  
work functioning, or both

35 100

 Yes 18 51

 No 17 49

Reported to have followed advice on improving mental health,  
work functioning, or both

20 100

 Yes 16 80

 No 4 20

EMH-care

Participants in EMH-care group (n = 178)

Reported to have discussed personalized feedback, advice, or both  
with supervisor

82 100

 Yes 9 11

 No 73 89

Received on-screen educational leaflet on how to improve work functioning  
(n = 107)

Reported to have followed advice in leaflet 22 100

 Yes 5 23

 No 17 77

Explanation on following advice in leaflet 13 100

EMH, e-mental health; OHS, occupational health service; OP, occupational physician.
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Participants’ preferences for future implementation and the WHS mental module are 
shown in Table 8. In the OP-care group, 79% would or would maybe appreciate to be 
periodically offered a WHS in the future, versus 74% in the EMH-care group. Most of the 
participants in both groups (74% vs 67%) would prefer to receive their personalized 
feedback on the computer or by e-mail. Preferences regarding how to receive advice to 
retain mental health and healthy work functioning differed between the study groups. 
The largest number of participants in the OP-care group (32%) prefers to receive advice 
through e-mental health interventions, while the largest number of participants in the 
EMH-care group (37%) prefer to receive advice in a personal consultation with their OP. In 
both the groups, most participants (60% vs 62%) prefer to make an appointment with 
their OP themselves.

Table 6   Track-and-trace data on participants’ compliance to the intervention.

EMH-care (n = 178)

Modules started on

n Median Range

Strong at Work (8 modules)

 Logged on at least once 7 0 0

Colour Your life (8 modules)

 Logged on at least once 4 2.5 0-4

Don’t Panic Online (6 modules)

 Logged on at least once 0 0 0

Drinking Less (4 modules)

 Logged on at least once 0 0 0

Psyfit (6 modules)

 Logged on at least once 22 0 0-6

% Followed

Psyfit a Minimum Maximum

 Started on module 1 (Feeling positive) 4 (11) (56)

 Started on module 2 (Positive relationships) 1 (25) (25)

 Started on module 3 (Here and now) 2 (32) (32)

 Started on module 4 (Thinking and feeling) 2 (5) (37)

 Started on module 5 (Grip on your life) 3 (4) (44)

 Started on module 6 (Mission and goals) 2 (30) (40)

a  For Psyfit, data are also shown separately per module, because it is the only e-mental health intervention for 
which modules can be followed separately (e.g. it is not necessary to finish module 1 to start with module 2). 
The minimum and maximum percentages that was followed of each module are given for the people who 
started that specific module.
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Table 7   Participants’ evaluation and perceived effectiveness of the WHS mental 
module, self-report data.

Range n %

Evaluation of the WHS mental module as performed in this study

OP-care

Receipt of personalized feedback (n = 126)

 Would rather receive personalized feedback differently in the future 16 13

Personalized feedback reflected mental health condition  
(not self-reported a) (n = 42)

 Completely 20 48

 Partially 13 31

 No 9 21

Personalized feedback reflected work functioning (not self-reported a)  
(n = 46)

 Completely 26 57

 Partially 6 13

 No 14 30

Receipt of invitation for preventive consultation (n = 64)

 Would rather receive invitation differently in the future 11 17

Preventive consultation

 Felt that they could be open and honest during consultation  
(n = 38)

37 97

 Found the advice that was given useful (n = 21) 18 86

EMH-care

Receipt of personalized feedback (n = 82)

 Would rather receive personalized feedback differently in the future 14 17

E-mental health interventions (n = 4)

 Grade given to e-mental health interventions (1, bad; 10, good) 1-8

Perceived effectiveness of the interventions
OP-care

Following OPs advice helped improve mental health, work functioning, or 
both (n = 15)

9 60

EMH-care

Following e-mental health intervention(s) helped improve mental health,  
work functioning, or both (n = 4)

0 0

Following advice on how to improve work functioning helped improve it  
(n = 5)

3 60

a  This was not self-reported by the participants, but by the OPs when the participant had come to the 
consultation. 

OP, occupational physician; WHS, workers’ health surveillance.
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OPs’ protocol adherence
In most consultations, all seven steps of the protocol were followed (Table 9). Expectations 
about the preventive consultations (step 1) were discussed in each consultation, as well as 
the possible causes and consequences of impaired mental health and impaired work 
functioning (step 3). The OPs gave advice in 61% of the 51 consultations. In the remaining 
20 consultations, the OPs regarded giving advice to be unnecessary. Ten participants were 
referred to other health care providers, of whom four were referred to a company welfare 
worker and two to a psychologist. Five employees had another follow-up consultation 
with the OP within six months after baseline.

Table 8   Participants’ preferences regarding future implementation of a WHS  
mental module, self-report data.

OP-care EMH-care

n % n %

Would appreciate periodical offer of WHS 112 100 69 100

 Yes 41 37 23 33

 Maybe 47 42 28 41

 No 24 21 18 26

Would participate in a WHS aimed at mental health and 
work functioning

107 100 68 100

 Yes 39 36 23 34

 Maybe 51 48 33 49

 No 17 16 12 18

Preference to receive personalized feedback 107 100 64 100

 Immediately by the computer, by e-mail, or by both 79 74 43 67

 In a personal consultation with OP 17 16 17 27

 Otherwise 11 10 4 6

Preference to receive tailored advice 104 100 62 100

 Personal consultation with OP 29 28 23 37

 E-mental health interventions 33 32 16 26

  Personal consultation with OP, with opportunity to 
follow e-mental health interventions

23 22 14 23

 Through other in-house health care providers 5 5 1 2

 Through other external health care providers 2 2 1 2

Preference for a consultation with OP 52 100 37 100

 Make an appointment 31 60 23 62

 Receive an invitation for an appointment that is made 21 40 14 38

OP, occupational physician; WHS, workers’ health surveillance.
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OPs’ perspectives on the WHS mental module
Three of the five participating OPs found that the training prepared them well for the 
preventive consultations. Three OPs regarded all steps of the protocol for the consultations 
as useful and performable. All in all, the protocol was regarded to be of use and to fit their 
method of working.

Table 9   Adherence of OPs to protocol during preventive consultations (n = 51).

Elements of protocol adherence Median Range

Adherence to protocol steps

Number of protocol steps followed 7 4 - 7

n %

Adherence to protocol, per step

Step 1: expectations – discussed 51 100

Step 2: screening results – discussed 50 98

Step 3: causes and consequences – discussed 51 100

Step 4: problem diagnosis and rationale – discussed 46 90

Step 5: advice – discussed 45 88

Step 6: follow-up – discussed 35 69

Step 7: summary – discussed 50 98

Advice given to employee

Yes, advice given 31 61

 Yes, aimed at both the person or the complaints and work functioning 15 29

 Yes, aimed at work functioning 11 22

 Yes, aimed at the person or the complaints 5 10

No, no advice given 20 39

 Advice was not needed 20 39

 Did not get round to this step 0 0

Referral of the employee

Employee was referred to other health care provider 10 20

Follow-up

Follow-up appointment not planned 43 86

If needed, the employee can make another appointment 4 8

Follow-up consultation planned within next (6 wks; 4 wks) 2 4

Contact by telephone or e-mail within next 4 wks 1 2
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Discussing the personalized feedback on screening results seemed to be sensitive 
because of participants’ lack of identification with their personalized feedback. The OPs 
felt that it was important to clarify to the participants that their symptoms might be very 
light, thus might not be experienced as an impairment. Nevertheless, the OPs also 
doubted the quality of the screening instruments and the cutoff points that were used in 
the study, particularly the one used for risky drinking behavior. More than half of the 
participants did not come to the appointment, making it difficult for the OPs to plan their 
time efficiently. A solution would be to let employees make their own appointments.

The OPs perceived the supervisors’ and managers’ knowledge and acceptance of the 
study to be marginal and found that the organization did not seem ready for implementing 
a WHS mental module. According to the OPs, the resistance of supervisors and managers 
stemmed from fear to be complained about during the consultation with the OP.

The OPs regarded the preventive consultations to be meaningful. For roughly 50% of the 
consultations, the OPs could mean something to the employees immediately. Nevertheless,  
for the other half of consultations it was also useful, as an introduction to occupational 
health care and to improve the image of the OHS. 

The OPs were asked about their perspectives and preferences regarding future implementation 
of a WHS mental module. Most OPs regarded future implementation as meaningful if  
the WHS mental module would be adapted. Most regarded the chance to be considerable 
that implementation would be successful. The in-house communication could be 
improved by repeatedly informing all layers of the organization and assessing whether the 
message has come across. The OPs thought that they should play an active role in this 
communication and that they could be responsible for personally informing the medical 
divisions and wards. Another point to consider, according to the OPs, was the phrasing of 
personalized feedback, which could be improved in the future to facilitate employees’ 
interpretations.

DISCUSSION

Response of the OP-care group and the EMH-care group was 32%. All participants received 
the first part of the intervention, consisting of screening and personalized feedback. Of 
the invited participants in the OP-care group, 41% went to the preventive consultation 
and 80% followed the OP’s advice if this was given. In the EMH-care group, 16% of the 
participants logged into an e-mental health intervention and 5% started it, at least to 
some extent. The advice on improving work functioning, given in an on-screen educational 
leaflet, was followed by 23% of the participants who received it. Of the participants in the 
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OP-care group and in the EMH-care group, 13% and 17%, respectively, would rather 
receive the personalized feedback on their screening results differently in the future. The 
OPs rated that 70% to 80% of the participants who came to the consultation felt that the 
personalized feedback reflected their work functioning and mental health. Moreover, of 
the participants who came to the consultation, almost everyone felt that they could be 
open and honest with their OP. The preventive consultation was perceived effective by 
nine of 15 participants. In both the groups, most participants would appreciate to be 
offered a WHS in the future. The adherence of OPs to the consultation protocol was high, 
as in most cases all steps were followed. The OPs were satisfied with the consultation 
protocol and training and felt that the preventive consultations had been meaningful. 
They also considered it to be meaningful to implement a WHS mental module in the 
future. 

For each participant who came to the preventive consultation, OPs registered whether 
the participants felt that their personalized feedback on screening results reflected their 
mental health condition and work functioning. This was used as one of the process 
indicators of participants’ evaluation of the WHS mental module. It would have been more 
accurate to assess this indicator at the employee level rather than the OP level for two 
reasons: the information would have been received of both groups and not only of the 
OP-care group, and it would have given a more accurate evaluation because it would not 
have been given through another person.

Recruitment for the study was time-consuming. Nevertheless, it was found useful, as a 
surge in participation was observed after most of the recruitment activities. The response 
rate in this study is similar to that in other studies in which employees were screened on 
mental health complaints48-50 or on general health risks.51 

Some of the reasons that were given for not participating in this study were feeling 
overloaded with research (because the employees of the academic medical center are 
asked to take part in many other research projects), fear of privacy (although anonymity of 
their enrolment was stressed), and the extensive questionnaire (it took about 30 minutes 
to fill out). Furthermore, in general, personal benefit is important in the decision to 
participate in research.52 The study might have attracted employees who felt that 
reflection on work functioning and mental health and a possible intervention would be 
useful or necessary to them. This idea is supported by the high percentages in both groups  
who screened positive on impaired work functioning, impaired mental health, or both. 

An important aspect to discuss here is the difference between the two study groups in 
compliance of the participants to the intervention. In the OP-care group, compliance was 
fairly high. It was not expected that everyone would come to the consultation with their 
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OP when invited, because the offer of the consultation had a preventive nature. 
Nevertheless, compliance in the EMH-care group was low. Self-help e-mental health 
interventions often have shown to have low compliance rates.53 In a study with participants 
who wanted to work on their depressive complaints,35 it was found that of the people 
who were randomized to follow the e-mental health intervention Colour Your Life, 36% 
followed it to an adequate extent (at least five sessions). In a further study,54 several barriers 
were identified that participants of Colour Your Life experienced, such as experiencing a 
lack of identification with and applicability of the e-mental health intervention and 
inadequate computer and Internet skills, equipment, or location. It is possible that these 
aspects played a role in the low compliance of the nurses and allied health care 
professionals in this study. We observed that some of the participants experienced 
problems with logging into the interventions, because of not only inadequate computer 
skills but also technical problems. A further barrier might have been that nurses and allied 
health care professionals are people-oriented employees, possibly making e-mental 
health interventions too impersonal for them. 

Last, this study regarded a preventive setting in which the e-mental health interventions 
were offered without the participants specifically asking for any intervention. To our 
knowledge, using e-mental health interventions in a preventive WHS setting for health 
care employees has not been researched before. It should be investigated how the 
e-mental health interventions can be improved to make them more appealing for nurses 
and allied health care professionals and to increase compliance. Nevertheless, we 
expected that undergoing screening and receiving personalized feedback would form an 
intervention in itself, because it might be encouraging to think about one’s own work 
functioning and mental health and to seek help if needed.

A possible improvement of the WHS mental module would be to combine the two 
strategies that were compared in this study. The employees could be screened online and 
given feedback on their personal screening results on-screen or through e-mail as found 
preferred by the participants. They could then either choose to see their OP in a preventive 
consultation or choose to start an e-mental health intervention. For a preventive 
consultation, the participants in this study prefer to make an appointment with their OPs 
themselves, which was also suggested by the OPs as an adaptation of the WHS mental 
module. The combination of the OP-care and the EMH-care would fit the participants’ 
preferences found in this study. In the preventive consultation, the OPs could also offer an 
e-mental health intervention (possibly under the guidance of the OP), if this is deemed 
appropriate and if it suits the employee’s preference. This would also make the WHS 
mental module more personal and possibly more suited to nurses and allied health care 
professionals.
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CONCLUSIONS

It is possible to include a WHS mental module for nurses and allied health care professionals 
in the OHS activities. The WHS mental module was well received by the nurses and allied 
health care professionals who participated in the study. It should be investigated how to 
improve the response and the compliance to the intervention. 
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