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How can healthcare professionals be supported to stay healthy and well-functioning at 
work? That is the topic of this thesis. Its main objectives were to assess novice nurses’ 
needs for occupational health support and to evaluate two approaches to a mental health 
module for job-specific workers’ health surveillance for nurses and allied health 
professionals. In this chapter, the main findings are presented. Subsequently, 
methodological considerations of the research are discussed and the findings are 
interpreted. In closing, recommendations for practice and research are made.

MAIN FINDINGS

1.   What are the occupational health support needs of novice nurses to 
keep them healthy and well-functioning in their (future) work?

Using a qualitative study design, 14 nursing students and newly qualified nurses were 
asked about their needs regarding occupational health support (Chapter 2). Findings 
indicated that novice nurses already experience work-related health problems early in 
their career. Reported causes were physical work demands, disagreeable contact with 
others, having to do a lot of work in a limited time, accidents with biological material and 
otherwise being exposed to infectious diseases, working shifts, and making mistakes. 
These risk factors were reported to cause health problems such as musculoskeletal 
problems, stress and worrying, anxiety, fatigue, sleeping problems, and infectious diseases. 
Participants also described experiences with how health problems lead to suboptimal 
work functioning. Reported occupational health support needs were knowledge and 
psychosocial support during nursing education and at the start of a novice nurse’s clinical 
placement or new job. Also, novice nurses reported a need for sufficient knowledge and 
support to deal with psychosocial and physical job demands, throughout a nurse’s career. 

2.   How do nurses, allied health professionals and occupational 
physicians evaluate a mental health module for workers’ health 
surveillance?

The design of the randomised controlled trial studying two approaches to workers’ health 
surveillance (WHS) targeting work functioning and mental health was described in 
Chapter 3. At baseline, 32% of 1,731 invited nurses and allied health professionals 
participated in the randomised controlled trial. The process evaluation alongside the 
randomised controlled trial (Chapter 4) showed that 16% of all participants in the 
e-mental health (EMH) approach group logged into an EMH intervention and 5% started 
following 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. 
In the occupational physician (OP) approach group, of the participants who received an 
invitation for a preventive consultation with their occupational physician, 41% came to the 
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preventive consultation and 80% followed the occupational physician’s advice if this was 
given. Seventeen percent (EMH approach) and 13% (OP approach) of participants would 
rather receive the personalised feedback on their screening results differently in the 
future. The occupational physicians who provided the preventive consultations rated that 
70-80% of the participants who came to the consultation felt that the personalised 
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 occupational physician. The preventive consultation was perceived effective by 
nine of the 15 participants who responded to this question. In both groups, most 
participants would appreciate to be offered a WHS in the future. The adherence of 
occupational physicians to the consultation protocol was high, since all steps of the 
protocol were followed in most of the consultations. The occupational physicians 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 health module in the future. 

3.   What is the effect of an e-mental health approach to workers’ 
health surveillance on the work functioning and mental health  
of nurses and allied health professionals?

Around 80% of participants in the randomised controlled trial screened positive for at 
least mild impairments in work functioning and/or mental health. When comparing the 
EMH approach to the more conventional OP approach (Chapter 5), both groups improved 
over time regarding impaired work functioning. Also, a considerable percentage of 
participants in both groups improved relevantly regarding work functioning (after three 
months: EMH 30% vs OP 46%; after six months: EMH 36% vs OP 41%). Regarding distress, 
work-related fatigue and posttraumatic stress, both groups also improved over time. No 
statistically significant differences were found between the effects of the EMH approach 
and the OP approach on impaired work functioning, distress, work-related fatigue, 
posttraumatic stress and work ability. Differences between the two approaches did not 
exceed the pre-defined criterion of >10 points on work functioning, indicating non-inferi-
ority of the EMH approach compared to the OP approach. However, the OP approach 
group trended towards better performance.

The EMH approach to a mental health module for WHS was also compared to a control 
group in which participants filled out the screening questionnaire (which was also the 
baseline questionnaire), but did not receive screening results and advice or access to 
interventions (Chapter 6). This evaluation showed no significant improvement in the 
EMH approach group regarding impaired work functioning, distress, work-related fatigue, 
posttraumatic stress, and work ability to a larger extent than a control group. Both the 
EMH approach group and the control group improved over time on work functioning, 
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distress, work-related fatigue, and posttraumatic stress, with no statistically significant 
difference between the groups. When including all participants in the analyses and not 
only those who had screened positive on impairments at baseline, the work functioning 
of the EMH approach group further improved between three and six months after 
baseline while this was not the case in the control group. After three months, a relevant 
improvement of work functioning was found for 30% of positively screened participants 
in both groups, while after six months a relevant improvement of work functioning was 
found for 36% of EMH approach participants and 28% of control group participants 
(non-significant difference).

The control group in the randomised controlled trial was a waiting-list group and control 
group participants received the EMH approach to a mental health module for WHS after 
completion of the trial. This meant that their follow-up questionnaire after six months 
formed the screening questionnaire for their intervention. This design enabled combining 
data of the original EMH group and the original control group, to enlarge the group of 
participants who participated in the EMH approach. The effects were studied in full-par-
ticipating nurses and allied health professionals, i.e. those who participated in the pretest 
as well as the posttest. By doing so, we were able to increase our certainty about the 
full-participation effects of the EMH approach to WHS on several outcomes. Evaluating 
this effect of the EMH approach using a pretest-posttest design (Chapter 7) showed that 
it led to a statistically significant improvement of work functioning and work-related 
fatigue over time. In addition, for participants who had logged onto an EMH intervention, 
the approach had a small meaningful positive effect on distress.

4.   What is the cost-effectiveness regarding work functioning of  
two different approaches to a mental health module for workers’ 
health surveillance? 

The cost-effectiveness regarding work functioning of the EMH approach and the OP 
approach compared to the control group as evaluated alongside the randomised 
controlled trial (Chapter 8) showed that the median incremental cost-effectiveness ratio 
in the EMH approach group versus the control group was €4,054 per treatment responder, 
implying higher costs per treatment responder. The EMH approach was associated with a 
high probability of fewer benefits compared to the control group, albeit at less additional 
costs. The median incremental cost-effectiveness ratio in the OP approach group versus 
the control group was −€5,049, implying a cost-saving per treatment responder. The OP 
approach was associated with a high probability that beneficial effects are obtained for 
fewer costs compared to the control group. 
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METHODOLOGICAL CONSIDERATIONS

An important strength of this thesis was that several different research methodologies 
were used to study how healthcare professionals can be supported to stay healthy and 
well-functioning. First of all, a qualitative study gave in-depth insight into the needs of 
novice nurses for occupational health support early in their career. This study offered 
valuable and extensive information on how occupational health support for novice nurses 
could be improved. Secondly, the EMH approach to a mental health module for WHS was 
evaluated using a randomised controlled trial design. In general, this type of design is of 
high quality, which is important to establish evidence on the effects of occupational 
health interventions.1 To increase the external validity, we aimed to design the study as 
‘real life’ as possible. Not individual employees but wards were randomised to one of the 
study groups, which is more consistent with how workers’ health surveillance would be 
performed in practice. Another important strength was the fact that we performed a 
cost-effectiveness analysis, since the economic evidence base for mental health promotion  
is scant.2

To study a mental health module for WHS, we chose to include one large academic 
hospital and to invite all nurses and allied health professionals (N = 1,731) working in this 
hospital for participation in a randomised controlled trial. This made the evaluation a large 
project, with all organisational difficulties that come along with such large projects. A lot 
of attention was paid to informing the organisation and recruiting participants, but it still 
proved hard to make sure that all important stakeholders were well-informed. In addition, 
although the EMH approach to WHS was composed of elements that were known or 
could be expected to have a beneficial effect on work functioning and mental health, the 
low uptake of part of the approach, i.e. the self-help EMH interventions, impeded our 
ability to properly evaluate the effects of the EMH approach to WHS. Also, several wards 
were involved in other change programs at the time of our trial, and therefore participating 
in our trial not always suited them very well. Possibly, paying more attention to contextual 
factors and components of feasibility such as the acceptability and practicality of the 
approach would have improved it and therefore facilitated its evaluation.3,4 In addition, 
this could have enabled gaining more support from management and supervisors of 
each ward, which is advantageous for more successful implementation of interventions.5 
In future, it is recommended to more extensively take into account the context and 
feasibility of a preventive occupational healthcare intervention before evaluating its (cost-)
effectiveness in a randomised controlled trial. Although this procedure potentially requires 
more time and investments, in the long run it might lead to more useful results.
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Method of screening and providing feedback
In all study groups of our randomised controlled trial, we found high percentages of 
participants screening positive for impaired work functioning, impaired mental health, or 
both, indicating that 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. On the other hand, although mental health problems are known to be 
prevalent in healthcare professionals, one might wonder whether our screening method 
was too inclusive. We aimed for high sensitivity since we did not want to miss participants 
who might need help. The instrument which we used to measure and screen for work 
functioning was newly developed and further validation of the applied cut-off values is 
required.6 The cut-off points that we applied for the mental health complaints were all 
validated. However, choosing for high sensitivity is generally associated with lower 
specificity, which might have led to relatively high numbers of false positives in our study. 
In addition, we combined several screening instruments each screening for a separate 
complaint or impairment, which might have added to the probability of screening positive 
for at least one of the complaints or impairments. Nevertheless, applying cut-off points 
with high sensitivity is regarded important in the light of the serious consequences that 
mental health problems and suboptimal work functioning might have for patient safety, 
quality of care and the healthcare professionals’ own health and safety.

The feedback on personal screening results, although personalised, was automatically 
generated and given online immediately after filling out the screening questionnaire as 
well as in an e-mail. We formulated the online personalised feedback mildly, careful not to 
speak of diagnosis or mental health problems, to prevent incorrect interpretation. However, 
we received mixed reactions from some participants regarding the feedback on personal 
screening results. The trial also had a fairly high drop-out rate after the baseline 
measurement, and potential aversion in response to the personalised feedback might 
have played a part in this. This presumption is supported by the fact that the drop-out rate 
after baseline was lower in the control group (who did not receive personalised feedback) 
than in the two intervention groups. Reflecting on personal screening results together 
with a qualified professional such as an occupational physician may lead to less aversion 
and give the opportunity to place the results in the right perspective, helping the 
employee to interpret and understand the feedback as well as prevent the feedback from 
causing distress.7 Therefore, it is recommended to give feedback on screening results in a 
personal and face-to-face consultation instead of offering automatically generated 
feedback. Although the process evaluation indicated that a large proportion of the 
participants would prefer to receive their personalised feedback immediately online or via 
e-mail, this group regarded the ‘full-participating’ employees who probably had not been 
put off by the online feedback.
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Targeting work functioning
Another methodological reflection regards the innovative aspect of targeting both the 
health as well as the work functioning of employees. The main aim of occupational healthcare 
is to keep employees functioning well and as healthy as possible in their work. Therefore, 
information is required about the effect of an occupational health intervention not only on 
health but also on work functioning. When evaluating the effect of preventive occupational 
healthcare interventions targeting mental health on work-related outcomes, mostly sickness 
absence-related outcomes have been investigated.8 However, it might be expected that a 
period of suboptimal work functioning precedes someone going on sick leave. To prevent 
serious consequences of impaired work functioning, it is important to provide support 
earlier. When evaluating the effect of a preventive occupational healthcare intervention,  
it is therefore recommended to include work functioning as an outcome.

Although some studies have evaluated effects of preventive occupational healthcare 
interventions on work functioning,9,10 this has mostly been evaluated using general measures  
of work functioning as opposed to job-specific measures. In addition, to our knowledge, 
job-specific screening for impairments in work functioning has not been applied before.  
In our trial, we used a questionnaire that was specifically developed to measure impaired 
work functioning of nurses and allied health professionals.11 Although this meant that 
participants had to fill out a fairly long questionnaire to measure their work functioning, it 
also meant that the screening results gave more in-depth knowledge on how specific 
aspects of work functioning were affected. Furthermore, advice to improve work functioning 
could be tailored to the individual’s specific impairments. For this reason, it is recommended  
to use job-specific instruments in WHS to screen for impaired work functioning.

INTERPRETATION OF FINDINGS

Although employers and occupational health services are required to pay attention to 
prevention of work-related health problems, the actual execution of preventive activities 
in occupational healthcare leaves much to be desired.12 The research in this study 
underlines the importance of selective prevention for healthcare professionals, as we 
found that novice nurses already experience work-related health problems as well as 
impaired work functioning due to these problems early in their career. In addition, we 
found a high prevalence of both impaired work functioning and mental health problems 
in nurses and allied health professionals taking part in WHS. But how should preventive 
occupational healthcare be given to healthcare professionals? In the introduction of this 
thesis, a conceptual model was presented for the research in this thesis, focusing on 
finding out how healthcare professionals wish to be supported regarding their 
occupational health and on evaluating the use of different approaches for WHS for 
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healthcare professionals targeting their work functioning and mental health. Below,  
what is learned in this thesis is discussed.  

Occupational health support for healthcare professionals
As shown in the model in the general introduction, the needs of novice nurses for 
occupational health support were the first focus of research in this thesis. The occupational 
health support needs that were reported by novice nurses regarded knowledge, 
psychosocial support and physical support. Knowledge about the negative effect that 
their work can have on nurses’ own health and vice versa and how to prevent these effects 
can be seen as a form of increasing personal abilities to deal with job demands and 
thereby preventing the effects of these job demands on novice nurses’ health. Psychosocial 
support such as a positive team climate is an example of an external resource to deal with 
job demands. The same applies to physical support such as appropriate ergonomic 
measures to prevent the development of physical health problems. The occupational 
health support that novice nurses called for can also help deal with existing health 
problems and prevent suboptimal work functioning. For example, the possibility of 
working less hours or performing specific tasks when dealing with health problems can 
help to still be able to meet job demands.

One specific finding was that novice nurses need to be better introduced in how and 
where to seek help if they perceive problems or have difficulty to meet their job demands. 
It is especially worth noting that many novice nurses reported not knowing how 
occupational health services can help them to prevent health problems and to function 
optimally. The process evaluation alongside the evaluation of the mental health module 
for WHS also showed that occupational physicians performing preventive consultations 
with participants felt that the preventive consultation was useful to introduce occupational 
healthcare to employees and to improve the image of the occupational health services. 
These findings indicate the importance of better introducing employees to occupational 
healthcare. Accordingly, a report on the position of Dutch occupational physicians found 
that employees are unfamiliar with the role and tasks of occupational physicians and have 
limited trust in their occupational physician, partly because they think the occupational 
physician does not work independently from the employer.12 In hospitals, where most of 
our own results derived from, employees are in relative close reach of occupational health 
services. Presumably, employees in other sectors are even less acquainted with 
occupational healthcare. Healthcare professionals starting a clinical placement or new job 
in a hospital are generally invited for a ‘health check’ in which they are for example given 
the required vaccinations. This initial contact with the occupational health services could 
be used to better introduce the new healthcare professional to the occupational health 
services. For instance, an introduction consultation could be provided in which the 
independent role of the occupational physician can be explained and information can be 
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given about what kind of support is available and where employees can seek help if 
needed. Better introducing new healthcare professionals to available resources as well as 
stressing the importance to seek help timely might help to indeed encourage help 
seeking to prevent problems in health or work. 

This initial contact with the occupational health services can also be used to stress the 
value of monitoring one’s health and work functioning, encouraging employees to 
participate in periodically offered workers’ health surveillance. A study by Ruitenburg and 
colleagues (unpublished) shows that a considerable percentage of medical students, 
another group of early-career healthcare professionals, would consider taking part in WHS 
in the future, offering good prospects that future healthcare professionals acknowledge 
the need for WHS. 
 
Workers’ health surveillance
The second focus of this thesis as presented in the conceptual model in the general 
introduction was on WHS for healthcare professionals. It was unknown how the mental 
health and work functioning of healthcare professionals could be monitored and 
improved best through WHS. Therefore, we evaluated two approaches. From our findings 
it can be concluded that an EMH approach to WHS including a tailored offer of self-help 
EMH interventions is insufficient to improve work functioning and mental health of 
healthcare professionals. An OP approach to WHS including a preventive consultation 
with an occupational physician improved work functioning cost-effectively.

The first part of both approaches consisted of online screening on impaired work 
functioning and mental health, followed by personalised, but automatically generated 
online feedback. Part two of the EMH approach consisted of a tailored choice of self-help 
EMH interventions and an online educational leaflet with advice on how to improve work 
functioning for participants who screened positive for impaired work functioning. Part 
two of the OP approach formed a preventive consultation for those participants who 
screened positive for impaired work functioning or mental health complaints, or both. 
One third of invited employees participated (at baseline) in our randomised controlled 
trial. This participation rate is similar to that in other studies in which employees were 
screened on mental health complaints10,13,14 or on general health risks.15 In addition, it is 
fairly similar to the participation rate in WHS for medical specialists16 and quite a bit higher 
than the participation rate in WHS for construction workers.17 Moreover, a large percentage 
of healthcare professionals who participated in our complete randomised controlled trial 
indicated that they would appreciate to receive the opportunity to participate in WHS in 
future and would indeed participate.  Although participation in WHS for healthcare 
professionals is voluntary, when implementing WHS in practice one would aim to include 
as many employees as possible. One possible way to achieve this is to extend WHS, adding 
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modules targeting the physical and general health of nurses and allied health professionals. 
Perhaps this would attract employees who are more interested in their physical health 
than their mental health.  

Another method which might help to increase healthcare professionals’ willingness to 
periodically participate in WHS, is to apply a shorter screening method. In the randomised 
controlled trial studied in this thesis, we chose to use questionnaires that are suitable for 
screening purposes as well as effect assessment purposes. This made filling out the 
screening questionnaire relatively time-consuming. For use in practice of preventive 
occupational healthcare for healthcare professionals, it is recommended to apply a 
stepwise screening method, starting with a more general and short screening. It is 
therefore recommended to develop a short job-specific screening questionnaire to 
detect early signals of impaired work functioning and mental health problems in 
healthcare professionals. This first screening step might be administered online, since 
online screening is a practical and efficient method to screen for self-reported impairments 
and administering self-report questionnaires online is an established method nowadays. 
If the short first screening phase indicates signs of impairments, the occupational physician 
or another healthcare provider could perform further specific screening. This way, not all 
employees are required to fill out a long questionnaire and for those who do need further 
screening, it can be explained why additional information is required. For this stepwise 
screening method, applying a cut-off point with high sensitivity in the first screening 
phase is important to make sure anyone who might need help is included in the second 
screening phase.

The use of e-mental health in workers’ health surveillance
As stated in the general introduction of this thesis, the use of EMH is rising and society has 
high expectations of it. In our research, we found that an EMH approach to WHS was not 
sufficiently effective in targeting impaired work functioning and mental health complaints 
of healthcare professionals to recommend its implementation in practice. What could be 
the reason for finding no effect? Two scenarios might have occurred: programme failure or 
theory failure,1 meaning that either the intervention was not carried out as intended 
(programme failure), or the intervention was not effective (theory failure). As explained 
previously, the EMH approach consisted of two parts. Screening and personalised 
feedback regarding work functioning and mental health were received by everyone, since 
this was an automatic process. The onscreen educational leaflet on how to improve work 
functioning was also sent automatically to participants with impaired work functioning, 
but only one fifth of participants who received it reported to have followed the advice. In 
addition, participation in the offered self-help EMH interventions was low, complicating 
evaluation of the effect of the complete EMH approach. Thus, programme failure occurred 
to some extent. 
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How could the programme be executed more successfully? Self-help EMH interventions 
often have low compliance rates.18,19 Possible barriers to participation in EMH interventions 
reported in previous literature which might have played a part in our studies are  
inadequate computer and Internet skills or equipment or technical problems;20-22 preference 
for other types of treatment;23 and insufficient perceived need for an intervention.21,24-26  
In our pretest-posttest study we found that participants who tried an EMH intervention 
had worse pretest scores on work functioning and work-related mental health complaints.  
This indicates that participants who felt relatively worse or received online feedback 
reporting more impairments seemed more inclined to log onto the EMH intervention that 
they were offered. Possibly, most participants did not feel sufficient need for help to follow 
a self-help EMH intervention. Furthermore, the channelling from the personalised online 
feedback towards the EMH interventions might not have been attractive enough to 
encourage participants to follow an EMH intervention.22 Also, we offered several fitting 
EMH interventions to leave room for personal preferences. Most participants had to  
decide whether they wanted to follow an EMH intervention, but also which one. This might 
have made the option to not participate more attractive. Lastly, evidence indicates that 
support increases (prolonged) participation in EMH interventions.27,28 These reflections 
offer important points of action to improve participation in the EMH interventions.  
Most of these problems could be addressed through application of a blended care method  
in which face-to-face and online care are combined. When discussing personal screening 
results with the employee, as recommended previously, the occupational physician or 
other healthcare provider could additionally assess and discuss the applicability of 
following a self-help EMH intervention for this specific employee. Subsequently, the 
healthcare provider could fulfill a monitoring role, periodically discussing the progress 
with the employee. This form of support alongside an EMH intervention could also be 
beneficial for its effect.29-31 This form of offering WHS would partly diminish some of the 
advantages of self-help, such as being able to receive help without having to admit to 
someone that you experience health problems. Nevertheless, in  the light of the findings 
presented in this thesis, only offering self-help EMH interventions is insufficient to improve  
work functioning and mental health of healthcare professionals.  

Yet theory failure may also have posed a problem. The educational leaflet on how to 
improve work functioning was based on the Dutch evidence-based guideline for 
occupational physicians on treating employees with mental health problems.32 It also 
more or less followed the structure of the protocol that was developed for the occupational 
physicians who provided the preventive consultations within the OP approach for WHS in 
our study.6 Nevertheless, receiving advice through a leaflet or in a consultation with an OP 
are two different strategies, and it is conceivable that they might not have the same effect 
on work functioning. Several of the self-help EMH interventions that were offered have 
had positive effects regarding reduction of symptoms of impaired mental health in 
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previous research.33-37 However, most of the participants in these studies had actively 
sought help and improvement through EMH interventions, which might have meant that 
EMH interventions were suitable for them, while in our study this cannot automatically be 
assumed. In addition, the effects of the self-help EMH interventions on work functioning 
have not been researched.

The cost-effectiveness analysis revealed that the EMH approach to WHS was associated 
with a smaller likelihood of beneficial effects regarding work functioning than a control 
group. However, the EMH approach was also associated with less costs than the control 
group. Although obviously lower costs form an attractive outcome, from an occupational 
healthcare perspective it is more important to improve healthcare professionals’ work 
functioning. Therefore, implementation of the EMH approach in the current form is not 
recommended. 

So, is e-health useful for prevention in occupational healthcare? Since the EMH approach 
to WHS was not carried out as intended, we cannot conclude that the complete EMH 
approach to WHS targeting work functioning and mental health of healthcare employees 
is ineffective. Nevertheless, taking into account that in a preventive setting, healthcare 
professionals may not be sufficiently aware of health problems or impaired work 
functioning, e-health does not seem sufficient to tackle these problems. Although 
certainly some elements of occupational health support or WHS may be delivered via 
online methods, prevention in occupational healthcare should start with an adequate 
introduction of healthcare professionals to available occupational health services. 
  
Targeting the work environment 
The importance of maintaining or increasing personal abilities to deal with job demands 
was underlined by the reported occupational health support needs of healthcare 
professionals. However, improving the organisation and the available resources to 
decrease the negative effect of work on employees’ health is just as important38 and may 
lead to positive individual as well as organisational outcomes39-41 despite many of the 
health risks being ‘part of the job’. Employers find it difficult to tackle psychosocial risk 
factors in the workplace. They are considered a sensitive topic, there is a lack of awareness 
of psychosocial risk factors, and the organisational culture makes it difficult to tackle these 
risk factors.42 However, reducing psychosocial risks factors on an organisational level,  
such as through improving communication, has shown to indeed reduce these risk factors 
and to improve healthcare professionals’ mental health.41 A study by Sun and colleagues 
investigated a workplace mental health promotion programme, including both organisational 
policies (e.g. on anti-bullying) but also more individual components such as skills training 
in stress management. They found positive effects on stress, the ability to meet mental 
work demands, and work ability.43 Therefore, it seems worthwhile for organisations to 
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overcome their reluctance and pay attention to organisational interventions as well to 
improve the workplace in which employees do their jobs. WHS could help detect 
problems or points for improvement in the organisation or a specific team. If a large 
proportion of a team experiences health problems or impaired work functioning, it could 
be further explored what the reasons are and whether sufficient help is in place. When 
implementing WHS in practice, it is recommended for occupational health services and 
employers to keep this additional goal in mind.

RECOMMENDATIONS FOR PRACTICE AND RESEARCH

Recommendations for practice
• Occupational health services for healthcare professionals are recommended to better 

acquaint employees with occupational healthcare, especially at the start of their 
career. One method might be to provide an introduction consultation in which 
information can be given about what kind of support is available and where 
employees can seek help if needed.

• Nurse educators are recommended to include a component in the curriculum 
offered to nursing students, regarding health risks due to working in nursing, 
consequences of these health risks and measures to prevent these consequences. 

• Workers’ health surveillance for healthcare professionals should be implemented 
using the approach with a preventive consultation with an occupational physician. 
Self-help e-mental health interventions can be embedded in the intervention 
protocol. In addition, the workers’ health surveillance should be extended to also 
include modules targeting physical and general health.

• Managers of healthcare professionals should be aware of the effect that working in 
healthcare can have on work functioning, and of the potential financial benefits of 
monitoring and improving healthcare professionals’ health and work functioning.

Recommendations for research
• It is recommended to monitor the health and work functioning of nurses during their 

career, beginning at the start of their career and using a cohort research design. This way, 
insight can be gained into predictors of work-related health problems and impaired work 
functioning. This could help improve occupational health support for (novice) nurses.

• For the evaluation of preventive interventions in occupational healthcare, it is  
recommended to pay much attention to contextual and feasibility factors of the 
intervention, before evaluating its (cost-)effectiveness in a randomised controlled trial.

• When evaluating the effect of a preventive intervention in an occupational context, 
 it is recommended to include work functioning as an outcome.
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