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Abstract

Background: Understanding the perceptions of lower socioeconomic groups towards workplace health promotion
is important because they are underrepresented in workplace health promotion activities and generally engage in
unhealthier lifestyle behaviour than high SEP groups. This study aims to explore interest in workplace health promo-
tion programmes (WHPPs) among employees with a low and medium level of education regarding participation and
desired programme characteristics (i.e. the employer’s role, the source, the channel, the involvement of the social
environment and conditions of participation).

Methods: A mixed-methods design was used, consisting of a questionnaire study (n=475) and a sequential focus
group study (n=27) to enrich the questionnaire’s results. Multiple logistic regression analysis was performed to ana-
lyse the associations between subgroups (i.e. demographics, weight status) and interest in a WHPP. The focus group
data were analysed deductively through thematic analysis, using MAXQDA 2018 for qualitative data analysis.

Results: The questionnaire study showed that 36.8% of respondents were interested in an employer-provided WHPP,
while 45.1% expressed no interest. Regarding subgroup differences, respondents with a low level of education were
less likely to express interest in a WHPP than those with a medium level of education (OR = .54, 95%, C/=.35-.85). No
significant differences were found concerning gender, age and weight status. The overall themes discussed in the
focus groups were similar to the questionnaires (i.e. the employer’s role, the source, the channel, the involvement of
the social environment and conditions of participation). The qualitative data showed that participants' perceptions
were often related to their jobs and working conditions.

Conclusions: Employees with a medium level of education were more inclined to be interested in a WHPP than
those with a low level of education. Focus groups suggested preferences varied depending on job type and related
tasks. Recommendations are to allow WHPP design to adapt to this variation and facilitate flexible participation. Future
research investigating employers' perceptions of WHPPs is needed to enable a mutual understanding of an effective
programme design, possibly contributing to sustainable WHPP implementation.
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Background

Overweight and obesity prevalence is increasing world-
wide [1]. In high-income countries, people with a low
socioeconomic position (SEP) generally have a lower life
expectancy and live in good health for a shorter duration
than high SEP groups, mainly as a result of unhealthier
behaviour [2, 3]. One of the reasons for this socioeco-
nomic health inequity is that overweight and obesity
prevalence is significantly higher amongst individuals
with a low SEP than those with a high SEP [4]. Health
promotion programmes that focus on promoting healthy
lifestyle behaviour can contribute to the prevention of
overweight and obesity [5]. If these programmes are spe-
cifically designed for people with a low SEP who have the
greatest health potential [6], this approach can contribute
to reducing socioeconomic health inequities [7].

The workplace is an important setting for focusing on
promoting healthy behaviours. Most of the global popu-
lation participates in the labour force, which allows for
using existing social connections and reaching large
groups [8, 9]. A systematic review indicated that work-
place health promotion activities could contribute to
positive changes in weight-related outcomes of employ-
ees [10]. Improvement of weight status might have posi-
tive results for employees and employers as it might
prevent absenteeism due to illness, overall impairment at
work and early exit from paid employment [7, 11, 12].

Employees with a low SEP are commonly acknowl-
edged to often exhibit disadvantageous health statuses
compared to those with a high SEP [13] and are more
likely to experience unfavourable working conditions
[14]. For instance, employees with a low SEP are more
likely to do shift work associated with an increased
risk of overweight and obesity [15, 16]. Unhealthy life-
style behaviours (i.e. physical inactivity, improper diet
and poor sleep quality) have been proposed to medi-
ate the relationship between shift work and obesity
[17]. Employees with a low SEP primarily engage in daily
physical activity at work [18]. Higher doses of occupa-
tional physical activity appear to be less healthy than
lower doses [19]. A meta-analysis demonstrated a rela-
tionship between long working hours and the incidence
of diabetes, exclusively amongst employees of lower
SEP [20]. Additionally, employees with a low SEP are
often underrepresented in workplace health promotion
research [21], partially explained due to workplace health
promotion programmes (WHPPs) being commonly pro-
vided to employees with a high SEP [22].

The evidence base for socioeconomic health inequi-
ties concerning participation in health promotion pro-
grammes is inconsistent. A recent meta-analysis found
no socioeconomic inequities in programme compli-
ance (i.e. programme adherence), although the authors
specifically emphasised the need to improve WHPPs
for employees with a lower SEP [23]. Similarly, another
study failed to establish a consistently lower level of ini-
tial or sustained participation amongst employees with
a low level of education [24]. Other studies have shown
that initial participation and compliance in such pro-
grammes are generally lower amongst employees with a
lower SEP [25, 26].

Besides SEP, other employee characteristics have been
linked to WHPP participation. Specifically, research has
found that women [27, 28] and older employees [24]
are more likely to participate in WHPPs. Furthermore,
employees with a healthy weight and overweight have a
greater likelihood of participating in such programmes
than employees with obesity [28].

Concerning effectiveness, a recent meta-analysis
showed that WHPPs produced little to no effect on
health behaviour [23], possibly the result of generally low
levels of compliance, which underscores the importance
of understanding WHPP participation. This finding sug-
gests it is important to gain insight into their perceptions
of WHPP participation and programme characteristics
to understand employee characteristics that facilitate
or hinder participation [29]. Prior studies have shown
that participants of WHPPs should be involved in the
design process to enable successful recruitment [30] and
improve the programmes’ reach and compliance [31].
Tailoring an intervention’s message, source, and channel
to its users has also been crucial in enhancing its effec-
tiveness in obesity prevention and reduction amongst
people with a low SEP [32, 33].

Ideally, workplace health promotion must focus on the
working environment and the individual (i.e. employee)
[34]. This study has a focus on the perceptions of employ-
ees towards participation in the lifestyle component of a
WHPP (i.e. eating behaviour and physical activity), and
is embedded in a larger research project which aims to
promote blue-collar employees’ health through both
exploring the working environment [35] and employees’
lifestyle behaviour.

The aim of this paper is two-fold. First, we aim to
explore associations between characteristics of employ-
ees with a low and medium level of education and their
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level of interest in WHPP participation. The second aim
is to explore the perceptions of employees with a low and
medium level of education to gain an in-depth under-
standing of the underlying reasons.

Methods

Design

This paper describes a mixed-methods design compris-
ing two studies. The goal was to combine two types of
information on WHPP perceptions of employees with
a low and medium level of education. Study 1 consisted
of a questionnaire designed to identify these employ-
ees’ characteristics and perceptions of WHPPs. Sub-
sequently, in study 2, focus group discussions were
conducted with another sample to enrich the results
highlighted in study 1.

The reason for collecting sequential quantitative and
qualitative data was to first gain a general idea about
these employees’ perceptions through a large quantita-
tive sample, then explore and explain these results in
detail by discussing them in focus groups. The methods
and results of study 1 are first described, followed by
those emerging from study 2. Then, a general discussion
is presented.

Study 1: Questionnaire study

Design, respondents and procedures

This study had a cross-sectional design that aimed to
1) explore characteristics of employees with a low and
medium level of education related to their level of inter-
est in WHPP participation and 2) identify their percep-
tions regarding WHPP participation. The inclusion
criteria were being 18 years or older, being employed,
having sufficient command of the Dutch language to
complete a questionnaire, and having a low or medium
level of education (i.e. at the most, secondary vocational
education level 4, representing middle-management and
specialist training). After the initial questionnaire devel-
opment, it was pilot tested amongst a small convenience
sample (n=4) of employees with a low level of education
in a real-life work setting. They were recruited by a con-
tact person at one of the workplaces and agreed to par-
ticipate in the questionnaire study using a flyer provided
by the researcher, HS. These four employees did not par-
ticipate in the questionnaire study.

The researcher read the questionnaire aloud, and
respondents verbalised their thoughts while answering
the questions according to the ‘thinking aloud’ method
[36] to verify the comprehensibility and readability. Con-
sequently, the questionnaire was revised to a B1 language
level by a Dutch linguistic company in consultation with
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the researchers to preserve the original items’ meaning
and indicate face validity. In general, a B1 language level
is understood by 95% of the people living in the Nether-
lands [37].

Subsequently, the questionnaire was completed by
two groups of employees to reach a large number of
respondents. The first group comprised an online sample
(N=255) drawn from a data collection agency (i.e. Fly-
catcher), which maintains an online panel of more than
10,000 Dutch members who voluntarily participate in
online surveys. Panel members receive credits exchange-
able for a gift voucher per completed questionnaire.

The second group was a face-to-face sample consist-
ing of respondents with blue-collar jobs in eight organi-
sations in the Netherlands (N=220). The organisations
covered a diverse range of sectors: healthcare (n=3),
construction (n=1), public sector (n=1), infrastructure
(n=1), civil engineering (n=1), and logistics (n=1).
One international and seven national organisations
were represented, situated in urban and regional areas.
Respondents completed the questionnaire individually
at the workplace, either in a private room or with other
respondents. HS was present in both settings to answer
questions.

Measurements

Perceptions of workplace health promotion programmes

The question ‘Do you want your employer to offer you a
workplace health promotion programme?” was answered
with a) No, absolutely not, b) No, preferably not, c) I do
not know, d) Yes, that would be fine or e) Yes, certainly.
The responses were then categorised into ‘No interest or
not sure’ (a, b and c) and ‘Interested’ (d and e).

Questions regarding the respondents’ perceptions of
WHPPs were developed based on insights from health-
promoting interventions and health communication strat-
egies (i.e. message, source, channel) [32, 33]. They were
categorised into the themes: 1) preferences regarding the
employer’s role in providing a WHPDP, 2) the programme
delivery source, 3) the channel of programme delivery, 4)
participation of the social environment and 5) conditions
for participation. Items were introduced via a short expla-
nation of the proposed WHPP: & programme in which you
will learn about or engage in healthy eating, body weight
and being physically active! Each theme contained a short
introduction, for example, for the channel of programme
delivery theme: ‘The following questions are about ways
to receive a health promotion programme at work! Ques-
tions contained five similar answer options as described
at the start of this paragraph (i.e. ranging from no to yes),
aligned with the exact phrasing of the question.
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Respondent characteristics: Demographics and body mass
index

Demographic characteristics related to gender, age and
the highest level of education were obtained. The level
of education was used as a proxy for SEP and was classi-
fied into two levels per the Dutch standard classification
of education [38]: low (at the most secondary vocational
education level 1) and medium (at the most second-
ary vocational education level 4). Self-reported data on
height (in centimetres, without shoes) and weight (in kil-
ograms) were also gathered. The body mass index (BMI)
score was calculated by dividing weight into kilograms by
the square of the height in metres and divided into three
weight status categories: healthy weight (18.5-25.0 kg/
m?), overweight (25.0-30.0 kg/m?) and obese (>30.0 kg/
m?).

Data analyses
Data were analysed using SPSS Statistics 27.0. Four out-
liers for BMI (BMI>51.59 kg/m2) were excluded dur-
ing data cleaning. Five BMI values below the range of
the healthy weight category (i.e. < 18.5 kg/m? [39], range
15.2-18.2) were excluded since grouping these five values
did not qualify as a separate category. Two cases missing
41.2% and 55.9% of the values were also excluded.
Complete case analysis was carried out, and the total
sample was described using descriptive analyses. Asso-
ciations between demographics and weight status sub-
groups concerning interest in WHPPs were analysed
utilising a multiple logistic regression, and its required
assumptions were met. Finally, descriptive analyses were
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conducted to describe the perceptions of those interested
in a WHPP.

Results

A total of 475 respondents with a low and medium level
of education were included in the analysis (i.e. 255 online
sample members, 220 face-to-face sample members). The
two samples differed based on demographic character-
istics (i.e. gender, age, level of education). In total, 51.3%
were women, and 48.7% were men. The mean age was
48.5 years (SD=12.3).

Furthermore, 69.3% had a low level of education, while
30.7% had a medium level of education. The mean BMI
was 26.7 kg/m? (SD=4.9), of which 59.8% belonged to
the overweight or obese weight status subgroup. In total,
36.8% of the respondents were interested in a WHPP
provided by their employer, while 45.1% expressed no
interest (Table 1). Additionally, 18.9% reported they did
not know whether they were interested.

Table 2 shows that the likelihood of being interested in
a WHPP was lower amongst respondents with a low level
of education than those with a medium level of education
(OR=0.54, 95% CI=0.35-0.85). No significant differ-
ences were found concerning gender, age or weight status
groups.

Respondents’ perceptions who expressed an interest in
WHPP participation (i.e. the ‘Interested’ group) appear in
Table 3. The category preferences regarding the employer’s
role in providing a WHPP shows that most respondents
were interested in their employer providing a cooking
course or a healthcare specialist supporting or facilitating

Table 1 Characteristics of respondents regarding interest in a workplace health promotion programme provided by the employer

N interested N not interested N I do not know N total
Subgroup
Gender Men 98 (42.4%) 87 (37.7%) 46 (19.9%) 231 (100%)
Women 77 (31.7%) 127 (52.3%) 39 (16.0%) 243 (100%)
N 175 214 85 474
Age <40 years 46 (42.2%) 42 (38.5%) 21 (19.3%) 109 (100%)
> 40 years 127 (35.3%) 169 (46.9%) 64 (17.8%) 360 (100%)
N 173 211 85 469
M=£SD 4754123 496£122 482+£125 485£123
Level of education Low 106 (32.2%) 167 (50.8%) 56 (17.0%) 329 (100%)
Medium 69 (47.3%) 48 (32.9%) 29 (19.9%) 146 (100%)
N 175 215 85 475
Weight status Healthy weight 56 (32.6%) 90 (52.3%) 26 (15.1%) 172 (100%)
Overweight 77 (40.5%) 82 (43.2%) 31 (16.3%) 190 (100%)
Obese 35 (37.2%) 37 (39.4%) 22 (23.4%) 94 (100%)
N 168 209 79 456
M=£SD (kg/mz) 27.1+47 263449 274448 26.7+49
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Table 2 Characteristics of respondents with an interest in a
WHPP (N=175), by multiple logistic regression analysis

Interest in participating in a workplace health promotion program -
‘Interested’ versus ‘No interest or not sure’

OR 95% ClI
Variables '
Gender: Men 1.46 97-2.19
Age: <40 years 1.06 -1.76
Level of education: Low 54 35-.85
Weight status: Overweight 147 94-2.30
Weight status: Obese 132 76-2.29

*p<0.05

T Reference groups: gender =women; age = > 40 years; level of
education =medium; weight status = healthy weight

healthy lifestyle behaviour (ranging from 63.4% to 77.1%;
Table 3).

Concerning the programme delivery source, a health-
care specialist (77.0%) and a confidential counsellor
(51.1%) scored highest. Concerning the channel of pro-
gramme delivery, most respondents answered positively
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about receiving the WHPP through individual coun-
selling with a coach at work (57.3%). Almost half the
respondents (48.5%) were positive about receiving the
WHPP in a course with colleagues and a coach at work.

In contrast, fewer respondents responded positively
to a web-based WHPP involving one-to-one counselling
(40.0%) or colleagues (24.4%). Concerning the partici-
pation of the social environment, between 33.6% (a fam-
ily member) and 51.9% (a colleague) of the respondents
answered that they would want to involve their social
environment in the WHPP. Regarding conditions for par-
ticipation, most respondents answered that it was either
very important or important that their employer paid
for the WHPP (66.9%). More than half the respondents
(55.7%) answered that it was very important or impor-
tant that the employer could not access any of their per-
sonal information, while the remaining half considered it
to be of little or no importance. Similarly, more than half
the respondents (53.4%) answered that it was either very
important or important that they could attend the pro-
gramme during working hours, while the other half con-
sidered it to either be of little or no importance.

Table 3 Perceptions regarding a workplace health promotion program among those in the ‘Interested’ group (N=175)
Yes N(%) No N(%) | do not know N(%)
Preferences regarding the role of the employer in providing a WHPP
Providing a cooking course 135 (77.1%) 5(14.3%) 5 (8.6%)
Providing support by a health care specialist 131 (74.9%) 8 (16.0%) 6 (9.1%)
Facilitating healthy eating at work 130 (74.7%) 6(9.2%) 28 (16.1%)
Facilitating weight management 111 (63.8%) 8 (16.1%) 5(20.1%)
Facilitating physical activity 111 (63.4%) 1(17.7%) 3(18.9%)
Program delivery source
Health care specialist such as a dietician, physiotherapist or 134 (77.0%) 29 (16.7%) 11 (6.3%)
lifestyle coach
Confidential counsellor 89 (51.1%) 49 (28.2%) 36 (20.7%)
Colleagues who have a healthy lifestyle 71 (40.8%) 60 (34.5%) 43 (24.7%)
Channel for program delivery
Individual counseling with a coach at work 8 (57.3%) 2 (30.4%) 21 (12.3%)
Course with colleagues and a coach at work 3 (48.5%) 62 (36.3%) 26 (15.2%)
Individual counseling, web-based 70 (40.0%) 3 (41.7%) 32 (18.3%)
Course with colleagues, web-based 2 (24.4%) 9 (57.6%) 31 (18.0%)
Participation of social environment
Involving a colleague 82 (51.9%) 32 (20.3%) 44 (27.8%)
Involving their partner 67 (48.2%) 31(22.3%) 41 (29.5%)
Involving a friend 8 (38.2%) 47 (30.9%) 47 (30.9%)
Involving a family member 50 (33.6%) 51 (34.2%) 48 (32.2%)

(Very) important, N(%)

Conditions for participation

117 (66.9%)
97 (55.7%)
93 (53.4%)

Employer pays for the program
Employer is not able to access personal information
Following the programme during working hours

N (%)

37 (21.1%)
39 (22.4%)
44 (25.3%)

Alittle bitimportant,

(Totally) notimportant, N(%)

21 (12.0%)
38 (21.8%)
37 (21.3%)
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Study 2: Focus group study

Design, study population and recruitment procedures
This study utilised a qualitative design using focus groups
to understand why employees with a low and medium
level of education had certain perceptions towards
WHPPs. The inclusion criteria were being 18 years or
older, having sufficient command of the Dutch language
to participate in a group discussion, and having a blue-
collar job. The criterion of having a blue-collar job was
used instead of having a low or medium level of educa-
tion because the two are typically associated and to avoid
stigmatisation. To reach these employees, we first iden-
tified industries with a substantial number of blue-collar
employees (e.g. construction, healthcare, hospitality
industries) using a Dutch report on the labour market
position [40]. A list of organisations within these indus-
tries in the Netherlands was made through purposive
sampling. The organisations’ human resource managers
or service desks were contacted by email and telephone.
Four national medium-to-large organisations in urban
areas agreed to facilitate employee recruitment. They
appointed contact persons unknown to the research team
prior to the study, with managerial positions related to
the employees. These contact persons approached and
informed blue-collar employees of the request to vol-
untarily participate by distributing flyers in designated
announcement spots such as information boards. Flyers
explicitly emphasised the voluntary nature of study par-
ticipation and described the incentive of a €15 gift voucher
(provided by HS). Five focus groups were held: two in one
public sector organisation (i.e. a property management
team, #=4 and an audiovisual team, #=7), one in a ser-
vice sector organisation (i.e. a catering team, #=6) and two
focus groups in two healthcare organisations (i.e. domestic
workers team, 7=6 and a care assistant team, 7 =4).

Data collection and procedures

An interview guide was developed based on the main
themes emerging from the questionnaire in study 1 (i.e.
preferences regarding the employer’s role, the programme
delivery source, the channel of programme delivery, the
participation of the social environment and conditions for
participation). The discussions started with, ‘How would
you like to participate in a lifestyle programme at work?
This question was supplemented by open-ended follow-
up questions about why, how and under which conditions
the participants would envisage participating in a WHPP,
based on the main results of study 1. The four authors
formulated these follow-up questions after familiarising
themselves with the main results of study 1 and reached a
consensus on topics that required further exploration.
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The focus groups were organised between May and July
2019 at the participants’ workplaces for practical reasons
(e.g. a low threshold for participation during working
hours for participants and employers). Discussions took
place in private rooms without employers to ensure par-
ticipants could speak freely, following focus group guide-
lines [41]. The discussions lasted between 57 and 69 min
and were recorded (Olympus WS-853).

First, HS emphasised confidentiality and explained
the study background, including WHPP examples sup-
ported by visual aids. Then, all participants gave written
informed consent. Visual aids representing the main top-
ics were visible to all participants during the discussions.
A research assistant observed the atmosphere and took
notes. After the discussions, the participants completed a
questionnaire on demographics (i.e. gender, age, and the
highest education level) and weight status (i.e. height and
weight).

Data analyses

The discussions were transcribed verbatim by a research
assistant and subsequently verified by HS, randomly
comparing pieces of audio and text for each transcript.
First, two researchers familiarised themselves with the
research assistant’s notes and transcripts. Then, they ana-
lysed the transcripts using the MAXQDA 2018 qualita-
tive data analysis software package. Data were analysed
deductively through thematic analysis [42] while using
a broad framework for the coding process [43, 44]. The
two researchers independently carried out the thematic
analysis by deductively generating initial codes within the
main categories. The categories were similar to the inter-
view guide themes.

Next, they discussed any differences in a consensus
meeting, resulting in a coding tree. Finally, HS and IS dis-
cussed and agreed on the final codes. For example, the
theme ‘conditions for participation’ contained the main
code ‘costs, including the subcodes ‘employer should
pay’ and ‘payment by employer not important’ HS and IS
agreed on reaching data saturation since they considered
the data provided adequate insight, and no new themes
emerged in the last focus group [40].

Results

A total of 27 participants with blue-collar jobs were
involved in the five focus groups: 13 were women, and 14
were men. The mean age was 46.8 years, ranging from 27
to 59 years (SD=28.4). Regarding the level of education,
13 participants had a low level, 13 had a medium level,
and one had a high level of education. Participants had a
mean BMI of 23.3 kg/m? ranging from 18.1 to 36.1 kg/m>
(SD=4.6). Table 4 presents the overall results.
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Preferences regarding employer’s role in providing a WHPP
Participants mentioned various factors related to their
employer’s role in providing a WHPP. The workload
was mentioned because many participants found it
challenging to imagine participating in such a WHPP
due to their job demands. According to a male audio-
visual team member at a public sector organisation
(participant 2):

Well, I am trying to visualise how that could exist in
our dynamic work area, so to speak. We sometimes
have to go in and out, and in between, you plan your
lunch break, whether you want to or not.

Furthermore, some participants reported that their
physically demanding jobs affected their private lives
to the extent that they did not have the time to partici-
pate in a WHPP outside of working hours. Many par-
ticipants also indicated that their lifestyle behaviour was
their responsibility instead of their employer’s. They
emphasised that it is a personal choice to live a healthy
life, which is different for everyone. They often added
that their motivation was the key component to life-
style change, and they wanted to keep their work and
private lives separate. They also noted that they would
feel obliged to participate if their employer provided a
WHPP. In contrast, others stated they would be fine if
their employer provided a WHPDP, either because it would
be fun or because they already lived a healthy lifestyle.
Thus, participants mentioned factors that appeared to be
interrelated (i.e. job type, lifestyle and responsibility).

Programme delivery source

Several WHPP programme delivery sources were refer-
enced. Some participants noted that a colleague outside
the team, solely involved in supporting employees’ life-
styles, would be helpful. Additionally, a lifestyle coach
was mentioned as a useful provider to give professional
advice. According to a female domestic worker in a
healthcare organisation (participant 5):

In the sense of, say, a coach who knows you, if
you have a bad lifestyle, that they can say, ‘OK,
well, I've got a piece of advice for you. Would you
maybe do it like this and like that?’

Based on the results of study 1, the researcher posed
the option of either an employer or a healthcare special-
ist providing the programme. Support from a healthcare
specialist was important to some. Reasons were gaining
nutritional knowledge, living healthier because they were
currently gaining weight, and improving physical activ-
ity. Participants who expressed no interest in receiving
support from a healthcare specialist mentioned that they
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were currently receiving or had previously received coun-
selling from a dietician or physiotherapist. Thus, pre-
ferred programme delivery sources varied, although the
primary reason was receiving support.

Channel of programme delivery

Participants were asked how they preferred to receive a
WHPP. Web-based channels were the most frequently
mentioned, including mobile applications, e-learning
and emails. The reasons for preferring web-based deliv-
ery channels were that they were the most user-friendly
method and that online tools are commonly used now-
adays. The preference for a specific delivery channel
depended on the channel the participants were used to
working with. According to a male care assistant in a
healthcare organisation (participant 1):

Well, we are already used to working with e-learning
in the industry or the digital platform on which you
learn something about each subject. So, that would
be the easiest thing for everyone, because then you
just say, “This is the lifestyle part, so do this part.

Some participants preferred a combination of web-
based channels, such as e-learning and emails. One par-
ticipant preferred to use a hardcover book to gain easier
access to information. Participants who expressed a will-
ingness to participate in the physical activity component
of a WHPP mostly preferred doing so at work or a gym.
Participants generally favoured an online programme,
except for the physical activity component.

Participation of the social environment

Participants were asked whether they preferred to involve
a person from their social environment in the WHPP.
Participants stressed that they could not think for them
and that those persons should decide for themselves if
they wished to participate. Some participants said they
could not think of a preferred person from their social
environment, while others who expressed a preference
mentioned their partner, family, neighbours or friends.
Participants did not specifically indicate whose participa-
tion they preferred but said that their participation would
motivate them to engage in the physical activity compo-
nent of a WHPP.

The researcher added that perhaps colleagues could
also participate. Some participants responded that it
would be fun, while others said it would be impossible
due to employees’ broad range of job tasks. The fol-
lowing quote concerns how a person from the partici-
pant’s social environment could be involved, according
to a male care assistant in a healthcare organisation
(participant 3):
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Table 4 Perceptions regarding a workplace health promotion program: focus group results

Category

Topics mentioned

Preferences regarding the role of
the employer in providing a WHPP

Program delivery source

Channel for program delivery

Participation of social environment

Conditions for participation

General attitude regarding the role of the employer

- Lifestyle behaviour is own responsibility

— Woman, catering team member, service sector organization (participant 2):'Yes, you know, you have to know
yourself how your style of life is. If you want to go to the pub every night and drink beers, that's your choice. That's your
own responsibility’

- Own motivation is key to change lifestyle

- Preference to keep work and private life separate

— Woman, domestic worker, healthcare organization (participant 6):'l just prefer to arrange things myself. It
doesn't have to be through work. | am like: | do my work and for the rest | take care of my things’

Negative attitude towards the employer providing the program

- When employer provides this, it feels like an obligation to participate

— Woman, domestic worker, healthcare organization (participant 1): If it is offered and you don't participate and
a few programmes are provided and every time you don't participate because it, then you get an uncomfortable feel-
ing like, soon they will think: you don't participate anywhere. [....] What I'm afraid of is, if you do go along with it, it’s
not compulsory, but they do offer it and you get sick that you'll be told: 'Yes, but you're not participating either’
Positive attitude towards the employer providing the program

- Employer is allowed to provide it

- The employer

« Health care specialist or lifestyle coach

Reason for a negative attitude towards a health care specialist

- Already seeing a health care specialist such as a physiotherapist or dietitian
Reasons for a positive attitude in favour of a health care specialist

- As support

-To gain knowledge

- Because of gaining weight

- Getting support for improving physical activity

« A colleague outside the team

The following channels were mentioned by the participants:

- Web-based, because it is user-friendly and commonly used. Suggestions:

- Mobile app

- E-learning

- E-mails

- Combining web-based channels, such as E-learning with e-mails

Woman, care assistant, healthcare organization (participant 4): 'You can also do both. | mean using the e-learning
once in a while. And then you can send some information now and then which you read again and then you're like:
‘Oh yes!

Colleagues, partner, family, neighbours, and friends were mentioned regarding a person from their social envi-
ronment whom could participate in the program. Furthermore, the results revealed that:

- Participation of a person from the social environment is motivating, especially in physical activity

- It is up to the persons (i.e. family members, neighbours, friends) themselves to decide. They should be moti-
vated

— Woman, catering team member, service sector organization (participant 1): 1t’s hard to think for people
anyway’

— Man, property management team member, public sector organization (participant 2). ‘That person has to
decide that for themselves, | have to think about myself’

Participants perceived the condition of costs in the following way:
- Some participants mentioned the employer should pay
- Others mentioned it is not important whether the employer pays for it

Participants perceived the condition of privacy in the following way:
- Some participants mentioned the employer is allowed to know everything
- Others mentioned colleagues should not see each other’s personal progress

Participants perceived the condition of time of day dependent on their type of job and related tasks:

- Some participants suggested participation directly after working hours

- Others mentioned preferring participation during working hours

— Man, property management team member, public sector (participant 1): Ifit’s during working hours then you
think: yeah, well, a little bit of relaxation [....]. Then I still like it, you know. But if you have to do it after working hours,
well, then you go, you arrive at a certain time, you go home for dinner first and then you have to be able to get up
and say: OK, I'm going to go out and do some sports. And we are getting to a certain age where it is more and more
difficult to do that!

— Man, property management team member, public sector (participant 3): For me it is not like that. | think it is
too much hassle. To do it during working hours’
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Well, you just have to talk to them about it like,
‘Well, I've got something going on at work and this
and that! And explain a bit, maybe if you notice that
they are interested in it you can say: ‘Hey, isn’t it
something for you to participate in? Or that you can
support me in something.

Overall, no common idea regarding this involvement
existed, and the willingness of the other person to par-
ticipate in the programme was deemed crucial.

Conditions for participation
Some conditions discussed were costs, privacy and time
of day. While some participants stated it was important
that their employer paid for the programme, others did
not perceive it as essential. Regarding privacy, several
participants reported that they would agree with their
employer knowing everything about them, while others
considered privacy crucial because they did not want
their colleagues to see their programme progress.
Concerning the time of day, some participants
expressed interest in attending immediately after working
hours, while others said the programme should be pro-
vided during working hours. This preference depended
on the type of job and the tasks involved. Overall, this
theme illustrated that their perceptions varied widely for
each condition.

Discussion

This paper firstly aimed to explore associations between
characteristics of employees with a low and medium level
of education and interest in WHPP participation. The
second aim was to explore their perceptions to gain an
in-depth understanding of the underlying reasons.

Characteristics of employees who expressed an interest

in participating in WHPPs

Regarding employee characteristics, we found that
employees with a medium level of education were more
likely to be interested in participating in a WHPP than
those with a low level. One explanation was that employ-
ees with a low level of education were more likely to
work in jobs with disadvantageous working conditions,
such as shift work and high physical activity [14, 18],
which might have been a barrier to being interested in
WHPP participation. The focus group results supported
the impact of unfavourable working conditions on
employee perceptions. Another explanation was that we
explored employees’ hypothetical interest in participa-
tion, which might have been more abstract to practice-
oriented employees with a low level of education than
those with a medium level.
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Although previous studies have found associations
between being a woman [27, 28], being older [24], hav-
ing a healthy weight or overweight weight status [28] and
WHPP participation, our study did not find these associa-
tions concerning interest in WHPP participation. These
aforementioned studies included people with a high SEP.
Therefore, their results might not be comparable to our
findings. Furthermore, we did not study actual participa-
tion but focused on the intention to participate under cer-
tain proposed conditions. Intention has frequently been
described as a proxy for actual behaviour [45, 46], though
a relationship between intention and WHPP participation
has not always reflected actual participation [27, 47].

Perceptions regarding WHPPs

Overall, over one-third of respondents in study 1
expressed an interest in participating in an employer-
provided WHPP. This finding was comparable to the
median participation of 33% found in a review on initial
participation in a WHPP, where participation levels var-
ied from 10 to 64%, and people with a high level of edu-
cation were included [48]. In our questionnaire study
almost half the respondents showed no interest in partic-
ipating in a WHPP. Moreover, the results from the focus
groups indicated that their limited interest was related to
a high workload.

Limited interest in WHPP participation may partly
be explained by job demands and the working environ-
ment. First, physically demanding work is an inherent
feature of many blue-collar jobs [18], typically performed
by employees with a low or medium level of education.
These high physical demands might have influenced the
level of interest in WHPPs with a physical activity compo-
nent. Second, the limited interest in WHPP participation
might have been influenced by a broad range of working
environment factors. Organizational culture can hinder
participation if it does not prioritize health promotion
[49, 50]. Furthermore, the physical working environment
plays an important role, as the presence of health-pro-
moting facilities (e.g., a kitchen where employees can pre-
pare food) can contribute to healthier behaviour [49].

Our results also indicated that the participants were
positive about a healthcare specialist as the WHPP source
or provider. Commonly mentioned reasons were the pos-
sibility of receiving support and gaining knowledge from
this specialist. Similarly, a study in an Australian trans-
port company found that personal communication and
the physical presence of a healthcare specialist (i.e. a
registered dietitian or exercise physiologist) were evalu-
ated highly by the employees participating in such pro-
grammes [29].



Sponselee et al. BMC Public Health (2022) 22:1617

Concerning the preferred channel of programme deliv-
ery, no consensus emerged. For instance, receiving the
WHPP at work scored higher in the questionnaire study
than web-based options, but web-based channels were
more frequently mentioned in the focus groups because
they were perceived as user-friendly and commonly used.
Prior research might help to explain these divergent find-
ings, as online channels have previously been viewed as
incredibly convenient [51], while face-to-face options
have been shown to enable group interaction compo-
nents [52]. Another explanation was that the perceptions
regarding preferred channels might have been related to
possible working environments.

Regarding participation from their participant’s social
environment, no clear preference was found in the ques-
tionnaire study as to who this person should be. The
focus group study might partially explain this finding.
Participants considered that including someone from
their social circle would motivate them to participate,
without specifying whose participation they preferred.
This finding was confirmed by a study that stressed the
importance of social support to stimulate behaviour
change and increase self-efficacy [53].

However, participants also argued that the decision to
have someone from their social environment participate
was not theirs but the person’s. From this perspective,
one could argue that answering this question might have
been challenging. This difficulty might explain why more
than a quarter of respondents in the questionnaire study
answered ‘I do not know’ to this theme.

The last theme involved conditions for participation.
In the questionnaire study, most respondents reported
it was either important or very important that their
employer paid for the WHPP. Previous research has dem-
onstrated that cost concerns should be considered when
delivering lifestyle interventions to adults with a low SEP
[54]. The focus groups showed a greater variety of opin-
ions, perhaps because they frequently wished to keep
work and their private lives separate. This outcome might
have been related to the desire to pay for the programme
themselves.

Moreover, preferences regarding the time of day varied
throughout the questionnaire and focus group studies,
which might be explained by the focus group findings,
in which a preference for the time of day seemed to be
highly dependent on the type of job and related tasks.

Strengths and limitations

To the best of our knowledge, this is the first study of its
kind to use a mixed-methods design to explore the char-
acteristics of employees with a low and medium level
of education related to interest in WHPP participation
and their in-depth perceptions of WHPPs. This research
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design allowed for the triangulation of quantitative and
qualitative data, which proved beneficial as the following
focus groups revealed valuable underlying information.
Therefore, the findings contribute to the bigger picture of
understanding this population’s interrelated perceptions
of work, health and lifestyle.

However, we asked employees to think hypothetically
about whether they would be interested in participat-
ing in a WHPP. This request required abstract thinking,
which occasionally might have been challenging for these
practice-oriented employees. Nevertheless, we believe
the results are valuable because we have tried to con-
cretise them in the best possible way through additional
descriptions in the questionnaire and visual aids during
the focus groups. Some additional limitations are noted
for both studies separately.

Study 1: Questionnaire study

The questionnaire’s convergent, divergent, and criterion
validity could not be tested because we did not compare
it with another questionnaire or theoretical construct.
However, the questionnaire’s face validity was shown,
and its B1 language level was considered appropriate for
the respondents because it is comprehensible to 95% of
people living in the Netherlands [37]. Although the two
samples of the questionnaire study differed based on
demographic characteristics, this difference was justified
by mutually reporting the results of both samples.

Study 2: Focus group study

The qualitative results should be interpreted with cau-
tion as other settings (e.g. solely urban or regional areas)
might achieve different results. The extent to which data
saturation was obtained was difficult to justify as new
themes might have emerged with participants at other
organisations in different areas in the Netherlands. How-
ever, the findings suggested satisfactory data saturation
because the fifth focus group did not reveal new themes.

Recommendations

We found variability in employees’ perceptions, under-
scoring the need to incorporate sufficient space for flex-
ible WHPP design to meet employees’ needs. Our study
clarified that interest in WHPP participation might be
more feasible for some employees when both the time
and place are aligned with their type of job and working
conditions. For example, some employees might ben-
efit from partially participating during and after working
hours, benefiting from their employer’s WHPP facilita-
tion. Other studies have also recommended tailoring
these programmes to employees’ needs [55] and work-
ing conditions [56, 57]. In addition, the physical work-
ing environment should be considered when designing
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WHPPs. For example, using nudging strategies in work-
site cafeterias may guide employees’ purchasing behav-
iour toward healthier food choices [58].

Another possibility is participation at another loca-
tion than the workplace. Although most occupational
health initiatives currently target healthy functioning in
the workplace [59], this point corresponds with a recent
meta-analysis that recommended new directions for
such health promotion activities [23]. Similarly, WHPP
recruitment should match these blue-collar employees’
job and working conditions, as some teams might read
recruitment flyers on the intranet while others might
only find such flyers on notice boards in their workplace.
Thus, we recommend that WHPP designers incorporate
a flexible programme design and recruitment strategies
to meet employees’ needs and working conditions.

Another recommendation concerns support from
someone in the participant’s social environment and a
healthcare specialist. Our results show that these types of
support could be motivating factors for potential WHPP
participation. Other studies have shown that employees
with a high level of social support are more likely to have
positive intentions toward WHPP participation [27],
and individual coaching by an expert can be a significant
weight loss predictor [60].

For example, a healthcare specialist could support
employees by making consulting appointments based on
their needs and schedules, which might suit their differ-
ent needs regarding when they would like to participate
in a WHPP. Furthermore, a healthcare specialist could
focus on increasing the participants’ self-efficacy, which
has been associated with a positive intention toward
WHPP participation [27]. Tailored support might lower
the threshold for WHPP participation and should be
considered part of WHPP implementation.

Future research should explore the underlying reasons
for educational differences regarding interest in WHPP
participation in further depth. Exploring this group’s
capabilities and possibilities in conjunction with their
preferred programme characteristics might also yield a
broader understanding of their perceived worlds. These
insights could provide WHPP designers and implement-
ers guidance on the appropriate WHPP design, recruit-
ment and implementation that suits employees with
different levels of education and working conditions.
Subsequently, the possibility of contributing to reducing
socioeconomic health inequities might expand.

Another area for future research might be exploring
employers’ perceptions of sustainable WHPP imple-
mentation, associated implementation tools and delivery
modes. Together with this study’s insights, these percep-
tions could lead to a mutual understanding of WHPPs
according to employees and employers. This two-way

Page 11 of 13

comprehension could contribute to the effective design,
development and sustainable implementation of such
programmes.

Conclusions

We observed that employees with a medium level of
education were more inclined to be interested in WHPP
participation than employees with a low level in the ques-
tionnaire study. No differences were found between gen-
der, age and weight status concerning interest in a WHPP.
Over one-third of the respondents expressed interest in
a WHPP, while almost half displayed no interest. Many
participants in the focus group study explained that their
limited interest arose from having a demanding job and
perceiving their lifestyle as their responsibility.

The studies together showed that a healthcare specialist
was the preferred provider of the programme because of
their ability to give support and knowledge. There was no
commonly shared opinion regarding the preferred chan-
nel of programme delivery (i.e. web-based or offline). The
stated preferences regarding WHPP conditions appeared
to vary depending on the participants’ job types and
job-related tasks. Therefore, a flexible WHPP design
that allows for adaptation to various jobs and work-
ing conditions is recommended. Finally, future research
could focus on employers’ perceptions of WHPPs to
foster a mutual understanding of WHPP implementa-
tion. This focus could contribute to the effective design,
development and sustainable implementation of such
programmes.
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