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Background The extensive Dutch occupational health care system of the past decade has not led to the desired
outcomes, namely, a decrease of work absenteeism and the associated costs.

To assess the differences between in-house and external occupational health care services in the

In total, 26 interviews were conducted with chief executive officers of occupational health services

(OHS). The responses and other relevant policy documents were analysed and described. A key
component of this process was to compare differences between in-house and external services.

Notable differences in quality were found to exist between in-house and external occupational health

care systems, with the in-house occupational health care services offering the highest process quality.

Our findings suggest that the effectiveness of OHS is mainly dependent on their structure (in-house
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process quality of occupational health care provided.
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versus external) and on economic factors (profit driven versus not for profit).
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care; the Netherlands.
Introduction

In some respects, the Dutch appear to lead the rest of
Europe. Since 1996, all Dutch employers have been re-
quired to provide certified occupational health care. The
provision of occupational health care for all workers can
be considered a very progressive step [1]. In the European
Union (EU), worker access to occupational health serv-
ices (OHS) varies from 15 to 96%, and depends on the
country in which employees live and the type and size of
organization they work for [2]. The Netherlands is not
the only country in which the provision of OHS is com-
pulsory. In Belgium, employers are also required to hire
the services of a ‘certified’ in-house or external OHS.
Companies in Germany, Finland and France are not
required to appoint a certified OHS, but must provide
OHS to their employees. In other EU countries, the
provision of OHS is voluntary. Consequently, the
Netherlands has the highest cover of OHS provision for
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employers: 96% for organizations >100 employees and
91% for small- and medium-sized entities (SMEs) [2].
In Sweden, Germany and the UK, ~50 to 60% of em-
ployees have access; these numbers are even lower in
Spain and Italy (~15%). In addition, the ratio of occu-
pational physicians to workers in Europe varies substan-
tially between one per 500 (Norway) and one per 5000
workers (UK) [3].

For most workers in the Netherlands, occupational
health care is supplied by large occupational health
monopolies operating from outside the workplace. Just
five of these external OHS are responsible for ~80% of
all Dutch employees. However, some large organizations
have developed their own in-house health care services,
just as some large companies in the UK retain some form
of OHS [4]. This latter approach is preferred by the
European Court of Justice, which has stated that
occupational health care should be a primary concern
of the organizations themselves.

Despite the provision of occupational health care for
every employee, the Netherlands has the highest recorded
levels of work stress, sickness-related absenteeism and
work disability in Europe [5]. It has been claimed that
the ‘commercial’ approach that most OHS have been
forced to adopt is partly responsible for a recent deter-
ioration in the quality of occupational health care [1].
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Clearly, the comprehensive Dutch occupational health
care system has not led to the desired outcomes, namely,
a reduction of work absenteeism and the associated costs.
Therefore, the primary aim of this study is to assess the
quality of the Dutch occupational health care services,
with special attention to the differences between in-house
and external OHS. Our investigation was conducted
using interviews and additional document analysis.
The overall research question we asked was as follows:

What are the differences between in-house and exter-
nal OHS with respect to the quality of occupational
health care provided?

Method

A sample of 29 OHS was selected from the data bank
of Intermedic. This sample represented 12 in-house
and 17 external OHS, which between them were re-
sponsible for ~85% of the working population in the
Netherlands.

A formal letter of introduction was sent to the chief
executive officers (CEQOs) explaining the background and
inviting them to take part in the study. Those who ac-
cepted the invitation were sent a postal questionnaire,
which was followed up with a structured interview of
approximately an hour either in person or by telephone.
In addition, relevant supplementary materials such as
policy documents, annual reports and memoranda of as-
sociation were requested to complement and verify the
data collected during the interviews.

We carried out all the interviews using a questionnaire-
based interview. The questionnaire consisted of three
parts, covering the establishment of the OHS, policy de-
velopment and policy implementation. The questions
were developed based on a previous study assessing the
quality of mental health care in the Netherlands [6].

In our study, we used the framework of Donabedian
[7] who conceptualized three ‘quality of care’ dimen-
sions. ‘Structure quality’ refers largely to the attributes
of the settings where the care is delivered. ‘Process qual-
ity’ refers to whether or not good medical practices are
followed. ‘Outcome quality’ refers to the impact of the
care on health status. Only the structure and process
qualities of care dimensions have been used in this study
because occupational health is a heterogeneous good with
multidimensional outcomes that are difficult to measure
[4]. In addition, we did not include the perspective of
the clients in our investigation. Therefore, only the first
of the seven pillars of quality ‘efficacy’ (the ability of care,
at its best, to improve health) is considered relevant for
the purposes of our study [8].

For our study, we defined 10 ‘dimensions’ or overall
indicators: five structural quality indicators and five pro-
cess quality indicators. For each indicator, we classified

Table 1. The structure quality indicators

Structure quality
indicators

Categories

Branch—area of
operation

Agriculture, construction or industry

Commercial services, trade or
transportation

Health care, education or public
authorities

No specialization, general

SMEs

Both SMEs and large enterprises

Large enterprises

Size of clients

Motivation Value driven
Money driven
Commercial stance Non-profit
of client group Profit

Focus upon employee
versus employer

Focus upon employee
Focus upon employer
Focus upon both

Table 2. The process quality indicators

Process quality
indicators

Categories

Process quality of services Focus upon administrative processes
Focus upon availability and
financial costs: extra value
Focus upon advice in the
primary processes
A cooperative formula
Standard custom-made goods
Full service packages
Reactive: focus upon sick
leave management
Proactive: focus upon
prevention issues

Type of service

Reactive or proactive
activities

Driven by supply Demand
or demand Supply
Degree of intervention Facilitating
Unasked advising
Directing
Innovating

each OHS according to a number of pre-defined cate-
gories, based on the answers in the interviews and the
additional requested documents (see Tables 1 and 2).
Each of the authors independently classified the 26
OHS under the 10 dimensions. Any contradictions be-
tween the two judges were discussed until both eventually
agreed on a classification. The process quality indicator
for quality of service was regarded as the primary out-
come variable because it relates to the primary concern
of this study.

Quantitative data were entered into the computer
application ‘Statistics Package for Social Scientists for
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Table 3. The distribution of the occupational health care services:
structure quality indicators

Table 4. The distribution of the occupational health care services:
process quality indicators

Structure quality In-house External  Total Process quality indicators In-house External Total
indicators (n=12) (n=14) (n = 26) (n = 12) (n=14) = 26)
Branch Process quality of service
Agriculture, construction 2 (17%) 4 (29%) 6 (23%) Administrative processes 0 (0%) 1 (7%) 1 (4%)
and industry Extra value 2 (17%) 7 (50%) 9 (35%)
Commercial services, 3 (25%) 1 (7%) 4 (15%) Advice 10 (83%) 6 (43%) 16 (62%)
trade and transportation Type of service
Health care, education 7 (58%) 3 (21%) 11 (39%) A cooperative formula 0 (0%) 6 (43%) 6 (23%)
and public authorities Standard custom-made 0 (0%) 3 (21%) 3 (12%)
No specialization, general 0 (0%) 6 (43%) 6 (23%) goods
Size of clients Full service packages 12 (100%) 5 (36%) 17 (65%)
SMEs 0 (0%) 53B6%) 5 (19%) Proactive versus reactive
Both 0 (0%) 536%) 5 (19%) Proactive (prevention) 9 (75%) 6 (43%) 15 (58%)
Large enterprises 12 (100%) 4 (29%) 16 (62%) Reactive (sick leave) 3 (25%) 8 (57%) 11 (42%)
Motivation Supply versus demand driven
Value driven 11 (92%) 5 ((36%) 16 (62%) Demand driven 8 (67%) 7 (50%) 15 (58%)
Money driven 1 (8%) 9 (64%) 10 (38%) Supply driven 4 (33%) 7 (50%) 11 (42%)
Commercial stance of Degree of intervention
client group Facilitating 4 (33%) 11 (79%) 15 (58%)
Profit 4 (33%) 11 (79%) 15 (58%) Unsolicited advising 4 (33%) 2 (14%) 6 (23%)
Non-profit 8 (67%) 3 (21%) 11 (42%) Directing 3 (25%) 0 (0%) 3 (12%)
Focus upon employee Innovating 1 (8%) 1 (7%) 2 (8%)
versus employer
Employee 10 (83%) 3 (21%) 13 (50%)
Employer 0 (0%) 8 (57%) 8 (31%)
Both 2 (17%) 3 (21%) 5 (19%)

Windows 11.0° (SPSS). Frequencies were calculated
for the 10 indicators of quality, distinguishing between
in-house and external OHS (Tables 3 and 4). As the
study was descriptive in nature, no statistical analysis
was carried out on the data.

Results

In total, 26 (12 in-house and 14 external) OHS eventu-
ally participated in our study, including all the five large
external OHS, giving a response rate of 90%. These 26
services are responsible for the occupational health care
of ~80% of the working population in the Netherlands [9].

There were considerable differences in the manage-
ment of occupational care between the in-house and ex-
ternal OHS. The structure quality indicators (Table 3)
highlighted a number of interesting features of the mar-
ket. First, only large enterprises operated an ‘in-house’
OHS: none of the in-house services provided services to
SMEs. Second, the in-house OHS were almost always
value driven (92%), while external OHS were more often
money driven (64%). The third finding was that in-house
OHS were frequently linked to not-for-profit organiza-
tions (67%), while external services catered mainly for
a commercial clientele (79%). Fourth, a large majority
of the in-house OHS considered employees their clients
(83%). In contrast, 57% of the external OHS saw the
employer as their main customer.

In addition, the results for process quality indicators
(Table 4) displayed a number of interesting differences
between in-house and external OHS. Firstly, the major-
ity of the in-house OHS (83%) were found to focus on
‘advice’ (consultancy on health issues) as their primary
process quality of service objective, compared to 43% of
the external OHS, which more often focused upon staff
availability and financial costs (50%). Secondly, all in-
house OHS offered comprehensive service packages
to their clients. External OHS generally offered a more
limited service to their clients. Thirdly, in-house OHS
were more oriented towards preventative measures, i.e.
they were more proactive in their activities (75%) than
external services (only 43%). Sickness absence consul-
tation, a reactive measure, was more often the priority
for external providers. Finally, almost all external OHS
acted mainly as facilitators (79%) and only made inter-
ventions when asked to do so by the organizations. In-
house OHS had a broader scope of operation and were
better integrated into the organizations they worked with.
They were more prepared to intervene earlier in the
occupational health processes.

Discussion

This descriptive study sought to evaluate the quality of
in-house and external OHS in the Netherlands. CEOs of
both types of OHS participated through a questionnaire-
based interview and the provision of additional policy
documents.
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All the 26 OHS that participated are accredited every
5 years under a quality system similar to ISO 9001. Con-
sequently, all OHS achieve a basic level of quality as re-
quired for their certification. However, as our findings
demonstrate, there was significant variety in process
quality, especially between in-house and external OHS.
We defined quality in terms of efficacy—the ability of
care, at its best, to improve health [8]—and looked at
structure and process quality indicators of care [7]. This
ability was highest when OHS were able to practice
appropriate measures that fulfilled the specific needs of
their clients. When this definition was used, in-house
OHS appeared to achieve the highest process quality.
They were more integrated into the organizations they
worked for, provided generally the most extensive type
of service, were more oriented towards preventive meas-
ures and had a broader scope of operation. The structure
and working methods of in-house OHS were best suited
to improve the health of the organizations they worked
for and were thus better in terms of efficacy. External
OHS, on the other hand, operated from outside the
organization, provided less comprehensive service pack-
ages to their clients, usually employed reactive measures
and concentrated on making a profit. Therefore, their
structure and modes of operation were less suited to
providing that highest process quality of care.

Unfortunately, there has been limited scientific re-
search on the quality of occupational care in the Nether-
lands. A few studies have focused on outcome quality
indicators of care; for example sickness absence rates,
numbers of disability benefit recipients or client satisfac-
tion ratings [1,9]. These examinations yielded similar
results to ours, indicating higher outcome quality for in-
house OHS. Our study is the first to assess the Dutch
occupational health care system in terms of structure
and process quality. This is the most important strength
of our study. In Finland, another European country with
compulsory occupational health care provision and dif-
ferent OHS models in use, researchers also found a great
variation in both input and output indicators [10]. These
findings are similar to those of our study, although we
performed a more sophisticated and in-depth examina-
tion of the quality of care. A possible weakness of our
study in relation to others is that we did not assess out-
come quality indicators, such as the satisfaction ratings
of clients. We only questioned the CEOs and not
other stakeholders involved in this process.

Occupational health care legislation in the Nether-
lands has created an opportunity for OHS to become
commercial organizations. The Netherlands is not the
only EU country in which some OHS make a profit; in
the UK for example, there are a number of OHS that are
profit making. However, it is exceptional that >85% of
the working population receives occupational health care
from commercial services [11]. Nicholson [2] suggested
that simply making access to occupational health a legal

obligation is not sufficient for improving employee
health, which can only be achieved as a part of a wider
strategy for health improvement [3]. It seems that the
Dutch government has overlooked this condition, as is
illustrated by its failure to introduce additional measures
to improve occupational health care. Thus far, the only
stakeholders who have taken advantage of this obligation
are the (large) external OHS.

In July 2005, the Dutch government acknowledged
the unintended consequences of its actions and discarded
the legal obligation to use a certified OHS. The outcome
of this latest measure is not yet clear, but the large ex-
ternal OHS in particular are expected to lose business
given the low satisfaction ratings given by their clients
[9,11]. This could be an interesting subject for future
research. In addition, the outcome quality of occupa-
tional health care needs to be assessed through the
questioning of other stakeholders than the CEOs.
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Appendix: The questionnaire

Investigation: an assessment of occupational
health care in the Netherlands

CEO gquestionnaire
Part 1. Establishment of the OHS

1.1.
1.2.

1.3.

1.4.

1.5.

How was the OHS established?

Which parties were directly involved in the establish-
ment of the OHS?

What were the motives for the establishment of the
directly involved parties?

What media were used by the directly involved par-
ties in discussing the establishment of the OHS?
Which parties were ndirectly involved in the estab-
lishment of the OHS?

1.6.

1.7.

What were the motives of the indirectly involved
parties in establishing the OHS?

What media were used by the indirectly involved
parties in discussing the establishment of the OHS?

Part 2. Policy Development

2.1.
2.2,

2.3.

2.4.

2.5.

2.6.

2.7.

What were the policy developments?

Which parties were directly involved in policy
development?

What were the motives of the directly involved
parties in relation to policy development?

What media were used by the directly involved
parties in discussing policy development?

Which parties were indirectly involved in policy
development?

What were the motives of the indirectly involved
parties in relation to policy development?

What media were used by the ndirectly involved
parties in discussing policy development?

Part 3. The Policy Implementation

3.1.
3.2.

3.3.

3.4.

3.5.

3.6.

3.7.

How was the policy implemented?

Which parties were directly involved in policy
implementation?

What were the motives of the directly involved par-
ties in relation to policy implementation?

What media were used by the directly involved
parties in discussing policy implementation?
Which parties were indirectly involved in policy
implementation?

What were the motives of the indirectly involved
parties in relation to policy implementation?

What media were used by the indirectly involved
parties in discussing policy implementation?



