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Abstract 

Background:  Adoption and implementation are prerequisites for the effectiveness of organisational interventions, 
but successful implementation is not self-evident. This article provides insights into the implementation of the organi-
sational intervention ‘Healthy Human Resources’ (HHR). HHR is developed with Intervention Mapping and aims at 
improving sustainable employability (SE) of employees in low-skilled jobs.

Methods:  Qualitative data on adoption and implementation were collected by interviews with three employees and 
seven middle managers in five Dutch organisations and by extensive notes of observations and conversations in a 
logbook. Data triangulation was applied and all data were transcribed and analysed thematically using the qualitative 
analysis guide of Leuven (QUAGOL).

Results:  All organisations adopted HHR, but three failed during the transition from adoption to implementation, 
and two implemented HHR only partially. The steepness of the organisational hierarchy emerged as an overarching 
barrier: steeper hierarchical organisations faced more difficulties with implementing HHR than flatter ones. This was 
reflected in middle managers’ lack of decision-making authority and being overruled by senior management. Middle 
managers felt incapable of remedying the lack of employees’ voice. Subsequently, ‘us-versus-them’ thinking patterns 
emerged. These power imbalances and ‘us-versus-them’ thinking reinforced each other, further strengthening the 
hierarchical steepness. Both processes could be the result of wider socio-political forces.

Conclusions:  This study improved the understanding of the difficulties to adopt and implement such organisational 
intervention to contribute to the sustainable employability of employees in low-skilled jobs. Practical implications are 
given for future implementation of organisational interventions.
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Background
More and more organisations are implementing organi-
sational interventions to contribute to their employees’ 
health [1–4]. Employers often rely on ready-made health 
programmes from third parties (often commercial) and 
face challenges to implement them successfully, often 
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because of a top-down implementation. Academics also 
face the challenge of developing scientifically and practi-
cally relevant interventions to promote employees’ health 
or sustainable employability (SE) [5, 6]. A particularly dif-
ficult and at the same time vulnerable group in this regard 
consists of employees in low-skilled jobs [1, 7, 8]. These 
employees have significantly higher risks of poor health 
and more adverse work conditions compared to employ-
ees in higher-skilled jobs [9, 10]. This group barely partic-
ipates in organisational health interventions, presumably 
due to a mismatch between these interventions and their 
specific needs [8]. However, organisational interventions 
may potentially be effective to reduce health inequalities 
among employees at the workplace [11].

To address these challenges and to improve the SE of 
employees in low-skilled jobs, the organisational inter-
vention ‘Healthy Human Resources’ (HHR) was devel-
oped in close cooperation with employees and employer 
representatives following the Intervention Mapping 
approach [12]. This approach is widely used for the 
development of tailored, theory- and evidence-based 
programs suited to the needs of a specific population 
and strongly built on stakeholder involvement. HHR is a 
web-based step-by-step toolkit to support joint groups of 
middle and human resource (HR) managers and employ-
ees in low-skilled jobs to develop and implement SE 
interventions tailored to their organisation and needs, 
via a dialogue-based participatory approach. HHR con-
sists of seven steps, each represented by tasks and sup-
portive dialogue-based tools (e.g., brainstorming working 
formats) for performing the tasks. More details about the 
content and the theoretical development of HHR have 
been reported elsewhere [13, 14]. HHR stimulates mid-
dle managers (the HHR-user) to involve their employees 
actively from the beginning of this process. This allows 
employees to have more voice and contributes to a more 
egalitarian and collective decision-making process, 
which is expected to improve their SE. Five organisations 
participated in the development of HHR and started to 
adopt and implement it.

In this article, adoption refers to the decision to use 
the intervention, while implementation refers to the 
actual usage of the intervention in daily practice [15]. 
The theoretical framework of Fleuren et  al. [16] sug-
gests that the adoption and implementation processes 
can be affected (positively or negatively) by factors at 
four levels: (1) the socio-political context level (e.g. 
external forces, societal and political structures and 
developments); (2) the organisation level (e.g. organi-
sational culture and lack of available resources); (3) 
the user level (e.g. lack of positive attitude, motiva-
tion, perceived social support); and (4) the interven-
tion level (e.g. lack of compatibility and alignment with 

the organisation) [17]. In this article, two types of users 
are distinguished: the employees targeted by HHR 
(end user) and the middle managers, the main user of 
HHR (intermediate user), whose actions determine the 
degree of exposure of the employees to HHR [15].

The aforementioned barriers in the theoretical frame-
work of Fleuren et  al. are reported for organisational, 
health-focused interventions and often result in imple-
mentation failure [18–22]. They are expected to be even 
more pronounced in organisations with low-skilled jobs. 
These employees often experience high job demands and 
low job control associated with several negative health 
effects [11, 23, 24]. They often perform simple and rou-
tine work tasks, which is more common in more hierar-
chical, centralised organisations [25].

However, the distinction of these four levels seems 
insufficient to fully understand the process of adoption 
and implementation. Previous studies in the area of occu-
pational health pointed at adoption-implementation gaps 
and underscored the complex, dependent nature of both 
phases [1, 26]. This article aims first to study the degree 
of adoption and implementation of the organisational 
intervention HHR in a sample of various organisations, 
and next, to understand the variation in these degrees 
across these phases. The research questions were: What 
was the degree of adoption and implementation of HHR 
in various organisations, and how can the variation in 
adoption and implementation in these organisations be 
understood? A better understanding will contribute to 
improving the future implementation of new organisa-
tional interventions focusing on occupational health [18, 
27–30], particularly those with a participatory approach 
at work [31].

Methods
Study design
This qualitative study used an explorative and retro-
spective design based on thematic analyses of logbook 
entries, observations and interviews collected between 
September 2018 and September 2020 in five Dutch 
organisations. This study design used data triangulation 
to obtain a complete and holistic understanding of the 
adoption and implementation processes from multiple 
stakeholder perspectives. Ethical approval was obtained 
from the Medical Ethical Committee of the academic 
hospital in Maastricht, The Netherlands (METC 2017–
0311). Employers and employees of the participating 
organisations signed an informed consent form prior 
to their participation. The COnsolidated criteria for 
REporting Qualitative research (COREQ) checklist were 
followed [32] to ensure the quality of reporting methods 
and results.
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Organisational settings and sample
Five Dutch organisationsdeploying employees in low-
skilled jobs were recruited via the network that was 
established by the researchers in an earlier study for the 
development of HHR [14]. The five organisations par-
ticipating in this study were: 1) a governmental institu-
tion, 2) a cleaning company, with different worksites, 3) a 
warehouse, 4) a manufacturing company, and 5) a meat-
processing company. The organisations were purpo-
sively selected by focusing on low-skilled jobs in diverse 
sectors. The sizes of these organisations varied, ranging 
from 40 to almost 4000 employees. In four of the five 
organisations, the employees mainly performed physi-
cally demanding work, while the employees in organisa-
tion 1 performed relatively simple administrative tasks 
(deskwork). Employer representatives were defined as 
professionals in the organisation who initiated HHR (i.e. 
HR managers, line managers and reintegration advi-
sors, hereafter: middle managers). Within the Dutch 
context, employers are responsible for sickness absence 
prevention and management [33]. In larger organisa-
tions, specific professionals are employed to address 
sickness absence (and its prevention) and facilitate this 
process (e.g. reintegration advisor) and were therefore 
included in this study sample. The middle managers 
were the first contact persons for the researchers in the 
earlier (development) study and a relationship already 
existed between these managers and the researchers (EH 
and IH). With respect to the interviews, the researchers 
purposively selected seven middle managers who were 
approached via phone or email. In addition, employees 
were approached by their employer, and participated vol-
untarily. Inclusion criteria for the interviewees were: at 
least one employer representative of each organisation, 
such as middle managers, who initiated and were familiar 
with HHR and 2) employees who performed low-skilled 

work, mostly with a lower level of education and speak 
the Dutch language.

Data collection
Data triangulation was applied by using the following 
data sources: logbook entries, observations and semi-
structured interviews.

First, the number and content of all intervention con-
tacts were tracked and documented in a logbook per 
organisation (in total five logbook entries). The inter-
vention contacts were operationalised as an activity and 
consisted of both internal contact moments through vari-
ous communication channels within the organisations 
(i.e. between middle managers and employees/senior 
management by email or meetings) and external contact 
moments (i.e. researchers and organisations by phone, 
email, on-site and online observations, and interviews). 
Events, materials shared and progress of the adoption 
and implementation of HHR within each organisation 
were also tracked.

Second, observations in terms of verbal and non-ver-
bal expressions during external contact moments and 
through contextual observations during on-site visits 
were collected. Field notes during the on-site visits were 
documented. In total, 24 pages of observations were 
collected.

Third, semi-structured interviews were conducted by 
the researcher (EH) with seven middle managers and 
three employees of the organisations by telephone or 
online (based on the respondents’ preferences) between 
June and September 2020. Respondents were famil-
iar with EH from an earlier study on the development 
of HHR and knew the reasons for doing the research 
and the scientific background of EH. For practical rea-
sons, two paired interviews took place (respondents 
1 and 2 and respondents 5 and 6). Table  1 presents the 

Table 1  Respondents’ characteristics

Interview number ID Gender Employment title Organisation

1 1 Female Reintegration advisor Governmental institution (1)

2 Female Reintegration advisor Governmental institution (1)

2 3 Female HR manager Cleaning company (2)

3 4 Male Warehouse line manager Warehouse (3)

4 5 Male HR consultant Manufacturing company (4)

6 Female HR consultant Manufacturing company (4)

5 7 Female HR manager Meat-processing company (5)

6 8 Female Employee Warehouse (3)

7 9 Male Employee Warehouse (3)

8 10 Male Employee Warehouse (3)
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characteristics of the respondents, who participated in 
the interviews.

A self-developed semi-structured interview guide 
with three main topics was used (Table  2). Topic 2 was 
included in the guide because the interviews took place 
during the COVID-19 pandemic, which might have 
affected the adoption and implementation. This inter-
view format was self-developed to be consistent with 
the explorative design to collect information on specific 
circumstances that facilitated or hindered the degree of 
implementation within the various organisations. ‘On the 
spot’ member checking was performed by providing ver-
bal summaries during and at the end of the interviews. 
Interviews lasted 39 min on average (range: 29–58 min) 
and were audio recorded. Data saturation was achieved 
by the interviews that took place after the other data 
had been collected. After the interviews, there was no 
opportunity to go back to the respondents for additional 
information due to time constraints and other priorities 

within the organisations. Since different data sources 
at different measurement moments were triangulated, 
cross-verification of the data was possible.

Data analysis
Thematic analysis [34], the practical steps from the 
Qualitative Analysis Guide of Leuven (QUAGOL) [35] 
and the theoretical framework of the four levels of fac-
tors by Fleuren et al. (used as a lens to analyse the data) 
[16] formed the basis for data analysis. The data of the 
logbook and the interviews (audio-recorded and tran-
scribed verbatim) were analysed simultaneously. The 
analysis process consisted of two parts: 1) the prepa-
ration of the coding process by paper and pencil work 
and 2) the actual coding process using qualitative soft-
ware. Each part consisted of five stages. Table  3 sum-
marises the stages of analysis. The stages in part 1 
were conducted independently by two researchers (EH 
and AdR) and compared and evaluated by the other 
authors (IH and HB). During part 2, the actual cod-
ing process took place, using computer-assisted quali-
tative data analysis software, Nvivo program version 
12. This part was performed by EH and continuously 
evaluated by AdR. During the final stages, the original 
data sources and narrative reports were regularly con-
sulted to verify interpretation with all authors, and the 
data analysis was thus approached as an iterative pro-
cess. Moreover, the degree of the adoption, transition 
and implementation was systematically determined. 
First, we returned to the performed data analyses and 
raw data and defined from the logbook the number of 
contact moments per organisation and categorised this 

Table 2  Interview guide topics

Topic 1: Implementation of HHR

General experience HHR

Implementation of HHR (i.e. adoption process; experience of HHR-toolkit)

Barriers and facilitators of the implementation

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

General experience of COVID-19

Topic 3: Future implementation and continuation of HHR

Adaptations of HHR

Ideas about continuation of HHR

Table 3  Stages based on the Qualitative Analysis Guide of Leuven (QUAGOL)

Part 1: Preparation of coding process
Goal

Stage 1: Familiarisation—thorough (re) reading 
of the transcripts & logbook notes

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

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

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

The narrative report is translated into key concepts

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

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

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

Stage 7: Coding process Link the relevant interview transcript fragments and logbook notes to an appropriate code

Stage 8: Analysis and description of concepts Give a clear description of the concept, their meaning, dimension and characteristics

Stage 9: Extraction of the essential structure Integration of all concepts in a meaningful conceptual framework
Apply the four levels of Fleuren et al. to interpret the data

Stage 10: Description of the essential findings
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per phase. Parallel, we checked the interviews and the 
field notes of the observations to see quotes/ expres-
sions described supporting the phases. Based on this, 
together with all authors the degrees were classified 
into high, partial and low.

Results
All organisations adopted HHR to varying degrees. 
These variations were amplified during the transition to 
implementation and the implementation itself. Different 
factors at various levels helped to understand this varia-
tion, but one overarching theme was found to understand 
impaired implementation: steepness of the organisa-
tional hierarchy. These three findings (1. degrees of adop-
tion, transition and implementation; 2. Understanding 
adoption, transition and implementation; 3. Overarch-
ing theme:steepness of the organisational hierarchy) are 
addressed below in more detail.

Degrees of adoption, transition and implementation
Degrees of adoption, transition and implementation 
varied across the five organisations. All organisations 
adopted HHR to some degree as expressed by the level 
of enthusiasm among the adopters (i.e. middle manag-
ers and senior management), ‘Our production director 
who at the time fully endorsed it’ (ID: 5). The adopters of 
organisations 1, 3 and 4 adopted HHR to the full extent, 
while the adopters in organisations 2 and 5 adopted the 
intervention to a limited extent, illustrating a lower level 
of enthusiasm. ‘I noticed that it took a lot of time, effort 
and energy so to say, to reach people, to mobilise people, to 
have them participate’ (ID:3).

The degree to which the transition from adoption 
to implementation was made was low for organisa-
tions 2 and 5. Organisation 4 made many attempts 

(high number of contact moments [13]) to transition 
from adoption to implementation but eventually failed 
to continue the implementation. Only organisations 1 
and 3 fully transitioned from adoption to implementa-
tion. The transition to implementation was character-
ised by enthusiasm together with the manager’s ability 
to translate HHR into concrete actions, ‘I’m positive 
about the project to this day, only it is just a difficult 
thing’ (ID:7).

The implementation was characterised by enthusi-
asm, ability to take concrete actions and the actual use 
of HHR. Despite the enthusiastic middle managers and 
many attempts to continue, organisations 1 and 3 decided 
to stop during the implementation phase and failed to 
implement HHR to its full extent.

Understanding adoption, transition and implementation
The three phases can be understood along with factors 
at the four levels [16] (Table 4). Strikingly, the user and 
intervention levels played a large role during adoption, 
while the organisation and socio-political context levels 
came into play more prominently towards and during 
implementation.

Phase 1 Adoption of HHR
Intermediate user level – middle managers

The importance of support  The importance of support 
emerged during the adoption phase and was perceived 
both positively and negatively by the middle managers. 
Some interviewees experienced a broad support base 
from their senior management at the beginning of the 
adoption phase, but the support changed over time: ‘This 
was very much supported by the head office. We started 
with high hopes (…) it was highly prized and space was 

Table 4  Overview of factors per phase and level

Phase 1) Adoption 2) Transition adoption 
-implementation

3) Implementation

Level Overarching theme: steepness of the organisational hierarchy
Socio-political context Occurrence of external shocks Remaining shocks to the organisations

Organisation Challenges faced in the workplace Remaining shocks to the organisations

Intermediate user 
(middle managers)

The importance of support The sandwich position
Perception about employees – creating 
an in- & out-group

Appearance of mental fatigue

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

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

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

SE regarded as easy to embrace but 
difficult to implement

Pleasant way of working, but no guar-
antee for success
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made available for it, they said: we will do that and peo-
ple can participate in it and so on. (…) At one point, our 
HR director was fired, who considered sustainability very 
high (….) I see that happening very often, they say, We go 
back to basics ‘ (ID: 7).

When no support was experienced, doubts arose and 
enthusiasm decreased. ‘The type of worker, the com-
plexity of employees, spread over many locations, so we 
encountered a lot of problems with accessibility, how do 
we reach the right people? So how do you create support 
for the project?’ (ID: 3). This lack of support seemed par-
ticularly disadvantageous for the employees. Accord-
ing to one manager, employees might not see the added 
value of HHR in combination with the observed organi-
sational structure, which affected the employees’ support 
level. ‘Many people feel less connected to our organisa-
tion, so I don’t think they’re counting on it either’ (ID: 3). 
Observations among employees in the cleaning company 
(organisation 2) confirmed this thought. They experi-
enced a lack of connectedness with their employer and 
felt more connected to their host organisations (where 
they cleaned).

Intervention level

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

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

Phase 2 Transition adoption‑implementation
The longer it took to transition from adoption to imple-
mentation, the more barriers at the socio-political con-
text and organisation levels began to interfere with 
the process. Consequently, these barriers negatively 
affected factors at the user level (middle managers and 
employees).

Socio‑political context level

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

Organisation level

Challenges faced in the workplace  Internal shocks 
within the organisational setting also occurred. Due to 
budget cuts, supportive (financial) resources were not 
available anymore. ‘We as a company have been stripped 
so much to the bone that you have even less support when 
it comes to other things, projects’ (ID: 7).

Staff turnover was another barrier for continuity: ‘(Name 
X) has fallen ill and is now out of service. In the third 
quarter of last year our (name Y) came along as interim 
HR, he promised a lot, but didn’t deliver much and the 
support I needed for that. And now we have hired (name 
Z) and that is our new HR manager (….) due to all the 
staff changes we have been stuck for a while’ (ID: 4).

Due to these barriers, the enthusiasm of the staff involved 
in HHR disappeared, which had been the basis for adop-
tion. Additionally, senior management changes and 
their centralised decision-making process led to a new 
corporate vision and competing priorities on the busi-
ness agenda; due to this, the employees’ SE was regarded 
as less important again. Middle managers themselves 
experienced a lack of decision-making authority to take 
action.

Other barriers were observed, such as a lack of practical 
resources in terms of time, room to execute HHR and 
overlapping HR initiatives, and hesitation continued: ‘As 
an organisation, we already have a lot of things that we 
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already do (…) a lot of overlap. Also between the current 
projects and initiatives that we had already set up (…), we 
have doubts whether we should continue with the project’ 
(ID: 3).

Intermediate user level – middle managers

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

Perception about employees – creating an in‑ and 
out‑group  The way the middle managers perceived 
their employees was a salient factor. They were preju-
diced and characterised their employees as persons who 
struggle with language barriers, are difficult to reach, 
have reduced abstraction skills, have a different way of 
thinking, have low resilience and are a precarious group. 
Employees were considered as needing extra attention 
and support. Only a few middle managers described their 
employees as a vulnerable population and sought ways to 
give them a voice: ‘It’s just looking at how you get the most 
active, how do you get the most out of their voice or own 
needs. I think that’s crucial and then it follows from this 
discussion that they need support or being taken by the 
hand. That seems to be important again’ (ID: 1).

A lack of connection and interaction between middle 
managers and employees was observed. Gradually, an in- 
and out-group developed in terms of an ‘us-versus-them’ 
relationship at the organisational level. This seemed 
rooted in a lack of empathy and understanding, as mid-
dle managers who had once started in the low-skilled 
position of the employees were able to understand the 

employees better, showed empathy and did not experi-
ence an ‘us-versus-them’ relationship.

End‑user level – employees

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

Intervention level

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

Phase 3 implementation of HHR
Barriers at the socio-political context and organisa-
tion levels still affected both the middle managers and 
employees when the phase of implementation was finally 
reached for organisations 1 and 3.
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Socio‑political context and organisation level

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

Appearance of mental fatigue  During the implementa-
tion phase, middle managers still experienced the bar-
riers at the organisation and socio-political context lev-
els that were already experienced when transitioning to 
implementation, and middle managers behaved reac-
tively. They felt dependent on what was happening in 
the wider system around them and again felt placed in 
a sandwich position. The daily job demands led to a lack 
of full focus, enthusiasm and involvement concerning 
HHR. ‘I had the feeling that it was a neglected child to me. 
Because you have high workloads and our reintegration 
processes always come first (…) So it came a little bit next 
to it, I don’t feel like I gave it everything’ (ID: 1).

Mental fatigue arose, because implementation took too 
long and required pushing and pulling. It seemed too 
demanding for the (HR) manager to invest in a dialogue, 
and thus implement HHR, with this lack of available 
resources. ‘Every time we started again, something is going 
on in the company. In the upcoming time, I’ll be busy with 
all the ongoing issues. I don’t expect (Name X) either, as 
our HR department has been further stripped’ (ID: 4).

End‑user level – employees

The feeling of not being taken seriously and lack of com-
munication  During implementation, employees 
expressed disappointment when they felt they were not 
being taken seriously. ‘Yes, I made that document and 
showed it to them. I did not find him (HR manager) very 
cooperative, because when I arrived, he was not there’ 
(ID: 9). As a consequence, a negative attitude emerged, 
and enthusiasm eroded. The thought of ‘nothing hap-
pens anyway’ already experienced in the transition phase 
was confirmed. Additionally, the lack of communication 

due to eroded enthusiasm suggested that the project was 
already over, ‘I actually thought it was all over, to be hon-
est’ (ID: 8).

Intervention level

Pleasant way of working, but no guarantee for suc-
cess  HHR still represented a ‘pleasant way of working’ 
in the phase of implementation for the middle manag-
ers of organisation 1 and 3. At the same time, the imple-
mentation of HHR was experienced as a challenge due to 
the aforementioned factors at the user, organisation and 
socio-political context levels. 

Overarching theme: steepness of the organisational 
hierarchy
Based on the factors reported by employees and middle 
managers to understand the variation in degree of adop-
tion, transition from adoption to implementation, and 
then implementation, the overarching theme appeared to 
be a steeper organisational hierarchy. Table 5 shows the 
relationship between hierarchy and adoption, transition 
and implementation in the five organisations.

A steeper hierarchy was related to a lower degree of 
implementation (organisations 2, 4, 5) and defined as: the 
power of senior management to overrule subordinates 
(i.e. middle managers and employees) by not giving them 
a voice; and a lack of middle managers’ decision author-
ity to push through and remediate the process to give 
employees more voice. The involved middle management 
layer had limited or no authority and seemed depend-
ent on senior management for decision making. At the 
same time, these middle managers were dependent on 
immediate supervisors, who are closely involved with 

Table 5  The relationship between hierarchy and degree of 
adoption, transition and implementation and number of contact 
moments

Note: 1) governmental institution, 2) cleaning company, 3) warehouse, 4) 
manufacturing company, and 5) meat-processing company

The degree: ● High; ◐ partial; ○ low

(#) = number of contact moments (internal (employer-employees) and external 
(researchers-organisations))

Steeper hierarchy Flatter hierarchy

Organisation 4 5 2 1 3

Phase

1) Adoption ● (6) ◐ (4) ○ (7) ● (4) ● (4)

2) Transition adoption-
implementation

◐ (13) ◐ (4) ○ (0) ◐ (2) ● (2)

3) Implementation ○ (0) ○ (0) ○ (0) ◐ (19) ◐ (10)
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the employees. HHR cannot be implemented without 
the necessary support from other levels. These perceived 
power imbalances varied across organisations (being 
overruled was more prevalent in organisations 2 and 4, 
and a lack of authority by middle managers was more 
prevalent in organisations 2 and 5).

In contrast, a flatter hierarchy related to a higher degree 
of implementation (organisations 1 and 3), but was no 
guarantee for full implementation. Organisations 1 and 3 
had a flatter hierarchy characterised by a power balance 
that prevented middle managers being overruled by sen-
ior management, and authority was exercised at the level 
of the middle managers, to give voice to the employees. 
In organisation 1, however, the lack of a power balance 
eventually emerged during the implementation phase as 
well, paralleled by partial implementation of HHR.

Simultaneously with the power imbalance processes, a 
social hierarchy emerged in all organisations, namely ‘us-
versus-them’ thinking patterns. Different social norms 
were observed in terms of negative attitudes, the way of 
communication and behaviour among middle manag-
ers and employees. Middle managers spoke negatively 
about their employees and senior management, while 
employees felt distrustful towards their middle and sen-
ior management. These patterns proved to be harmful 
and reinforced the already existing power imbalances 
between senior and middle management and employees, 
hence the steepness of the organisational hierarchy.

Discussion
This qualitative study analysed the process of adoption, 
transition from adoption to implementation, and imple-
mentation of the organisational intervention ‘Healthy 
HR’ (HHR) in five diverse organisations. All started 
with some degree of adoption, but only two out of five 
organisations implemented HHR partially; the other 
organisations did not achieve implementation. Employ-
ees and middle managers reported factors at all levels 
distinguished by Fleuren et al. [16]. The organisation and 
socio-political level factors came more into play after the 
adoption phase. The steepness of an organisation’s hierar-
chy appeared to be the overarching theme in understand-
ing the degree of adoption, transition from adoption to 
implementation, and implementation. A steeper hierar-
chy constituted the main barrier.

All five organisations adopted HHR. SE, the core focus 
of the HHR intervention, was described as a container 
concept by the middle managers. This concept was use-
ful for generating broad support and enthusiasm among 
stakeholders in the adoption phase. All agreed that SE 
was an important outcome, while concurrently having 
different perceptions about its meaning and translation. 

This empirical observation aligns with the diversity in 
conceptualisation and operationalisation of SE among 
different scholars [36]. In the implementation phase, this 
broad interpretation of SE lost its strength as it could not 
counterbalance the barriers. The broad concept of SE 
weakened the power among the middle managers.

Only two organisations fully transitioned from 
adoption to implementation and implemented HHR 
only to a certain extent. HHR builds on an egalitar-
ian employer-employee dialogue and the willingness 
to give employees in low-skilled jobs more job control 
and voice. A mismatch occurred between this philos-
ophy and the hierarchical organisational structures of 
the participating organisations. In line with Hadjisolo-
mou and Simone [37], middle managers were caught 
between two structures, the social (i.e. social relations 
with employees) and organisational (i.e. power from 
senior management and supervisors). These experi-
enced power structures resulted in a power imbalance, 
something which is also observed in other research [4, 
38]. This power imbalance goes hand in hand with the 
observed us-versus-them (in-group versus out-group) 
thinking patterns among both management and the 
workfloor. According to social identity theory [39], 
the distinction between in- and out-groups is a social 
phenomenon and is described as ‘they (so the others) 
cannot speak our language’ [39]. The current findings 
show how difficult it is to change existing behavioural 
patterns in organisations and the behaviour of all stake-
holders involved. The lower energy levels and nega-
tive attitudes among employees and middle managers 
affected the implementation and resulted in organi-
sational cynicism, a common phenomenon in many 
organisations [40]. Hence, a steeper organisational 
hierarchy was related to worse outcomes (e.g. less sat-
isfaction), a result that was found in previous research 
as well [25].

The context of COVID-19 amplified these processes 
even more. Organisations overburdened their employ-
ees and middle managers with high work demands and 
lost the bigger picture of the employees’ well-being [37]. 
This might have ultimately led to an increased distrust 
towards senior management and resistance to health ini-
tiatives [21]. Compromising the social cohesion might 
also have strengthened the ‘us-versus-them’ thinking 
patterns [40].

Both phenomena might be a result of a wider socio-
political context [21]. From a neoliberal perspec-
tive, profit maximisation is the sole driver, which goes 
together with an increased emphasis on the individual 
responsibility of employees, thereby distracting atten-
tion from their health in the work environment. The 
perspective points to the distal influence of barriers at 
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the macro-level, ultimately and negatively affecting the 
employee-employer relationship [41–43].

Closely related to this is the class discrimination that 
may underlie ‘us-versus-them’ thinking in organisations. 
This type of stigmatisation and stereotyping is very com-
mon and impacts organisational behaviour (i.e. high ver-
sus low educated), increasing the experience of inequality 
[44] and again pointing to macro-level forces influencing 
lower-level outcomes.

The longer the adoption and implementation phases 
lasted, the more the observed socio-political and organi-
sational barriers evolved and started to interfere with 
them. The power at lower levels in organisations is too 
weak when the socio-political context and organisation 
barriers become more influential [4, 18, 45]. Such struc-
tural barriers grounded in socioeconomic and ideologi-
cal systems are generally persistent [46]. Eventually, HHR 
was partially implemented at best, with flatter hierar-
chical organisations being more successful than steeper 
hierarchical organisations.

Strengths and limitations
Three types of data were collected (data triangula-
tion) in a set of five diverse organisations. By integrat-
ing these data types in the analyses, the researchers 
were able to follow and interpret the entire process in 
real-time. The QUAGOL approach to qualitative anal-
ysis strengthened the iterative process between differ-
ent stages via constant interactive dialogue and data 
comparison with the members of the research team 
(disciplines in sociology; organisational psychology 
and occupational health) and made it possible to dive 
deeper into the research phenomenon [35].

Although five different organisations were studied, 
caution is recommended in transferring the findings to 
other organisations. One or two middle managers from 
each organisation were interviewed. However, not all 
organisations permitted the researchers to interview 
employees, primarily due to time constraints within the 
organisations and the problems resulting from COVID-
19. Due to the small number of employees of one organi-
sation (organisation 3), relevant perspectives might have 
been missed.

Moreover, a part of the data was collected during the 
first wave of the COVID-19 pandemic. Due to this, the 
interviews were collected through telephone or an online 
medium, which might have influenced the data collection 
through for example disturbance in internet connections 
and limited observations of non-verbal communication 
of the interviewees.Moreover, due to COVID-19, work-
ing procedures changed, and there was less interaction 
between middle managers and employees and among the 
employees. However, in the analysis, we did not perceive 

a lack of information – data triangulation might have 
counterbalanced infrequent flaws in online data col-
lection. Further, content wise no clear relation between 
these changes and the lack of implementation was found. 
It might be, though, that the pandemic reinforced power 
differences and the ‘us-versus-them’ thinking patterns.

Practical and future research implications
Although HHR was not successfully implemented, the 
findings add to existing knowledge on what does and what 
does not work, and for whom, when and under which 
circumstances regarding the implementation of organi-
sational interventions [38, 47, 48]. With respect to the 
practical implications, To successfully create an organisa-
tional change, an adequate context analysis is needed to 
identify the organisation’s historical roots and its readi-
ness for change [49]. For some organisations, HHR can 
be too disruptive and will not immediately match with 
existing organisational structures and cultures. When 
implementing an intervention, it is important to be aware 
of ‘path dependency’ (i.e. experiences and decisions made 
in the past) [50]. To yield success, new policies need to 
be developed that are in line with existing organisational 
institutions (policies, norms, cultures) [51], or the organi-
sation needs to wait for an external force in the right 
direction, a so-called critical juncture [50] that cannot 
be created intentionally. A change in senior management 
might be an opportunity to put the right people in charge 
with a more democratic leadership style and a collective 
mindset, for whom hierarchy stands for accountability 
rather than for an autocratic leadership style [25].

From an institutional theory perspective, in organisa-
tions with a power imbalance and ‘us-versus-them’ think-
ing patterns, social norms need to be changed [52, 53]. For 
instance, an organisational culture of trust, respect, sincere 
interest and decentralised decision-making should be nor-
malised before implementing an intervention like HHR. 
It may also be important to create awareness about stig-
matising beliefs at the organisational level [44]. Opening a 
dialogue with the other group could be a way to transform 
the ‘us-versus-them’ thinking patterns to we-thinking [39] 
and provide more agency to the group of employees and 
reduce stigmatisation. These norms should be integrated 
into a democratic leadership style that promotes a true 
dialogue about what matters for the employees and that 
co-creates a culture of human dignity [41].

Furthermore, appointing fully focused ‘project cham-
pions’ (ambassadors of the project) could be helpful to 
increase the success. They should be able to translate the 
intervention into concrete actions and keep up the spirit, 
but they can only be effective in a culture when they have 
decision-making authority and are assertive enough to 
break through the power imbalances.
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With respect to future research implications, the 
observed hierarchy seems more complex than the four lev-
els of Fleuren et al. [16]. It is impossible to remove certain 
barriers, and hence the entire system should be addressed. 
Further research is needed on how to tackle or deal with 
these wider socio-political forces in occupational health 
research, which is impossible with the categorisation into 
four levels. For future implementation research and fur-
ther development of HHR, the behavioral change wheel 
of Michie and colleagues could be a helpful framework to 
further analyses the context, the specific roles of different 
stakeholders and specify behavioral changes per target 
group (e.g. higher and middle managers and employees) 
[54]. Furthermore, researchers of future organisational 
interventions studies can learn from the presented persis-
tent barriers involved in the adoption and implementation 
process of such interventions, act accordingly, and discuss 
them openly with organisations from the very beginning of 
the intervention process. Moreover, two groups were stud-
ied, the employees and the middle managers. Our find-
ings indicated that the senior management, particularly 
in steeper hierarchical organisations, played an impor-
tant role in the stagnation of the implementation process 
while we lacked direct interview materials from this group. 
Therefore, it would be better to involve them in future 
research and to increase the numbers of employees and 
middle managers as well.

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