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Background: Workplace health promotion programs (WHPPs) can benefit

the lifestyle and health of employees. However, not all WHPPs have been

successful in their implementation, and thus their e�ectiveness. This study

aimed to identify the barriers and facilitators to implementing an integrated

WHPP, which targets multiple lifestyle factors at di�erent levels (individual and

organizational), from an employer’s perspective.

Methods: Data were collected by two online focus groups among 18

representatives of eight di�erent organizations. Data from the focus group

discussions were transcribed verbatim and analyzed using thematic analysis.

Data were coded both inductively and deductively, using the Consolidated

Framework for Implementation Research (CFIR) consisting of the following

five domains: (1) intervention characteristics, (2) outer setting, (3) inner setting,

(4) characteristics of individuals, and (5) process. Ratings were performed to

indicate the positive or negative influence and strength of a construct regarding

the implementation of WHPPs.

Results: Barriers and facilitators in all domains of the CFIR were found.

Regarding characteristics of the WHPP, complexity and costs hindered

implementation, while high adaptability facilitated it. An organization that met

the needs of employees (the outer setting) facilitated implementation. Available

resources, access to knowledge, leadership involvement, and continuity

of communication were facilitators within the inner setting. Barriers were

di�erent approaches to implementation within one organization and the

perceived interference with employees’ lives. For the implementation process,

the involvement of key stakeholders, including employees, was identified as an

important facilitator.
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Conclusion: Various barriers and facilitators in di�erent domains play a role in

the implementation of integrated WHPPs, according to employers. Strategies

that tackle the identified barriers and incorporate the facilitators will likely

contribute to the successful implementation of integrated WHPPs.

KEYWORDS

workplace health promotion programs, employers’ perspectives, implementation,

consolidated framework for implementation research, qualitative study, integrated

approach

1. Introduction

The workplace is described as a promising environment

to encourage people to make healthier lifestyle choices (1,

2). Workplace health promotion programs (WHPPs) aim to

improve lifestyle and consequently health- and work-related

outcomes (3). The effectiveness of these programs has been

investigated in numerous studies (4, 5). For example, Verweij

et al. (4) found significant effects on the reduction of body

weight, BMI, and body fat Moreover, increased productivity

rates, decreased absenteeism, and therefore a reduction in

associated costs are potential benefits for employers (6).

Despite proven positive effects, not all WHPPs that have

been implemented over the years have been successful (7).

The difficulty of the translation from research to practice has

been acknowledged (8). Health promotion interventions that are

based on proper underlying theory may not yield positive effects

in practice as a consequence of poor implementation (8).

For example, inadequate implementation strategies may

contribute to poor compliance and low participation rates of

employees and hence a lack of effectiveness (9). Participation

rates in WHPPs differ across studies from 8 to 97% but are on

average low, with participation levels below 50% (10, 11). To

maximize participation levels and thereby increase the success

rate of a WHPP, the implementation process should be carefully

considered, as was emphasized in earlier research (9, 11, 12).

To date, no firm conclusions about strategies to improve the

implementation of WHPPs can be drawn, as implementation

research on WHPPs is “only just emerging” and more research

is warranted (13).

To achieve successful implementation, a needs assessment,

including an assessment of barriers and facilitators regarding the

implementation of a WHPP, is needed (5). As employers are key

stakeholders in this, it is critical to consider their perspective on

the factors that impede or facilitate implementation (5, 14).

This study was conducted in preparation for the

development, implementation, and evaluation of an integrated

WHPP in which a European good practice, the “Lombardy

Workplace Health Promotion (WHP) Network,” was tailored

to the Dutch context (15). The success factor of the Lombardy

program was the integrated approach to promote multiple

healthy behaviors at both the individual and organizational

levels (16). This study aimed to identify barriers and facilitators

to the implementation of a Dutch-integratedWHPP by assessing

the experiences of employers with implementing WHPPs.

2. Material and methods

2.1. Study design

A qualitative design consisting of focus groups with

representatives of employers was used. In focus groups,

interaction and discussion between group members are

stimulated, which leads to extra information and collective views

on a topic (17).

2.2. Study population

The study population consisted of 18 employers or

representatives from eight Dutch organizations who had

experience in implementing a WHPP. Job positions included

director, human resources (HR) officer, and manager. All

organizations had more than 250 employees. Based on the

International Standard Industrial Classification of All Economic

Activities (ISIC) (18), the participating employers were from

different sectors, as presented in Table 1. In total, 10 employers

participated in the first focus group and eight employers in

the second.

Organizations were recruited via the networks of the project

team members, co-workers, and branch-specific networks

and platforms. At first, announcements to participate in an

intervention study in which an integrated WHPP would be

implemented were distributed through online platforms. A total

of 13 organizations were interested and responded by e-mail;

out of those, nine organizations were approached for this study,

and eight of them decided to participate. For the recruitment of

organizations, purposive sampling was used to pursue different

organizations with blue-collar and/or white-collar employees

(19). Additionally, representatives from the organizations were

recruited to participate in the focus group through snowball

sampling within the organization (19). An e-mail with practical
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TABLE 1 Characteristics of participants (n = 18).

NO. (%)

Industry

Administrative and support service activities 2 (11.1%)

Electricity, gas, steam and air conditioning supply 2 (11.1%)

Accommodation and foodservice activities 3 (16.7%)

Public administration and defense; compulsory social security 3 (16.7%)

Manufacturing 3 (16.7%)

Education 5 (27.8%)

Job title

Advisor 3 (16.7%)

Director 1 (5.6%)

HR officer 2 (11.1%)

Manager 9 (50%)

Policy officer 2 (11.1%)

Prevention officer 1 (5.6%)

information was sent to the organizations that participated in

the focus groups.

2.3. Data collection

A semi-structured interview guide was developed and aimed

to identify the barriers and facilitators to the implementation

of WHPPs based on employers’ experiences. The topics in

the interview guide included (1) determinants that facilitated

the implementation and (2) determinants that hindered the

implementation of a WHPP. Questions such as “What factors

caused the implementation to be effective?” were asked. Because

of the COVID-19 pandemic restrictions, the focus groups were

conducted online using “GoToMeeting” and “Microsoft Teams.”

Both focus groups had a duration of 90min and were recorded

with the permission of the respondents. Oral consent was

obtained from all participants. The focus groups were conducted

by one facilitator (DS). Two assistants took notes and managed

time (JC and SO). To facilitate the active participation of

all employers, they were asked to write down barriers and

facilitators to implementation individually during the focus

group. Every participant then reported one factor, which was

noted down using an online whiteboard. These factors were then

discussed, and missing factors were added.

2.4. The theoretical framework for
qualitative analysis

The Consolidated Framework for Implementation Research

(CFIR) was used to identify the relevant factors for the

implementation of a WHPP in the pre-implementation phase

TABLE 2 Criteria used to assign ratings to the constructs, based on

the CFIR framework (20).

−2 The construct is a negative influence in the organization, an impeding

influence in work processes, and/or an impeding influence in

implementation efforts. The majority of employers describe explicit

examples of how the key or all aspects (or the absence) of a construct

manifests itself in a negative way

−1 The construct is a negative influence in the organization, an impeding

influence in work processes, and/or an impeding influence in

implementation efforts. Employers make general statements about the

construct manifesting in a negative way but without concrete examples:

- The construct is mentioned only in passing or at a high level without

examples or evidence of actual, concrete descriptions of how that

construct manifests

- There is a mixed effect of different aspects of the construct but with a

general overall negative effect

- There is sufficient information to make an indirect inference about

the generally negative influence; and/or

- Judged as weakly negative by the absence of the construct

X The construct can have a mixed rating if:

- The comments are equally positive and negative

+1 The construct is a positive influence in the organization, a facilitating

influence in work processes, and/or a facilitating influence in

implementation efforts. Employers make general statements about the

construct manifesting in a positive way but without concrete examples:

- The construct is mentioned only in passing or at a high level without

examples or evidence of actual, concrete descriptions of how that

construct manifests

- There is a mixed effect of different aspects of the construct but with a

general overall positive effect; and/or

- There is sufficient information to make an indirect inference about

the generally positive influence

+2 The construct is a positive influence in the organization, a facilitating

influence in work processes, and/or a facilitating influence in

implementation efforts. The majority of employers describe explicit

examples of how the key or all aspects of a construct manifests itself in

a positive way

(21). The CFIR is composed of the following five domains:

(1) intervention characteristics, (2) outer setting, (3) inner

setting, (4) characteristics of individuals, and (5) process.

“Intervention characteristics” involved the features of theWHPP

itself, the “outer setting” of the external environment (22). “inner

setting” concerned features of the implementing organization

(22). The fourth domain was used to explore “individual

characteristics” of the implementers that might influence

implementation, and “process” contained the strategies involved

in the implementation (22).

2.5. Data analysis

The data from the focus group discussions were transcribed

verbatim and analyzed with MAXQDA 2020. A thematic

analysis was used, as described by Braun and Clarke (23).

Moreover, a hybrid process of deductive and inductive coding

was used for the analysis (24). The data were analyzed by

two researchers (JC and DS) separately, then compared and

discussed, and in case of disagreement, discussed with a third

researcher (SO) to reach a consensus. The first step was to

familiarize ourselves with the data by reading the transcripts of

Frontiers in PublicHealth 03 frontiersin.org

https://doi.org/10.3389/fpubh.2022.1035064
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Campmans et al. 10.3389/fpubh.2022.1035064

FIGURE 1

Overview of the condtructs in which barriers and facilitators were identified, categorized according to the five domains of the CFIR. aEmerged

inductively as a construct.

the focus groups. In step two, an initial codebook was formed

deductively based on the CFIR’s five domains and constructs.

The combination with the inductive approach offered the

possibility of including new codes that emerged from the

data (24). The third step was the organization of themes

and codes, wherein sections of the data that represented the

same code were gathered. In the fourth step, all themes and

codes were reviewed and reconsidered. In the fifth step, the

themes were further refined, and the essence of each theme

and construct was clarified. Finally, the CFIR’s constructs were

ranked independently by two researchers (JC and DS) (20).

The ratings reflect the valence, implying whether the construct

hampered or facilitated implementation, and the strength,

ranging from −2 to +2 (20). The rating criteria used for this

study are shown in Table 2. The data analysis was an iterative

process, as the first focus group was analyzed before the second

focus group was conducted (25).

3. Results

In total, barriers and facilitators were identified in 25

constructs (Figure 1). The ratings of the constructs are presented

in Table 3.

3.1. Intervention characteristics

3.1.1. Facilitators

Constructs related to the characteristics of the program

that had a strong positive influence (+2) on implementation

according to multiple employers were Evidence Strength and

Quality and Adaptability.

Employers preferred a WHPP that was evidence-based,

as they believed this increased the chance of successful

implementation. Moreover, evidence of the usefulness of the

WHPP was helpful in engaging other stakeholders:

“We are responsible for convincing people about the

usefulness of the program. A program must have a guide

for the promotion and a description of the usefulness and

necessity, as this helps people to sell it [the program] in the

organization.”—[Manufacturing, manager]

It was indicated that it should be possible that a program can

be adapted to meet the needs of the target group, in this case,

employees. Examples of the adaptability of a WHPP included

programs that were suitable to the employees’ life stages. For

instance, a program that incorporates themes based upon the

employee’s life stage, such as work-life balance for younger
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TABLE 3 Barriers and facilitators to the implementation of a WHPP.

Domain Construct Rating

Intervention

characteristics

Evidence Strength and Quality +2

Relative Advantage +1

Adaptability +2

Complexity −2

Design Quality and Packaging +1

Cost −1

Outer setting Employees’ Needs +1

Employees’ Resources X

External Policies and Incentives +1

Peer Collaborationa +1

Inner setting Structural Characteristics −2

Networks and Communications

- Communication tailored to employees X

- Continuity +2

Culture −2

Implementation Climate

- Compatibility +1

- Relative Priority +2

- Goals and Feedback X

Readiness for Implementation

- Available Resources +2

- Access to Knowledge and Information +2

- Leadership Involvement +2

Characteristics of

individuals

Beliefs about the Intervention −1

Process Planning +2

Co-creationa +2

Engaging

- Ambassadors +1

- Key stakeholders +1

aEmerged inductively as a construct.

employees and sustainable employability for older employees,

has high adaptability and therefore meets the local needs of the

employees. OtherWHPPs that were adaptive and thus facilitated

implementation includedWHPPs that were intertwinedwith the

employee’s job, e.g., by adapting the content to the nature of

their work.

The constructsRelative Advantage andDesignQuality and

Packaging were assigned+1.

It was indicated that if the impact of WHPPs within

the organization was assessed beforehand, this was helpful in

prioritizing whichWHPPs to implement. To improve the design

and quality of the WHPP, it was mentioned that the use and

integration of professionals’ knowledge into the design served

as a facilitator:

“We have used the knowledge of physiotherapists and

physical therapy students in our project to give substance

to our intervention. We know several things, but these

professionals can convey it in a better way, in a clearer

way, and they will also be received differently [. . . ] by the

employees.”—[Administrative and support service activities,

policy officer]

Employers found the enrollment of employees to be both

a facilitator and a barrier. It was seen as a facilitator if the

enrollment was made accessible and easily done, for instance

by automatic enrollment in the WHPP instead of employees

having to sign up themselves. Enrollment through the supervisor

or other individuals in leadership roles was experienced as

a threshold for employees. Furthermore, there were different

opinions regarding the obligatory nature of WHPPs. One

employer emphasized the importance of voluntariness, as not

all employees are into lifestyle changes or do not realize they

need to improve them, while the latter was a reason for another

employer to make WHPPs obligatory.

3.1.2. Barriers

The constructs that negatively influenced the

implementation were Complexity (−2) and Cost (−1). The

majority of employers expressed the complexity of a WHPP to

be implemented as a barrier. WHPPs that had simple, practical

approaches to implementation were considered facilitating:

“Success factors that I have experienced are sufficient and

continuous attention for guidance and coaching and for the

supervisors especially a concise and practical approach.”—

[Education, manager]

One employer mentioned costs related to the

implementation of the WHPP as a barrier.

3.2. Outer setting

3.2.1. Facilitators

The constructs Employees’ Needs, External Policies and

Incentives, and Peer Collaboration had an overall positive

influence on implementation and were ranked+1.

The construct employees’ needs concerned the extent to

which employees’ needs are accurately known and met by the

organization (22). Employers acknowledged that WHPPs that

meet the needs of the target group, serve as a facilitator. An

example was:
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“Once, the organization came up with the idea of making

a healthy canteen overnight. [. . . ] Consequently, all employees

went to the local snack bar. This was not very effective, and

eventually, the menu was adjusted, so the meatballs returned.

[. . . ] So, the target group really must want it. [. . . ]”—

[Accommodation and foodservice activities, HR officer]

As for external policies, an employer stated that it was

easy to impose a government policy regarding smoking

cessation on employees. Another employer mentioned using

a legal obligation in WHPPs as a facilitator. Furthermore,

peer collaboration referred to the created learning situation

when other organizations have already implemented WHPPs

and exchanged their experiences to help other organizations

implement WHPPs.

3.2.1. Mixed constructs

Employees’ Resources (X) were addressed as a barrier and

facilitator. The provision of an activity outside the organization

was mentioned as a threshold to attend the activity. Moreover,

a lack of time for employees and extra costs to be paid by

employees were barriers, e.g., if healthy food offered in the

canteen was more expensive than unhealthy food. On the

contrary, when the organization prioritized the employees’

resources and thus provided healthy foods for a reduced price,

a favorable behavior change was seen.

3.3. Inner setting

3.3.1. Facilitators

Readiness for implementation involved Available

Resources, Access to Knowledge and Information, and

Leadership Involvement. These were all reported as important

facilitators (+2).

Multiple available resources, such as the need to provide

WHPPs during working time, locations specifically designated

for the WHPP, and a budget, were facilitators. Moreover, a

success factor was to inform and educate supervisors separately

on how to promote a healthy lifestyle for their employees.

Examples given were a training or implementation guide for

supervisors to support them in the implementation:

“It would be nice, if there was a manual or something

for supervisors, with information about how you make these

kinds of topics discussable. [. . . ] About how you stimulate

employees to take that break or adopt a healthier lifestyle.

These are often difficult things to discuss because it is often

what you interfere with. So, I notice that supervisors need help

with that.”—[Education, policy officer]

Leadership involvement, the involvement of leaders and

managers with the implementation, was found to be an

important aspect in the implementation of WHPPs:

[. . . ] I think that supervisors are very important. What

we notice is that people give up quickly when they’re busy.

They say: ‘well, I don’t have time for this.’ But if a supervisor

encourages them [. . . ], people are more inclined to do

it.”—[Public administration and defense; compulsory social

security, manager]

Additionally, supervisors who were actively engaged in the

project and supported the employees during the participation in

WHPPs facilitated participation.

Continuity, part of the construct Networks and

Communications, emerged as a strong facilitator (+2).

The power of repetition was mentioned by multiple

employers. Involvement and motivation rose when information

was provided continuously:

“And so that it’s also a permanent theme for them,

permanently under the attention. You must repeat things

more structurally or be present in a structured way to bring

that theme to their attention continuously.”—[Administrative

and support service activities, policy officer]

Compatibility (+1) and Relative Priority (+2), both part

of the construct Implementation Climate, were ranked as

facilitators. One employer mentioned that a WHPP that was

compatible with and fitted with existing workflows and policies

was considered a facilitator. Priority given by stakeholders, such

as top management, facilitated getting the implementation of

WHPPs on the agenda.

3.3.2. Barriers

Structural Characteristics and Culture were identified as

barriers (−2) to the implementation, according to the majority

of employers.

Scattered health promotion initiatives were mentioned as a

barrier, as this caused uncertainty for employees about what was

offered. Different approaches within the company hindered the

implementation of a WHPP throughout the whole company:

“A barrier is too many different policies. We have

six clusters within [organization]. [. . . ] One has a vitality

coordinator, the other has its working group, and it’s quite

difficult to find our way, as an organizational-wide program.

So, I’m not sure if that’s because of different policies,

but it’s maybe due to a lot of different approaches.”—

[Public administration and defense; compulsory social

security, manager]
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Culture referred to the perceived interference with the

employees’ private lives, as was expressed by an employer:

“I think because that is seen as very patronizing as if

you are interfering. I think that responsibility should also

lie with the employees themselves. It will only work if an

employee feels like it is important and is willing to work

on it, because had I asked, ‘What do you do about your

health?’, then he [employee] says: ‘You know, I work from

9 to 5, you can interfere with that, but outside of that you

can’t’.”—[Education, manager]

3.3.3. Mixed constructs

The constructs Communication Tailored to Employees,

part of Networks and Communications, and Goals and

Feedback were experienced to both hinder and facilitate

implementation (X).

It was mentioned that communication should be tailored

to the characteristics of the target group, the employees. A

barrier was the use of a single communication channel, whereas

the use of multiple communication channels was considered a

facilitator. Delivering information to employees came forward

as a difficult aspect:

“[...] My biggest frustration is that no matter what I do, I

can’t get it between the ears of the employees. With whatever

campaign I’m running.”—[Education, prevention officer]

To inform implementers of the program about the goals of

the WHPP and to provide clarity regarding the expectations

of a WHPP were facilitators. According to employers, goals

were not always communicated clearly to implementers that was

considered a barrier:

“It is very important to transfer the information and

its purpose very clearly from within our organization to the

intermediary, who eventually has to transfer it to the target

group. Because if something is missing or not indicated in a

structured way or insufficiently, tight and clear, then it also

does not come across well to the target group. We noticed

that in our interventions, and then you still have to intervene

as an organization.”—[Administrative and support service,

policy officer]

3.4. Characteristics of individuals

3.4.1. Barriers

As to the construct Beliefs about the Intervention (−1),

it was identified that a negative attitude of the supervisor

toward WHPPs might hamper implementation even more than

a positive attitude facilitating the implementation:

“Here it’s really on the supervisor and I think that this

works even stronger than the positive side. So, if the supervisor

has a negative attitude, it is difficult for the employees to

ignore that and still go or work on it. [...] And if a supervisor

has a positive attitude it’s okay, also if the supervisor is neutral,

but negative is a disaster.”—[Electricity, gas, steam and air

conditioning supply, manager]

One employer added that it worked adversely when

supervisors do not feel the need for the program and felt like they

got extra work. In contrast, those supervisors that are advocates

of a WHPP and believe in the potential of a WHPPs could just

improve employees’ work functioning.

3.5. Process

3.5.1. Facilitators

Planning and Co-creation strongly and positively

influenced (+2) implementation. Engaging Key Stakeholders

and Engaging Ambassadors had an overall positive influence

on the implementation (+1).

As to the planning, it is important to be clear about

the time path of the implementation and to start early

with the involvement of stakeholders within the organization.

The facilitating effect of a quick implementation after the

development process was expressed:

“Collecting information and turning it into action, we

did that relatively quick. So, for the first six months, we

collected information, and then for the second six months,

we implemented it. We noticed that you should not wait too

long with that. The implementation should follow quickly.”—

[Administrative and support service activities, policy officer]

Co-creation referred to the involvement of employees

in the development and implementation of a WHPP so

that the program better fits the needs of the target group.

More specifically, ambassadors (enthusiastic employees)

were mentioned to be involved. Co-creation facilitated

implementation in all cases and was used by multiple employers:

“We have collected and used input from the employees.

Instead of imposing something top-down and thinking of it

at a strategic level and then imposing it at an operational

level. That often doesn’t work or creates bottlenecks.”—

[Administrative and support service activities, policy officer]

For an integrated WHPP especially, it was mentioned that it

was important to involve key stakeholders. The following quote

illustrates a lack of engagement of key stakeholders when there

was little communication between the different departments:
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“We had it all set up, but at the factory, their line

supervisor didn’t give them the time off to participate in

a workshop. [. . . ]. They also wanted to, but we forgot to

coordinate with the factory itself that we would provide a

workshop and time and space should be created for this,

which is unnecessary for office workers for example.”—

[Manufacturing, HR officer]

4. Discussion

4.1. Main findings

In our study, the CFIR was used to identify barriers and

facilitators to implementing an integrated WHPP. WHPPs that

are evidence-based and have the potential to be tailored to

the target group were facilitators, while complexity and costs

were barriers. Within the organization, it appeared important to

have available resources, access to knowledge and guidance, and

leadership involvement. Barriers were different approaches to

implementation and the perceived interference with employees’

lives. As to the implementation process, having structured

planning and co-creation facilitated implementation.

4.2. Comparison with literature

In line with our study, other studies that identified

barriers and/or facilitators according to employers reported

some similar findings (7, 26, 27). A lack of management

support was a frequently mentioned barrier and a facilitator

when support was present (7, 26, 27). The importance of

supervisors’ attitudes toward WHPPs and their involvement in

their implementation also came up in our study. Furthermore,

employers identified that a negative attitude can have a greater

impact on implementation than a positive attitude as was

confirmed in our study. A lack of knowledge about the

importance of health promotion or seeing it as an extra

workload can cause a supervisor’s negative attitude toward the

implementation of a WHPP (28). Therefore, programs that

aim to improve knowledge and attitudes among supervisors

regarding health promotion can benefit the implementation of

WHPPs (29). These programs can provide guidance on how to

organize WHPPs, for example, which was identified as a need in

our study and the study of Ruiz-Dominguez et al. (30). While

leadership involvement appeared facilitating, employers in our

study mentioned that employees could perceive interference

with their lives. Pescud et al. (31) mentioned that employers

often do not feel the responsibility to improve their employees’

health because they believe that employees should be responsible

for their health. In our study, this was not identified, which

could be a consequence of the fact that employers included were

experienced with the implementation of WHPPs and thus had

an affinity for health promotion among their employees.

Another facilitator identified for implementation, in line

with our study, is good collaboration with all stakeholders

involved (7). It is recommended to engage managers and

employees (co-creation) early in the planning process to

develop strategies to overcome implementation barriers (26, 30).

Moreover, since employers reported that different approaches

or policies regarding health promotion were a barrier to

implementation, it can be concluded from our study that it

is important to have a good overview of who is working

on what within the organization regarding health promotion.

“Employee” or “healthy workplace” committees have been

proposed to enhance engagement. Different stakeholders can

be represented, including employees from various departments

in an organization, “ambassadors” who enthusiastically support

WHPPs, and management (26, 27). Such committees can

improve employee participation as their needs are known and

met by the organization. Also, employees’ resources should be

considered in these committees, since these were not met in

our study and led to implementation challenges. Additionally,

committees can improve management support as managers are

kept informed about the progress of the WHPP and show that

they are committed to the success of the WHPP (26, 27).

Barriers and facilitators to the implementation of WHPPs,

in line with our findings, were related to the organization’s

readiness and the availability of resources, respectively (7,

26, 27). Having a budget available was mentioned as a

facilitator, which is in line with previous studies underlining

the importance of resources at the organizational level, e.g.,

time, budget, and human resources (32, 33). In this study,

costs were only mentioned by one participant as a barrier

to implementation. Costs might be more of an issue in

the decision-making about implementing WHPPs by the

management of organizations. This might explain why costs

are not often perceived as a barrier during the implementation

phase. The extent to which resources are a challenge for the

implementation of WHPPs depends on the type and size of

the organization. Smaller organizations with fewer employees

are less likely and less able than large organizations to offer

WHPPs (34). However, WHPPs vary in terms of content and

implementation costs. Smaller organizations can decide to start

small with the implementation and scale up eventually (35).

4.3. Strengths and limitations

The main strength of this study is the identification of

barriers and facilitators in the pre-implementation phase of an

integrated WHPP by considering perceptions from employers

about previously implemented WHPPs. In doing so, employers

from different organizations with blue-collar and/or white-collar

employees participated and represented a range of perspectives.
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Although representatives of employers were recruited based

on previous experiences with the implementation of WHPPs

to provide insights into barriers and facilitators, selection

bias can be present as all participants feel the importance

of health promotion in the workplace (36). Additionally, the

organizations in this study had more than 250 employees,

underrepresenting employers from small- and medium-sized

enterprises (SMEs). Since SMEs have specific characteristics,

such as time and resource constraints, other barriers and

facilitators may play a role in the implementation of WHPPs in

SMEs (37).

Due to the COVID-19 pandemic, both focus groups were

online. The advantages of virtual focus groups are the relatively

lower costs and the fact that participants can join in from

their homes and do not need to travel (38). However, the

interaction between participants might be different in online

discussions. There may be either an increase in interaction

due to the participants’ feeling of anonymity or a decrease

because of a potential loss of spontaneous reactions (39, 40).

Moreover, researchers are limited in observing the participants’

body language and receiving nonverbal signals (39, 41).

The hybrid process of deductive and inductive coding

resulted in a rich number of constructs. The existing constructs

of the CFIR provided a basis for identifying barriers and

facilitators, but the new constructs “co-creation” and “peer

collaboration” may be valuable additions to the CFIR within

workplace settings (20, 42). Co-creation, also known as a

“participatory approach” is also identified as a success factor

for the implementation of WHPPs in other studies (43–45). In

our opinion, the ratings are of added value, as they provide

an overview of the valence and strength of the constructs.

They are based on the input of the employers and reflect the

frequency and consistency of themes raised during the focus

groups. To avoid subjectivity in ratings, they were discussed

extensively within the research team (46). Finally, as the domains

of the CFIR are interrelated, it is difficult to make a clear

distinction between the constructs as they can overlap. For

example, both adaptability and co-creation aim to match the

needs of the employees, but adaptability reflects a characteristic

of the intervention and co-creation of the process in which the

WHPP is developed and implemented.

4.4. Implications

The identified barriers and facilitators in all domains of

the CFIR can help to reach effective implementation in future

WHPPs. A WHPP that has high adaptability and matches the

characteristics of the employees should be strived for. Moreover,

since each work setting and employee population have their

own inherent cultures and demands, thorough consideration

should be given to these needs before implementing a WHPP.

Therefore, it is crucial to involve management and employees

in the implementation (7). Multiple channel communication

and providing information continuously are key (29). This

study builds upon the “LombardyWorkplace Health Promotion

Network,” an integrated WHPP that addresses different lifestyle

themes within various domains. From this study, we have

learned to involve all stakeholders, e.g., the caterer for

adjustments in the staff canteen, professionals for delivering

knowledge about health behavior, and supervisors to support

and motivate employees. Furthermore, as factors influenced

implementation in all domains of the CFIR, this emphasizes the

importance of using an integrated approach to implementation

that focuses on all levels. Future research could also incorporate

the views of employers who have less affinity with workplace

health promotion.

5. Conclusion

In this study, various barriers and facilitators in different

domains play a role in the implementation of WHPPs in the

Dutch context according to employers were identified. Several

strategies that tackle the identified barriers and incorporate

the facilitators should be put into practice for the successful

implementation of integrated WHPPs.
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