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Abstract

Objectives: Commercialization of occupational health services (OHS) and transition to a supplier market which started
in 1995, has affected work and working conditions of occupational physicians (OPs) profoundly. OPs have lost influence
on the organization of their work and managers took over control. This study explores the impact of commercialization on
job satisfaction of occupational physicians. Material and Methods: Data were collected through a questionnaire completed
by 797 OPs, members of the Netherlands Association of Occupational Medicine (response: 45%). A range of work satis-
fiers and dissatisfiers measures was included that, according to the Social Action Approach, could explain the variation in
job satisfaction. Stepwise multivariate regression analyses were performed to explore to what extent the differences in job
satisfaction can be attributed to the characteristics of the setting, biographical variables, satisfiers and dissatisfiers. Results:
Occupational physicians in commercial settings had the lowest average score as regards job satisfaction (6.7) contrasting
sharply with their colleagues in private practices (8.7) and in non-commercial settings (7.9). The variation in job satisfac-
tion between delivery settings could largely be attributed to satisfiers and dissatisfiers. Biographical characteristics (age,
gender) had no effect. The data suggested that not commercialization as such, but the ability of commercial OHS providers
to integrate professional values was the crucial factor to bring about job satisfaction. Conclusions: The challenge for com-
mercial OHS providers is to preserve the professional zeal in OPs by integrating professional values in their organization in

order to improve the quality of the services and the attractiveness of the profession.
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INTRODUCTION

The wellbeing of physicians is not only of importance for
themselves, but also for their patients and the healthcare
institute where they are employed. It influences patient
satisfaction, the turnover among physicians, the morale
among healthcare workers, the frequency of mistakes
made and, therefore, also the quality of the care provided
[1-3]. Despite this, research into job satisfaction remains
fragmentary, with various indicators present, rendering
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comparisons difficult. Furthermore, the findings of re-
search into job satisfaction among physicians are not un-
ambiguous and vary per context, specialization and geo-
graphical region.

In general, satisfaction among physicians appears to
have remained reasonably stable over the years and its
most important determinants have been found to be job
demand, job control, collegial support and income [4,5].
However, significant differences between physicians
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(specializations) and geographical regions have been re-
ported [6,7]. Janus et al. found that job satisfaction among
American physicians was higher than that of their Ger-
man colleagues [6,7]. For both countries, “being involved
with the decision-making concerning work” was an impor-
tant predictor for satisfaction. Numerous studies have re-
vealed decreasing job satisfaction in physicians as a result
of managed care arrangements that limit the possibilities
for referrals, autonomy and prescribing medicines [§]. An-
other cause is related to the difficulties encountered by
physicians in dealing with more self-assured patients who
are highly educated and behave like consumers; in gen-
eral an erosion of public trust in physicians has taken hold.
Obviously, dissatisfaction and satisfaction are not equally
distributed and dependent on work environment, expec-
tations of colleagues, patients and healthcare managers.
Mechanic talks of ‘boutique practices,” referring to the in-
stitutes where strikingly high levels of job satisfaction have
been observed [8].

Findings from Australia reveal an alarmingly high rate of
almost 50% of physicians reporting high stress scores [9].
Under the title “Unhappy doctors, what are the causes
and what can be done?” the British Medical Journal has
reported on two seminars for physicians and healthcare
managers in the USA and UK on the topics of job satis-
faction and changes in healthcare systems [10]. The most
important cause is considered to be the more traditional
pattern of expectations of physicians that is not in line
with the expectations that the society (employers, govern-
ments, and patients) has of physicians with respect to ac-
countability and patient-centeredness.

As far as we know, very little is known about job satis-
faction of occupational physicians (OPs). A Dutch study
indicates that stress among OPs does not differ from the
average levels of all Dutch physicians, but OPs in com-
mercial occupational health services (OHS) display burn-
out symptoms significantly more frequently in comparison
with their colleagues in other delivery settings [11].

OBJECTIVES

The study on job satisfaction and work experiences
among OPs in the Netherlands was triggered by the sys-
tem shift that has taken place in the field of occupational
health and safety since 1994 when a series of new regu-
lations was implemented. First of all, OHS were made
obligatory for all employers, but at the same time the ban
on profit-making was lifted and competition among OHS
centers was promoted. This implied a boost of the market
for OHS. New commercial OHS centers that operate on
the national level started competing with the traditional
medium size OHS that used to have a monopolistic posi-
tion in their region.

Currently, commercial OHS have become the most
common delivery setting for occupational health in the
Netherlands covering about 75% of the commercial mar-
ket, with the 3 largest national OHS centers employing
about 60% of all occupational physicians [12]. This re-
gime change has profoundly affected the work content
and working conditions of OPs, and has had enormous
consequences for the culture and organization of occu-
pational healthcare and the position of OPs in this arena
[13]. It can be characterized as a transition from a sup-
plier market in which OPs determine the content and
goal of the services, towards a customer market where
the employers determine which services they purchase
and at what price.

The supplier market, where the influence of OPs is high,
is idealistic in nature, primarily geared towards preven-
tion and promotion of healthy employees. In the customer
market, however, cost-effectiveness and customer-orien-
tation are the dominant values, and financing takes place
through ‘fee for services’ as opposed to the ‘capitation sys-
tem’ based on the solidarity principle, which was character-
istic for the supplier market. In the commercial OHS, OPs
are hardly represented at the management level and they
are not involved in the contracting with companies. The
work processes that OPs are expected to focus on have
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been largely standardized and are driven by business pro-

CESs Norms.

Due to the discontent with working conditions in the

commercial OHS providers and as a consequence of

changes in the Work Environment Act in 2005, the num-
ber of private occupational health practices has grown
rapidly by 15-20% of all OPs. About 10% of OPs are still
working in non-commercial settings, mainly employed by
large companies in the so-called company OHS. Their
work setting resembles most the non-commercial OHS
environment from prior to 1994; they do not work with

a ‘fee for service’ system, but on the basis of a budget.

They are much more tightly integrated into the company.

In addition, they have geared their services specifically to

the company’s needs and are not confronted with financial

targets.

The aim of the present study is to explore the impact of

commercialization on the work and wellbeing of OPs. The

primary objectives are:

- to compare job satisfaction and work satisfiers and dis-
satisfiers for commercial and other delivery settings,

- to explore to what extent the differences in job satisfac-
tion can be explained by characteristics of the delivery
setting, biographical variables, and experienced work
satisfiers and dissatisfiers.

MATERIAL AND METHODS

Sample and data collection

Data were collected through a questionnaire sent by email
(the NetQ program) to all members of the Netherlands
Association of OPs (NVAB; N = 1786). The membership
file was made available by the board and only used for this
study. After two reminders, 797 valid completed question-
naires were returned (response rate 45%). With the excep-
tion of those who had their own motives for not participat-
ing in the study, reasons for non-response were: incorrect
email address (N = 98), incompletely filled questionnaire

[JOMEH 2014;27(4)

(N = 60), and problems with digital questionnaires. Rep-
resentativeness was estimated by comparing the gender
and age distribution in the research group with the NVAB
membership file: the percentage of women was almost
identical in both groups (34.8% in the research group
and 33.8% on the membership file), but the physicians in
the age group between 50 and 59 years were overrepre-
sented in the research group (51.3% as opposed to 42.4%
in the membership file). However, age turned out to have
no effect on job satisfaction. According to the regulations
of the Ethical Committee of the VU-University Medical
Centre, no informed consent was required for this study
since no patients were involved.

Conceptualizing and measuring

Job satisfaction and its determinants

For conceptualizing and measuring the concept ‘job sat-
isfaction’ and its determinants, we used the ‘Social Ac-
tion Approach’ developed by the British industrial soci-
ologists Goldthrope and others [14] during the sixties of
the last century and elaborated by Kalleberg [15]. They
reacted against social scientists who view a variation in job
satisfaction solely as a function of the job characteristics
and argued that satisfaction cannot be explained without
the knowledge of the meaning people put to their work
activities.

Job satisfaction was defined as “an overall affective orien-
tation on the part of individuals toward work roles which
they are presently occupying” and perceived as a unitary
concept, measured in this study with one question (“How
content are you with your current work situation?”). It was
expressed with the use of a 1-10 VAS score.

However, the causation of job satisfaction is considered to
be multidimensional and to be a function of the evaluation
of various aspects of work. It is assumed that people attach
different values to various work aspects (intrinsic referring
to content and prospects, extrinsic referring to material
reward, social aspects and autonomy) and that the values
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or ideas about ‘good work’ (what is desirable with respect
to work) explain a large part of the variation of job satis-
faction. These values or ideas can originate from personal
preferences, needs, talent, education, life experiences, ex-
pectations, etc. Physicians and other professionals, how-
ever, usually have outspoken values and ideas about ‘good
practice’ that are taught during the life-long educational
and socializing processes and reinforced through intercol-
legiate discourses.

In this study, work values or desired work experiences
were asked for 11 work aspects (derived from the list used
in the Goldthrope studies) and summed up in Table 1 by
using the question “Please indicate how important these
aspects are for you in your work” (range: 1 = not impor-
tant at all, 5 = highly important). The results are present-
ed in Table 2, section B.

The actual work experience was evaluated for the same 11
aspects using the question “To what extent are these as-
pects present in your current job?” (range: 1 — completely
absent, 5 — fully present). They are called “job rewards” by
Kalleberg and constitute potential sources for job satisfac-
tion. The outcomes are presented in section A of Table 2.

The difference between the desired and actual work expe-
rience indicates someone’s satisfaction with a work aspect,
which was called a satisfier. The results are shown in sec-
tion C of Table 2.

Finally, dissatisfaction was evaluated using 11 items,
as summed up in Table 3, that were derived from the
Herzberg’s motivation-hygiene theory [16] and translated
to a situation of (Dutch) OPs.

Analysis

In Tables 1-3, job satisfaction and the various indicators
of work satisfiers and dissatisfiers were calculated and
compared for each delivery setting. Furthermore, job sat-
isfaction was used as the dependent variable in a series
of stepwise multivariate linear regression analyses.

In the 1st step of all analyses, the different settings were en-
tered as independent dummy variables into the model by de-
fault, i.e., “company OHS,” “private OHS practice” and “oth-
er” were compared to “commercial OHS.” In the 2nd step, the
regression model was expanded by entering three biographi-
cal variables (i.e., gender, year of birth, and years in current
position). In the 3rd step, the regression model was further

Table 1. Aspects of work used in the calculation of actual and desired work experience

Aspect* Dimension Cronbach
P (according to social action approach [1]) a

1. The opportunity to develop professional expertise intrinsic (composed index) 0.79
2. Interesting and challenging work
3. Large autonomy in the work autonomy (composed index) 0.84
4. Taking one’s own responsibility
5. Good atmosphere in the working unit social (composed index) 0.89
6. Good relationship with colleagues
7. Good financial reward extrinsic ns
8. Reward by merit
9. Job security

10. Self-contracting companies economic independency ns

11. Organizing one’s own work

* In the questionnaire, OPs evaluated their actual and desired work experience as regards 11 aspects. Aspects 1-6 were compressed into indices if
Cronbach a equaled > 0.60 (measure for reliability of a scale). For aspects 7-11, representing the dimension “extrinsic” and “economic independency,”
this criterion was not met. Therefore, in statistical analyses, not the indices/dimensions were used in the statistical analysis, but the separate aspects.

ns — not statistically significant.
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Table 2. Satisfiers, the actual and desired work experience for various work aspects per delivery setting (mean scores)

Deliyery Intrinsic  Autonomy  Social Financial Rewar('l Self-. Oo;ge?;l E)Z\:vrilg JOb.
setting reward by merit  contracting work security
A) Actual work experience®
commercial OHS 3.7 4.1 39 3.5 21 20 3.5 39
in-company OHS 4.4 4.6 4.4 42 3.0 23 3.6 4.2
private practice 4.5 49 4.1 4.6 43 44 4.5 25
other 43 44 4.1 3.7 23 22 39 4.1
total 4.0 43 4.0 38 25 25 3.7 3.7
p Chi 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
B) Desired work experience**
commercial OHS 43 43 4.1 3.7 29 22 35 3.6
in-company OHS 4.4 4.4 4.1 3.7 3.0 33 33 3.6
private practice 43 4.6 3.8 39 3.6 3.6 4.0 1.9
other 4.5 44 4.1 3.5 3.1 23 3.7 32
total 43 44 4.1 3.7 3.1 24 3.6 33
p Chi’ 0.42 0.06 0.15 0.04 0.00 0.00 0.00 0.00
C) Satisfiers ***
commercial OHS 0.6 0.2 0.2 -0.2 -0.9 -0.2 0.0 0.3
in-company OHS 0.0 0.2 0.3 0.5 0.1 0.0 0.3 0.6
private practice 0.2 0.3 0.3 0.7 0.6 0.8 0.5 0.7
other 0.2 0.0 0.0 0.2 -0.8 -0.2 0.3 0.9
total 0.4 -0.1 -0.1 0.1 -0.5 0.0 0.1 0.4
p Chi? 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
* Scale from 1 (absent) to 5 (fully present).
** Scale from 1 (unimportant) to 5 (highly important).
*** The difference between the desired and the actual work experience. Scale from -1 (not satisfied) to +1 (satisfied and more).
OHS - occupational health services.
Table 3. Dissatisfiers per delivery setting (averages on a scale of 1-5)
ommercial In-compan Private
Variable ‘ OHS OHg ’ OHS practice (I\(I) t=hesr9) (NT:t;l; 6)
(N=528) (N=72) (N=137)
Work pressure
A) time pressure 3.8 3.7 3.1 3.8 3.6"
B) administrative burden 4.0 33 3.0 3.6 3.7
Security
C) job insecurity 29 25 20 2.1 2.7*

1J0
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Table 3. Dissatisfiers per delivery setting (averages on a scale of 1-5) — cont.

N=58) (N=7) (N=137) =3 (N=7%)

Integrity

D) following the professional guidelines not feasible 29 2.7 2.7 26 2.9%

F) professional standards difficult to maintain 2.6 1.7 2.0 22 2.4%

G) independent advise impossible 22 1.8 1.7 1.9 2.0%
Profession

H) previously the conditions for being a good OP were 29 24 1.9 2.5 2.7*

better
I) commercializing has a negative impact on the professional 39 35 3.0 39 3.7%
performance

J) preference for work outside OH field 29 2.6 2.8 2.8 2.8

K) cannot recommend the OP profession to others 3.6 32 3.1 34 3.5%

E) my knowledge and competences cannot be realized 2.7 23 21 25 2.5%

in my current work

OHS - occupational health services; OH - occupational health; OP — occupational physician.

* p Chi < 0.00.

Table 4. Job satisfaction explained by delivery setting, biography, satisfiers and dissatisfiers in a stepwise multiple regression with job

satisfaction as a dependent variable

Step 1 Step 2 Step 3 Step 4
Variable stand. stand. stand. stand.
b " B B B
Delivery setting
in-company OHS vs. commercial OHS 0.222 0.00 0.219 0.00 0.107 0.00 0.058 0.02
private OHS practice vs. commercial OHS 0.449 0.00 0.445 0.00 0.241 0.00 0.145 0.00
other vs. commercial OHS 0.163 0.00 0.160 0.00 0.110 0.00 0.072 0.00
Biography
gender 0.017 0.64 0.026 0.40 0.046 0.09
year of birth -0.009 0.78 0.004 0.88  -0.034 0.19
seniority in the current position (years) -0.046 020  -0.038 021  -0.029 0.28
Satisfiers (the difference between the desired and
the actual work experience)
intrinsic 0.180 0.00 0.083 0.00
autonomy 0.123 0.00 0.069 0.01
social 0.232 0.00 0.156 0.00
good financial reward 0.067 0.03 0.050 0.07
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Table 4. Job satisfaction explained by delivery setting, biography, satisfiers and dissatisfiers in a stepwise multiple regression with job
satisfaction as a dependent variable - cont.

Step 1 Step 2 Step 3 Step 4
Variable stand. stand. stand. stand.

p " s P s P p P
reward after merit 0.092  0.00 0.077  0.00
job security 0.081 0.00  -0.026 0.31
self-contracting companies -0.019 052 -0.027 0.31
organizing one’s own work 0.074 0.01 0.033 0.20

Dissatisfiers (workload)
working pressure
A) time pressure -0.032 0.21
B) administrative burden -0.098 0.00
security
C) job insecurity -0.140 0.00
integrity
D) following the professional guidelines not -0.018 0.49
feasible
F) professional standards difficult to maintain -0.086 0.00
G) independent advise impossible -0.083 0.00
profession
H) previously the conditions for being a good OP -0.065 0.03
were better
I) commercializing has a negative impact on the -0.048 0.07
professional performance
J) preference for work outside OH field -0.062 0.01
K) cannot recommend the OP profession to -0.080 0.00
others
E) my knowledge and competences cannot be -0.129 0.00
realized in my current work
R? 0.22 0.23 0.45 0.59
p 0.00 0.62 0.00 0.00
R?- explained variance; f — regression coefficient.
extended by entering 8 indicators of work satisfiers as addi- obtained from inclusion of additional independent vari-

tional independent variables. In the 4th step, 11 indicators of ables as presented in Table 4. Also, the standardized betas
work dissatisfiers were also entered into the regression model. and corresponding p values of all independent variables
For all 4 regression models, the explained variance (R?) were retrieved. The differences were accepted as statisti-
was determined as well as the significance of change cally significant at p < 0.05.

[JOMEH 2014;27(4)
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RESULTS

Table 5 presents the distribution of respondents over the
different delivery settings. There were only small differ-
ences with respect to age and BIG-registration (a state
declaration of professional competence). The percent-
age of women and part-timers is higher among those that
work for commercial OHS providers. On average, the re-
spondents have been working in their current work setting
for 10 years except for the OPs in private practices, who
have, on average, worked 5 years (since 2005) in their cur-
rent work situation.

Univariate outcomes

With a score of 8.5, OPs in private practices reported the
highest job satisfaction, while their colleagues in commer-
cial delivery settings had the lowest score with an average
score of 6.7; but there were considerable differences indi-
cated by the standard deviation; the highest score of a sin-
gle commercial OHS provider was 7.5 and the lowest 5.6.

Also the “actual work experience” score in the various
work dimensions shows comparable differences between
work settings (Table 2, section A). OPs in private practices
had the highest scores in all dimensions, especially in the
“autonomy” dimension, with the exception of the “social”

and “job security” dimensions. OPs in commercial OHS
had low scores in these dimensions, even in the “social”
dimension, which had a relatively high desirability score
in this setting.

The differences between the settings were much smaller
for “desired work experience” (Table 2, section B) and
even not significant for the main work aspects (intrinsic,
autonomy and social ones). This means that OPs in the
different delivery settings were almost fully in agreement
regarding what constitutes ‘good work.” The highest scores
in all settings were in the dimensions of “autonomy” and
“intrinsic.” OPs in private practices put “freedom in plan-
ning working hours” in the third place, while OPs in the
other settings gave higher priority to “social” and “job se-
curity” dimensions. “Good financial rewards” took fourth
place for all OPs.

Table 2, section C, shows that OPs in private practices had
the highest satisfiers (a difference between the desired and
the actual work experience) concerning all work aspects.
This was opposite for OPs in commercial settings: they
scored lowest for all satisfiers, with the exception of “job
security.” The majority of these OPs were not happy with
the intrinsic dimension, while almost 45% felt the same
way about the “social” dimension.

Table 5. Biographical characteristics and job satisfaction per delivery setting

Commercial In-company Private OHS
Variable OHS OHS ~  practice T
(N=528) (N=72) (N=137)
Gender — men (%) 62.5 73.6 715 69.5 65.6 0.08
Age (years) 51.0 51.0 51.0 53.0 51.0 0.12
Seniority in current position (years) 12.8 10.9 55 11.1 11.2 0.00
Working time (% full time) 513 68.1 65.7 62.7 56.2 0.00
BIG-registered (a State declaration of 92.9 88.9 96.4 93.2 93.2 0.03
professional competence)

Job satisfaction (average VAS-score range: ~ 6.7%1.5 79+1.1 8.5+0.9 7.6%1.3 72%1.5 0.00

1 = very discontented; 10 = completely
content) +SD

BIG - Beroepen Individuele Gezondheidszorg; VAS -Visual Analogue Scale; SD - standard deviation; OHS - Occupational Health Services.
* The category “Other” comprises occupational physicians working in curative care, research departments, or in a combination of work settings.

[JOMEH 2014;27(4)
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As regards the dissatisfiers, OPs from all settings showed
less divergence (Table 3), although those in commercial
settings had systematically higher dissatisfaction scores.
The highest dissatisfiers score was reported for working
pressure (A, B), with “The poor image of the profession”
(J, K, ) taking second place, and “Threatening integrity in
professional practice” (D and F) in the last one. Evidently,
for many respondents, in all work situations, the feeling
persisted that the commercialization of their profession
had rendered them unable to carry out their work in com-
pliance with the professional norms.

Multivariate outcome

Finally, stepwise multivariate regression analyses
showed that the included satisfiers and dissatisfiers ex-
plained a considerable part of the variation in job sat-
isfaction between the different delivery settings, as is
shown by the strong decrease in the standardized f of
delivery settings in steps 3 and 4 in Table 4. Biographical
variables (gender, age, years worked in the current posi-
tion), on the other hand, had no effect on the general
job satisfaction. In the 4th step, the satisfiers “organiz-
ing one’s own work,” “self-contracting companies,” and
“job security” turned out to be no longer statistically
significant.

The social dimension is the most important contributing
satisfier, followed by intrinsic, reward by merit and au-
tonomy. “Job insecurity” (C) turns out to be the dissat-
isfier that undermines general job satisfaction the most,
followed by the “lack of professional challenge” (E), “ad-
ministrative burden” (B), “threatening of professional
standards” (F) and “independency” (G). The dissatisfiers
“following guidelines not feasible” (D), “time pressure”
(A) and “the negative judgment on commercializing” (I)
became non-significant in comparison with other indepen-
dent variables. The beta in the 4th step for delivery setting
indicated that some of the differences between the com-
mercial setting and other settings remained unexplained.

[JOMEH 2014;27(4)

More information was required to explain these setting
differences, especially between the commercial OHS and
the private OHS practices.

DISCUSSION

Overall, OPs in commercial settings felt deprived; they
judged their work least positively (6.7) and scored the
lowest in nearly all satisfiers, and the highest in all dis-
satisfiers. In contrast, OPs in private practices reported
the highest job satisfaction (8.5) and obtained the highest
scores in all satisfiers, with the exception of the “social”
and “job security.” Physicians in non-commercial OHS, in
the curative health care sector or in research (“Other”)
took the middle position. The variations in job satisfaction
in different delivery settings could largely be explained by
satisfiers and dissatisfiers included in the study. Satisfiers
that most strongly contributed to general job satisfaction
were autonomy, intrinsic and social work aspects, and -
for physicians in private practices — “organizing one’s own
work” and “good financial reward.” Dissatisfiers that de-
tracted most from job satisfaction were: “job insecurity”
(C), “lack of professional challenge” (E), "administrative
burden” (B), “threatened professional integrity” (E G),
and “poor public image of the profession” (J, K).

Occupational physicians within commercial OHS evalu-
ated their work and working conditions more often as
unattractive and more stressful in several areas, but com-
mercialization as such cannot be regarded as the cause of
all this dissatisfaction. In the multiple regression analyses,
the negative judgment on commercializing of OHS disap-
peared when the satisfiers and dissatisfiers were added to
the model. Moreover, the average job satisfaction scores
of the individual commercial OHS providers in this study
diverged considerably (5.6-7.5), which highlights that
some commercial OHS centers are apparently much more
able to create the conditions for a positive work experi-
ence for OPs than other. This underlines the importance
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of integrating professional values and aspirations in the
operational management.

The outcomes of the present study are in line with the re-
sults of studies on the impact of management involvement
on job satisfaction in physicians; traditional core values,
such as autonomy and control over their own practice,
have been found to correlate strongly with job satisfaction
of the professionals [17]. The discontent with managed
care arrangements, however, appeared to be a strong in-
centive to redesign these arrangements in order to cope
with the grievances and needs of both the professionals
and clients [18,19].

The results of this cross-sectional study were affected by
the social-economic constellation of that moment, which
was rather unfavorable for commercial OHS due to the
shrinking market. This might at least partly explain the
strong emphasis on economic outcomes and neglecting
professional interests. Another restriction is the method
of data collection, the structured questionnaire, which
produces only a global picture and gives no informa-
tion on motives and intentions in specific situations.
Only qualitative research in the work-setting can provide
a more complete and realistic insight into satisfiers and
dissatisfiers of occupational physicians and into clues for
improvements.

CONCLUSIONS

Commercialization and the transition to a supplier market
have created a more dynamic field and a greater diver-
sity in OHS supply under the management of business-
oriented managers, but it ultimately resulted in lower
job satisfaction of OPs. The influence and involvement
of OPs, however, have too often become marginalized and
professional values and ambitions have been under pres-
sure. Particularly in a commercial setting, clarity about
the professional integrity and independence is vital for
the credibility and quality of the service and, therefore,

professional arrangements need shelters to enable them
to organize their profession and to protect them against
too powerful stakeholders [20].

Hence, the great challenge for OHS providers is to develop
structures and practices that make clear how professional
integrity and values can be preserved in a commercial en-
vironment in order to maintain and improve the quality
of the services and the attractiveness of the profession.
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