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1. Abstract

The focus for this research is health management in German general practitioners’
surgeries. In Germany, there are over 50,000 general practitioners’ surgeries with
over 150,000 physician’s assistants as employees. One of the main objectives of
health management is the reduction of absent days due to ill health and it is important
to know, which activities can be identified to reach this objective.

The overall aim of this research is to develop a concept to support stakeholders in
promoting health supporting activities which facilitate personal health potentials and
help improve the productivity of the general practitioners’ surgeries.

The basis for the development of this concept was a systematic literature review,
which indicated that health management in general could be improved by health
promoting activities. However, the findings from the literature review reveal gaps in
general practitioners’ surgeries health promotion practices. This research aims to
improve the knowledge in health management at general practitioners’ surgeries in
Germany with a focus on activities promoting the employees’ health potentials.

The success of the proposed activities essentially depends on the acceptance by the
employees. Therefore, a questionnaire about “health management” for employees of
general practitioners’ surgeries has been developed which used the health-promoting
measures found in the literature review. The findings of these questionnaires provide
quantitative data (N=194) on which of the health promoting activities are preferred
by the employees. The findings give an insight into personal preferences for health-
promoting activities from the employee's point of view.

The findings of the employee survey were used as indicator for the acceptance of
activities; the results of the systematic literature review were used as indicator for the
effectiveness. As a third indicator, the costs of the discussed activities have been in-
corporated into the concept. These three indicators form the basis for a multi-criteria
decision analysis. Results were used to build a score for generating a priority list with
ten effective activities promoting personal health potentials.

The measures with the highest preferences are vaccines (94%), healthy food at work
(67%), and training at home (61%). Robustness of the results was tested by means of
a sensitivity analysis. Vaccination is widely ranked first in the priority list. This is of
importance as the employees of general practitioner’s surgeries are exposed to sub-
stantial risk of infection.

Three different strategies for implementing this concept into health management in
general practitioners’ surgeries were developed.

The main contribution to knowledge is seen in the contribution to the methodology.
It shows how different perspectives of different stakeholders can be used in a sys-
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tematic (and thus in a participatory, interaction-oriented and fair) decision-making
process for health management that can be applied in other decision-making situa-
tions (e.g. hygiene or emergency management). As a theoretical contribution, the
bridging of the implementation gap with the developed priority concept and its inte-
gration in an operational HRM model for German practitioners’ surgeries with the
psychological contract as core are discussed.

DOI: 10.46289/BNGH1478
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2. Introduction

Health management is the central concept of this research. Health management itself
is embedded in wider concepts like quality management, performance management
and human resource management. These management concepts are adopted in com-
panies and organizations of every size. This chapter introduces these concepts and
their relevance for general practitioners’ surgeries and how they aided the develop-
ment of the research questions.

The idea for this research was developed during the practical work as a consultant,
and the work with general practitioners’ surgeries. The underlying idea of this ap-
proach was to use the knowledge of stakeholders within an organisation and their
ideas for activities to make optimal decisions concerning employees’ health man-
agement.

In Germany, a social market economy is practiced. The principle of the free market
is associated with a social balance. The aim of this social and economic policy model
is "... to combine free initiative with a social progress secured by economic perfor-
mance based on the competitive economy." (Miiller-Armack, 1976 - translated by the
author). Social market economy and growing environmental issues are increasingly
determining corporate social responsibility, leading to policy-specific regulations to
ensure the health and well-being of all employees. This contextual background is
shown in section 1. In doing so five areas related to health care management were
outlined, which in varying degrees of intensity influence the daily decisions and pri-
orities.

In section 2 these five areas are applied to the specific case of German general practi-
tioners’ surgeries. First, a description of the structure and size of German general
practitioners’ surgeries is given, and then the German national prevention strategy
(§ 20d SGB V) and the prevention act (PravG, 2015) as well as other health man-
agement related regulations are presented. An explanation of the significance for the
employees is given.

Walter (2007) conducted a study on quality management and standardization of
health management goals and procedures. In this study twelve goals for corporate
health management in four principal areas are defined. This framework is used in the
present research to anchor questions of health management. Walter (2007) evaluates
management practices in small and medium-sized enterprises and recommends pro-
moting the improvement of well-being and general health at work as a step towards
an integrated and comprehensive health management system.

The subsection “Diseases and disease prevention at workplace” takes a closer look to
this goal. There are five main groups of diseases which are arranged and classified
according to the International Statistical Classification of Diseases and Related
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Health Problems (WHO, 2016) catalogue of the World Health Organisation (/nterna-
tional Statistical Classification of Diseases and Related Health Problems, 2016). For
these classifications validated statistical data is available (i.e. the number of absent
days caused by the respective disease). Three of these five groups are finally used to
derive concrete activities for the physician’s assistants.

The last subsection applies the general decision-making model to the specifics of
general practitioners’ surgeries thus to assist health management decision-making
and prioritising.

Section 3 of this chapter transforms the points above into research questions. And
finally, the last section gives an overview of the following chapters.

2.1 Contextual Background

The following five areas form the context background and reflect the social, the op-
erational, the economic, the medical and the management point of view. They are the
basis for the systematic literature review in chapter 3.

2.1.1 Area 1: General health care management

The idea of health care management means that the health of the population can be
sustained, encouraged and managed through social and social policy measures. This
also includes political measures which affect health management for the whole socie-
ty. The political rules change regularly, influenced by different stakeholders. They
are subject of a comprehensive social security code of the German government legis-
lation (SGB I-XI1I, which is the social security and welfare legislation).

There are two issues that have emerged in recent years: the demographic change and
the German national prevention strategy. The latter arises from the so-called Preven-
tion Act (PravG, 2015), which is a law on strengthening of health promotion and
prevention. The intention is to develop measures to prevent diseases (prevention),
and to promote health and early detection.

The demographic change in Germany consists of an older society and older employ-
ees in companies. The present retirement age is still rising (OECD; Pensions at a
Glance 2011: Retirement-income Systems in OECD and G20 Countries Complete
Edition, 2011). The rate of absent days of older employees (50 or more years) -
evaluated on the basis of the figures of the German statutory health insurances -
tends to be higher than the one of younger employees (Brussig and Ahlers, 2007).
Therefore, companies have to care more about the health of their employees to keep
the absence caused by sickness as low as possible.

The Prevention Act (PravG, 2015) extends and modifies the SGB as it picks up on
the living environments (schools, day-care centres, businesses, nursing homes) of the
population and develops coordinated concepts tailored to these environments ("set-
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ting approach”). Physicians can make recommendations for prevention and inform
about services from providers as adult education centres, sports clubs and fitness
centres. The health insurance companies fund prevention courses, if the courses fulfil
the quality standards of the statutory health insurance for §20 SGB V.

2.1.2 Area 2: Corporate health management

While general health care management is the responsibility of the entire society,
Corporate Health Management focuses on health and health promotion at work.

Occupational health protection deals with the effects of work on the health of work-
ers. The aim is the prevention of work-related health problems and the prevention of
occupational diseases. The statutory basis is the German Occupational Safety and
Health Act (ArbSchG, latest amendment 2015) by which the employer is obliged to
take the necessary measures of occupational health and safety, monitor their efficacy
and, if necessary, adapt them (§ 3 ArbSchG). The work must be designed in such a
way as to avoid a threat to life and to physical and psychological health and to mini-
mize the remaining risks (§ 4 (1) ArbSchG). It is distinguished between prevention
of the circumstances and behavioural prevention.

The prevention of circumstances deals with the working environment and working
conditions. The employer has to assess the dangers emerging from handling hazard-
ous substances, exposure to noise as well as the risks of physical and psychological
stress and to eliminate or reduce these by appropriate measures.

Behavioural prevention aims at the behaviour of the individual employee. Infor-
mation on health hazards and health-promoting behaviour is intended to prevent dis-
eases.

The German Act on Occupational Health and Safety Professionals and other occupa-
tional safety and health professionals (ASiG, last amended in 2013) regulates the
appointment of occupational physicians, safety engineers and other specialists in
occupational safety. Big organisations and companies with more than 250 employees
have their own occupational physicians who work fulltime for the company. An or-
ganisation with more than 51 employees has to engage an occupational physician.
For smaller companies there are special regulations according to the regulations of
the German Social Accident Insurance (DGUV). According to this, the entrepreneur
with less than 51 employees after a motivation and information training can limit the
safety-related care by an external freelance specialist for work safety or intercompa-
ny services to self-determined needs.

The management of health and safety measures - i.e. planning, organization, imple-
mentation and control - is not a voluntary entrepreneurial initiative but based on legal
requirements. Only when it comes to the health-promoting design of jobs, workflow,
structures and organization is it justified to speak of a company's health management.
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2.1.3 Area 3: Business performance and quality in health management

With the introduction of an occupational health management system, it soon became
clear that good health, work satisfaction and a pleasant working climate could be
success factors for more quality, higher performance and improved competitiveness.
As a further goal of the company's health management, it was also desirable to prove
the success of the business by means of suitable key indicators according to Badura,
Greiner et al. (2008).

Several big sized companies as stated by Webendorfer (2011) started their own
health management programs independent from governmental initiatives. The use of
health management can lead to a competitive advantage. Following Maar, Fricker et
al. (2011) professional health care management is likely to benefit for all organisa-
tions regardless of their size.

But other scientific findings on effects of workplace health promotion interventions
are contradictory. Some researchers (Kallestal eds, 2004; Ozminkowski et al., 2002;
Pelletier, 1993 — cited in Larsson, Landstad and Vinberg, 2009) cannot confirm a
relationship between investments in workplace health promotion and performance
improvements; others (Aldana, 2001; Jensen and Roos, 2005 — cited in Larsson et al.,
2009) see strong correlations between health-related activities and productivity.

The number of absence days has proved to be the most important indicator for meas-
uring the effect of health management measures according to Grobe, Ddrning et al.
(2011). In Germany validated data of absence days is provided by health insurance
companies.

2.1.4 Area 4: Diseases and disease prevention at the workplace

This area shows the medical view of occupational health management. A distinction
is made here between the disease-causing, symptomatic view (pathogenesis) and the
health-promoting view (salutogenesis). According to Helmenstein, Kleissner et al.
(2004) the term salutogenesis was introduced by Antonovsky (1997) as opposed to
the classical concept of pathogenesis which deals with trying to treat diseases and the
causes. Whereas salutogenesis is based on the principle of "staying healthy despite
stress and strain" and the prevention of ill-health, pathogenesis is more concerned
with "suffering from stress and strain" and the treatment of ill-health. While the clas-
sic treatment model only seeks the absence of disease, the wellness model sees the
complete well-being as a goal of health promotion.

The salutogenetic conceptions have significantly influenced the conceptions of pre-
vention. While the classical treatment model focuses on the risk factors that cause
disease (left part of Figure 1), the wellness model also involves the recognition and
strengthening of health-enhancing factors and resources (left and right part of Figure

1.
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Figure 1: The salutogenetic conception — source: Hertel, 1992 cited in Helmenstein et
al. (2004)

For this research, diseases which most frequently cause absent days according to
health insurance statistics (Grobe, Dorning et al., 2011) are distinguished as follows:

* Musculoskeletal disorders

* Mental disorders

* Diseases of the respiratory system
* Injuries at the workplace

Fields of action and prevention relevant for the promotion of health and well-being at
the workplace are distinguished according to the guidelines of the German govern-
ment health insurance (Handschuch, Schreiner-Kiirten et al., 2015):

* Nutritional behaviour
* Physical movement

* Coping with stress

* Drug prevention

It is characteristic for all four fields of action that they interlock health-promoting
work organization and health-promoting work and lifestyle.

While treatment of diseases is largely regulated, preventive measures are based on
voluntary action of both the employer and the employees. Before integrating preven-
tive measures into long-term health management, it is recommended to examine each
of them with regards to effectiveness and degree of participation and acceptance.

2.1.5 Area 5: Decision-making

Many measures such as nutritional counselling, physical movement or even vaccina-
tions can be taken by companies to prevent illness and thus improve their health
management (Sockoll, Kramer et al., 2006). These measures vary in effectiveness,
expense and acceptation by the employees.
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As a rule, all proposed measures improve health management. However, resources
are generally limited since not all measures can be implemented and conflicting ob-
jectives exist. For example: Should measures that are unpopular and inexpensive but
effective - e.g. avoidance of alcohol abuse — rather be promoted than measures that
are popular, but more expensive but may not be effective — e.g. yoga classes in the
lunch break? But objectives cannot only lead to conflicts, they can strengthen each
other and be complementary, also. Thus, an increase in physical mobility often leads
to a reduction in stress levels.

Decision-making means to choose between evaluated alternatives. Alternatives, i.e.
all measures for health promotion, are compared with each other and evaluated from
the point of view of the different decision criteria acceptance, effectiveness and cost
level. The ranking of the individual alternatives is used to recommend a priority im-
plementation.

The process of decision-making is the core of this research. All collected theories
and data are used to construct a concept, which can be used to optimize and prioritize
the health management in line with the relevant objectives.

Figure 2 shows a multi-criteria decision-making process and visualizes how the
whole research will lead to a concept for the development of a priority list. Following
Roy (1981), cited by Ishizaka and Nemery (2013), development of a priority list is a
typical ranking problem: “The options are ordered from best to worst by means of
scores or pairwise comparisons, etc. ...” (Ishizaka and Nemery, 2013, p. 3).

First step in the process is to develop the decision criteria. For this, it is necessary
that there is a great participation of the stakeholder; especially it is important that the
employees who are important stakeholders are included. The stakeholders should
also be involved in defining the weighting, which determines how relevant a decision
criterion is for the achievement of the goal. To determine the extent to which an ob-
jective has been met, it is necessary to determine how this is to be measured or, if
measurement is not possible, which indicators display the degree of goal achieve-
ment.

The right branch in Figure 2 is concerned with the development of alternatives and
options. The first step is to generate a vast range of alternatives to allow the scope for
action and decision-making being as complete as possible. In the next step, the alter-
natives are reduced to a manageable quantity by determining their feasibility. What
remains are realistic alternatives. Finally, the extent to which a realistic alternative
meets each decision criterion is evaluated by means of measurements or indicators.

The result of the assessment of each alternative for each decision criterion represents
the attractiveness and performance in terms of the specific criterion - the ranking of
alternatives regarding the specific decision criterion. If this scoring is combined with
the weighting of the decision criteria, the overall scoring of the alternatives arises - or
in the words of Ishizaka and Nemery (2013): a list of priorities.
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Implementation
(resp. Customizing)

Figure 2: The multi-criteria decision-making model

Finally, the sensitivity analysis allows to observe how changes in weighting the deci-
sion criteria affect the order of priority. Using the robustness analysis, one can de-
termine how long the order of priority determined remains valid, considering uncer-
tainties in the weighting as shown by Ishizaka and Nemery (2013) and Zangemeister
(2014). Implementation resp. customization of the decision-making model means that
the practical approach is made transparent for the user and enables him to make
changes on one’s own, e.g. for additional decision-making criteria or new alterna-
fives.

The next section transfers the previously described model to health management de-
cisions in general practitioners’ surgeries.

2.2 German general practitioners’ surgeries and health management

In the following, German general practitioners’ surgeries and their specifics are pre-
sented against the contextual background presented above with a focus on decision-
making for health management.
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Responsible for the implementation of a health management system in German gen-
eral practitioners’ surgeries is normally the owner him/herself — the general practi-
tioner. He/she is the general manager and the medical expert in one person. The phy-
sicians are not trained and experienced in management decision-making. Like com-
parable micro-enterprises they need highly standardized procedures and recommend-
ed activities. These standards should cover the entire process from identification of
activities, the implementation of health improvement programs and the practical part
for the day-to-day work, therefore the decision-making process itself is a key part of
the research questions.

2.2.1 The structure and size of German general practitioners’ surgeries

General practitioners’ surgeries are an integral part of the German health care sys-
tem. The individual physician’s practice is usually an economic enterprise, which is
led by a self-employed physician, as a rule the legal owner and sole holder. However,
he/she has to practice under the legal framework and is accountable for his/her ac-
tions under the German law.

Such a freelance activity - as other scientific, artistic, teaching or educating profes-
sions — is not a trade under German law (GewStG §2). Income earned through medi-
cal activities is subject to income tax (EstG §18). In contrast to other freelancers,
however, medical services provided by the physician are exempted from value added
tax (UstG § 1). The uniform regulations of approval in all federal states regulate the
objectives, content and the duration of the training as well as examinations and ap-
proval as a physician (AApprO § 1). Physicians cannot be held liable for the success
of their therapies and actions, but they can be sued for damages in the event of cul-
pable, unauthorized action (BGB § 823). In Germany, the practice of medical treat-
ments is reserved only to approved physicians. Some special activities (such as blood
sampling for laboratory tests) can also be carried out by medical assistants (MFA)
(see below).

Each physician is a mandatory member of a medical chamber. As a public-law cor-
poration, medical chambers are the bearers of the professional self-administration of
the medical profession. The Medical Chambers are organized according to federal
states. The Federal Chamber of Physicians is the working group of the provincial
chamber. The physicians are a member of the state chamber in which they carry out
their medical activity. Among the tasks of the seventeen medical chambers are the
promotion of quality assurance measures and the organization of the training of med-
ical assistants (MFAs).

In 2015, in Germany there were around 370,000 working physicians in total, 46% of
which female. 150,000 are working with outpatients; about 120,000 of them were
licensed for a physician’s surgery. In total, there are some 54,000 general practition-
ers' surgeries. In addition, there are about 7,000 paediatric doctors' surgeries; the re-
maining approximately 59,000 surgeries are specialist surgeries. Following the phy-
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sician monitor on average, the general practitioner is fifty-five years old (infas, 2016,
p. 55). The proportion of women is 44% (infas, 2016, p. 56). The average general
practitioner’s surgery has 3.5 fulltime-jobs (infas, 2016). In the physician monitor
there is no statement about the age structure and gender of the employees.

In the physician's office, patients are received, advised and treated. The patients are
divided into so-called public health patients and private patients.

2.2.1.1 Public health patients

The public health patients belong to the statutory health insurance (GKV) or other
insurance (pension, unemployment, accident, and nursing insurance) of the German
social security system. In contrast to the institutions of statutory health insurance,
private health insurance funds (PKV) are not public-law corporations, but private
insurance companies which reimburse their clients, the private patient, according to
the underlying insurance contract and tariff.

The statutory health insurance is a compulsory insurance for all employees who are
not classified as insurance-free or who are not otherwise entitled to insurance in case
of illness. For the treatment of public health patients, the doctor requires an authori-
zation, which means that he belongs to one of the 17 Associations of Statutory
Health Insurance Physicians (KVs), which, according to the social act (SGB), per-
form the contractual care of all insured persons of the GKV (§ 77). The residence
permissions for physicians who wish to participate in the health care system are es-
tablished by means of an authorization committee. They are limited and are divided
into quotas oriented to requirements. In Germany, statutory patients can choose be-
tween more than 200 health insurance companies. The health insurance companies
conclude contracts with the KVs, which are binding for the individual doctor. Physi-
cians do not charge the individual patient or a single health insurance, but instead
they are obliged to a collective agreement for the respective KV area in which the
total remuneration has been agreed on. The distribution, billing and questions of
profitability and practice are the subject of medical self-administration within the
framework of the funded associations (KVs). The benefits to be provided within the
framework of the statutory health insurance are precisely defined in the social act
(SGB) and remunerated by the health insurance funds as described above. In addition
to these compulsory benefits, which equal for all health insurance companies, health
insurance funds can offer supplementary benefits within the framework of elective
rates.

Almost every physician is licensed for social health insurance (SHI). The proportion
of private patients in general practice is around 8%. This is supported in a study by
infas (2016): From October to December 2015, general practitioners’ surgeries had
an average of 150 private patients compared to 1,615 SHI-patients (p. 49, 50). In
contrast to this low percentage of 8.5% the share of revenues of private patients (in-
cluding private supplementary offers) is around 13% following (infas, 2016).
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2.2.2.2 Private patients

In the case of private patients, the physicians directly charge the patients. The patient
then usually passes the invoice onto his private health insurance (PKV), which as-
sumes the expenses within the agreed scope of the insurance contract (tariff). This is
regulated in the Insurance Contract Law (VVG §192). In Germany, physicians are
not entitled to free pricing. They are tied to the physicians' fees schedule (GOA).
Since the GOA offers a certain billing margin (up to 3.5 times the rate of charge) the
treatment of PKV patients is more lucrative than that of GKV patients. Private ser-
vices also include the so-called Individual Health Services (IGeL) - these are medical
services which must not be covered by the health insurance funds because they go
beyond what is considered to be adequate, appropriate and economic care according
to § 92 SGB V.

2.2.2 Medical assistants (MFAS5s)

In addition to the doctor, the so-called medical assistants (MFA - until 2006: doctor’s
receptionist) work in the physician's office. They are in the focus of this research.

MFAs carry out tasks of medical assistance (e.g. blood sampling, injections, etc.) and
take care of the practice organization (appointment agreement, billing, correspond-
ence, recipe printing, patient call, etc.). Since 2006, MFAs undergo a three-year ap-
prenticeship in the dual system (doctor's office and vocational college). Contents and
implementation are regulated by a training regulation and an educational framework
(KMK, 2006) and a framework curriculum (KMK, 2005). The "Certified Specialist
for Outpatient Medical Care" as well as the "Certified Specialist in Health Care and
Social Work" are available as further regulated training courses.

Although MFAs are among the largest occupational groups in outpatient care, there
are hardly any studies on workload and health hazards. In a qualitative study, Vu-
Eickmann and Loerbroks (2016) conducted 26 depth interviews and published the
results under the title "In the doctor’s office nothing works without us": “A high
workload (e.g., patient emergencies, personal shortcomings), frequent interruptions
(e.g., by telephone, urgent concerns) and multitasking (especially at the reception of
a physician’s surgery) were found as occupational stressors. The social aspects of the
profession (such as dealing with people, positive feedback from the patients), the
different activities (e.g., office activity, patient contact) as well as the medical activi-
ties were identified as occupational resources. In addition, MFAs are strongly dissat-
isfied with their low salary and often lack recognition by employers and society.”
(translated by the author).

The latest current health report (BMG: Health system facts, 2016, p. 97) shows that
678,000 persons work as doctors’ receptionists and assistants, of which 417,000 are
medical assistants (MFAs). Of these, an estimated 194,000 work in general practi-
tioners’ surgeries, with 98.3% of MFAs are being females. The average age is 39.3
years.
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2.2.3 Competition of medical service offers

At first glance, the market for medical services appears to be regulated. From the
perspective of the general practitioners' practice, however, the following competitors
exist:

* Group practices and practice sharing (18%): generally, offer a wider range of
products and can organize resources more economically.

= Specialists’ surgeries (21%): concentrate on their specialist area, can stand-
ardize their work processes better and spend less time on economical not so
interesting house visits. In addition, the number of patients treated on average
per day is significantly lower.

* Medical care centres (15%): bundling of medical specialists for different
fields allows a wide range of services and high competence. Lean organiza-
tion may bring economic advantage.

In brackets, the percentage share of private revenue following infas (2016) is shown
as an indicator of competitiveness (GPs - 13% - 2.2.2.1). The decision for a certain
practice, especially in the case of non-compulsory preventive services, is strongly
influenced by friendliness of the MFAs.

2.2.4 Area 1: General health care management

The focus of this research is on the free-practicing general practitioners with their
own practice. The name "general practitioner" indicates the holistic approach that
he/she provides the health care regardless of the age, sex, illness, organ of the pa-
tient, and, if necessary, passes it on to a specialist. As a rule, the general practitioners
in the German health care system are, in addition to the pharmacies, the first point of
contact in medical matters. From the point of view of health management, this re-
search is not concerned with the purely medical services, but only the so-called pre-
ventative services, which are appropriate to prevent diseases, and which have a bene-
ficial effect on health.

As described in Regus (2012), the prevention services are divided into two catego-
ries. The first category is the so-called health screening (secondary prevention) for
the early detection of diseases such as, for example, blood glucose, cholesterol, blood
pressure, etc. They are not the subject of this research since they cannot be attributed
to health management as purely medical activities. This study focuses on the second
category, the so-called behavioural health risks (primary prevention), such as dietary
advice or smoking cessation. A third category is tertiary prevention, which is also
not the focus of this study. Tertiary prevention is aimed at preventing the conse-
quences of a disease or its progress (Schwartz and Walter, 2003, p. 189).

,In many respects, the physicians are in a favourable position for a commitment to
behavioural prevention (primary prevention): their comprehensive knowledge of the
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patient and his/her social living conditions, as well as the possibility of long-term
care, increase the success prospects of consultation. “(Regus, 2012, p. 29ff — translat-
ed by the author). On the other hand, the doctor often lacks the time for the consulta-
tion. Only 9% of the physicians surveyed gave a clear "yes" to the question about
sufficient temporal resources according to (Regus, 2012). Most physicians are will-
ing to delegate measures of primary prevention to MFAs. This is of importance for
this research:

e [f primary prevention is carried out by the MFAs themselves, the likelihood
that health management will improve in one's own general practitioner’s of-
fice is increasing since it is assumed that counselling other persons also has a
repercussion on their own health behaviour.

e As described in subsection 2.1.1 (General health care management), primary
prevention measures can also be provided by other organizations than physi-
cians' offices within the framework of the prevention law. If the MFAs gain
competence in this area, the range of services offered by the individual gen-
eral practitioner's surgery can be expanded and a competitive advantage (pro-
fessional competence) can be achieved.

e Within the context of the setting approach of the national prevention strategy
(2.1.1) primary prevention services are also to be provided in places other
than physician's practice. If the MFA accepts the delegation of primary pre-
vention as her task, the services of general practitioners' practices can also be
provided by the MFAs in other places (e.g. nursing homes, schools, etc.).
This would also be compatible with the training and training measures men-
tioned above.

e As stated at the beginning of this section, GPs are obliged to attend house vis-
its. A part of these home visits, especially when primary prevention is com-
bined with measures of secondary and tertiary prevention, can then also be
exercised by the MFAs to relieve the general practitioner.

These points are directly related to the research question because they influence the
preference for certain preventive measures:

- Which of these measures are already practised and which are preferred by the staff
of the general practitioners’ surgeries?

2.2.5 Area 2: Corporate health management

Following the recommendation of the European Union Commission (2003) the typi-
cal German practitioner’s surgery is classified as micro-enterprise: Less than 10 em-
ployees and maximum revenue or total assets of two million Euro. On average, the
individual general practitioner’s surgery has 3.5 full-time employees (infas, 2016, p.
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47). The small size frees the employer, namely the doctor, but not to design the work
in such a way as to avoid a threat to life as well as to physical and psychological
health and to minimize the remaining risks (2.1.2). But in contrast to large compa-
nies, general practitioners’ surgeries are not obliged to engage an occupation physi-
cian or to use professional occupational health care services.

If a doctor decides to introduce a health management system, often from the idea of
an exemplary function, they are by no means as much resources available as in larger
companies. To act economically, the use of standards and patterns is recommended
by Walter (2007). She proposes the following objectives as a standard for small and
medium-sized enterprises:

. Development and permanent anchoring of the management system
. Strengthening the social capital and human capital

. Improvement of well-being and health

. Improvement of productivity, quality and profitability

Walter's proposal was designed for small and medium-sized enterprises with the idea
of high-level standardization. Especially for small and medium-sized enterprises, the
standardization idea is of immense importance, since "the standard setting helps to
improve the intra- and interprofessional cooperation in occupational health manage-
ment and thus the effectiveness and efficiency in occupational health management
has increased " (Walter, 2007, p.130 — translated by the author). The concept's viabil-
ity has been evaluated in several small and medium-sized enterprises, and since there
is no comparable standard for micro-enterprises, Walter's approach to general practi-
tioners’ surgeries has been adopted. This was even more obvious to general practi-
tioners’ surgeries since the standard was designed as a guideline. "The term ‘guide-
line’ deliberately expresses the orientation towards the concept of medical guide-
lines. " (Walter, 2007, p.129 — translated by the author).

Regarding the size, a concession was made: A general practitioner’s surgery does not
have a sprawling management system, so that the establishment of operational policy
conditions and the structure of the framework conditions are essentially the person of
the physician. However, they should not see health management as a one-time activi-
ty, but rather an usual permanent management procedure (Schirrmann, 2017).

The social capital and the human capital of a medical practice are essential factors
that influence work satisfaction and motivation. Starting with job design, the design
of the workflow, teamwork and the development of a vision, and personal health
potentials are striven for. The improvement of well-being and health includes both
increasing psychosocial well-being, improving physical health, and reducing risk
factors. At the last point, a purely medical risk factor, such as risk of infection or
radiation exposure, and the general risk factors such as high blood pressure and obe-
sity are distinguished for a general practitioner’s surgery. The purely medical risk
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factors are not the subject of this research, since they are regulated in labour protec-
tion legislation. The improvement of productivity, quality and profitability will be
dealt with in the next subsection.

Usually, the first step in the introduction of a health management system would be to
build up and establish permanently a management system, and then the creation of
social and human capital through job and workflow design. For general practitioners’
surgeries, however, this study suggests that the first step is to promote personal
health potentials. This is explained in more detail in the section “Deriving priorities
for general practitioners’ surgeries” (cf. 3.3.3) and by the in-depth interviews with
physicians.

Transferring the concept for the goals and results of a health management system
designed for small and medium-size enterprises to micro-enterprises the following
research questions arise:

- What interactions should the general practitioner (as owner) consider if he/she wish-
es to set priorities for the introduction of a health management system?

2.2.6 Area 3: Business performance and quality management

The Balanced Scorecard (BSC) has proven itself as a tool for measuring the perfor-
mance of organizations following Kaplan and Norton (1996). To assess performance,
the organizations are examined in four distinct aspects:

e Human resource perspective

e Quality and process perspective
e Customer perspective

e Financial perspective

The human resource perspective is the main starting point for this research. It covers
the qualifications and the competencies of the MFAs as well as their motivation,
commitment and work satisfaction. The parameters of the quality and process per-
spective are largely defined in the Quality Management Guidelines (QM-RL) for
SHI-accredited physician published by G-BA. The Federal Joint Committee (G-BA)
is the highest decision-making body of the joint self-government of physicians, den-
tists, hospitals and health insurance funds in Germany. The primary goal is to
achieve a permanent increase in quality in patient care. In addition, quality manage-
ment should also help to increase the satisfaction of all parties involved in the pro-
cess; In general practitioners' practice, those parties involved in the process are the
MFAs. Within the next three years (until 2019), the SHI-accredited physician is
obliged to introduce and refine methods and tools for increasing the structure, pro-
cess and result quality (Bundesanzeiger, 2016, p. 12). The customer perspective in a
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general practitioner’ surgery is the patient's perspective. While the quality manage-
ment guidelines mainly focus on medical quality (e.g. therapy success, error preven-
tion, hygiene measures, etc.), patient satisfaction is more likely to be attributed to the
practice organization, waiting times and workflows. A prominent level of patient
satisfaction suggests more private patients (cf. 2.2.1), whose share improves the fi-
nancial perspective. There are fixed regulations for the financial framework of a
general practitioner's practice. These apply to both the income and the cost side. As a
result, profitability can only be substantially increased by the productivity or propor-
tion of private patients.

The general environment in which the author operates, confirmed by numerous dis-
cussions with general practitioners outside this research, reveal the overall relation-
ships are as follows: Primary prevention measures are part of human resource man-
agement. First, a reduction in missing days is expected. In this way, they directly
affect productivity thus the financial performance. If the number of absent days in-
creases, more efforts must be made for the same service (e.g. remuneration of substi-
tutes). Conversely, fewer absent days lead to a higher productivity (higher patient
throughput). An increase in the absenteeism also has a negative effect on quality and
processes. If the absent days are compensated, for example, by increased use of col-
leagues, the error probability increases because the workload of other team members
increases and thus the risk of inaccurate treatment increases as stated by Gehring and
Schwappach (2014). There is also less time for patient information and enlighten-
ment, a quality aspect that is explicitly required by Quality Management Guidelines
(QM-RL) for SHI-accredited physician following G-BA (Bundesanzeiger, 2016).
Absent days directly affect the customer satisfaction, which means patient satisfac-
tion: Waiting times are prolonged, the agreement of treatment appointments is im-
paired, and the patients do not find their usual environment. This is a situation that is
particularly difficult in the case of sick people.

The performance-relevant reduction of absent days is directly related to the research
question:

- What research studies indicate a strong link between measures of health promotion
and a direct result in reduction of absenteeism?

But not only the missing days, but also other indirect, performance-relevant effects
of the promotion of personal health potentials should be considered. As a rule, prima-
ry prevention measures also lead to more satisfied and motivated employees, a better
working environment and a lower level of stress (Bruch and Kowalevski, 2013).
However, the prerequisite here is that the employees, namely the MFAs, are involved
in the planning of the measures and accept them. Again, these interrelationships are
taken up in the afore mentioned research question:
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- Which of these measures are already practised and which are preferred by the staff
of the general practitioners’ surgeries?

A detailed discussion of the performance relationships beyond the primary preven-
tion measures can be found in chapter 7 “Discussions”.

2.2.7 Area 4: Diseases and disease prevention at the workplace

Already in subsection 2.1.4 "Diseases and disease prevention at the workplace" the
diseases, which mainly lead to absent days, were presented. In addition, it has been
shown which health-promoting measures may help to prevent these diseases. This
section deals with the specific features in the medical practice, as described, for ex-
ample, in the ‘Round table’ publication (Runder Tisch Hannover a, 2014) or Steinert
and Wittmann (2010). Compared to other services in the non-medical sector, the ac-
tivity in medical practices is as follows:

e Higher risk of infection (aero gene infections, contact and lubrication infec-
tions)

e More skin diseases (frequent hand washing and wearing of protective gloves
strain the skin, so-called dampening work)

e Higher risk of injury, e.g. by so-called needle-stick injuries (Hepatitis B and
C, HIV)

e Higher risk of contact with hazardous substances (medicines, disinfectants,
bio-waste, ...)

Except for the first point (infection risk), all measures are not part of the health man-
agement in a strict sense. They must be treated according to the statutory rules for
occupational health and safety. Therefore, the prevention measures referred to in
subsection 2.1.4 need not be specifically extended from the point of view of a gen-
eral practitioner’s surgery. However, disease prevention by vaccination is of im-
portance in medical practice. The risk of infection is particularly high through con-
tact with the patients. Infectious diseases are a good example of the fact that one and
the same disease can contribute to both absenteeism and presentism. Whereas absen-
teeism means to be absent from the workplace caused by illness, presentism means to
be present at the workplace despite illness (Steinke and Badura, 2011). The conse-
quences of presentism are often worse than those of absenteeism. If e.g. employees
with flu go to work, the risk of infecting other employees and patients increases, they
are limited in performance and productivity and finally they endanger their own
health in the long term.

Compared to other non-medical service companies, general practitioners’ surgeries
have the advantage that, as a rule, the know-how for primary prevention is in the
home. Figure 3 shows the results of a study on the role of GPs in primary prevention
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(Regus, 2012). According to this, the physicians (N=274) particularly value their
own consultancy competence for two of the prevention areas selected in subsection
2.1.4: physical exercise and nutritional behaviour. Over 80% value their consultancy
skills on "physical exercise" with "very good" or "good". Almost 80% have the same
self-assessment on "nutritional behaviour".

This self-assessment of the general practitioners should not be overlooked when
drawing up a prioritized approach to health management.

Within the prevention measures nutrition and physical activity there are different
forms and variations. So, physical activities may be carried out directly at the work-
place or in the gym. In chapter 2 "Literature Review" the different forms and corre-
sponding studies are recorded. The diverse sizes of organizations and companies
must be considered, too.

Consulting expertise
Physical I I I I
122 109
movement | | I | -
Alcohol 91 |
consumption | | | @very well
£ Nutrition 2 | s
IE hehaviour i | | W rather well
= o O rather poor
Stress i
Smoking 1 | | [N LI,
behaviour L I
Sexuality 31 | 1ot :
0% 20% 40% B60% BO% 100%
Self-assessment

Figure 3: Self-assessment of the consultancy competence of the general practitioners
in the most important primary prevention areas - source: (Regus, 2012)

2.2.8 Area 5: Decision-making

Decision-making itself is a part of the day-to-day activities for physicians' practices.
One of the typical decision-making situations is the decision to become self-
employed and decide to establish a practice. While the founding the medical and in
the further course of operating the office, location, investment, financing and person-
nel decisions are to be taken. And in the exercise of the medical activity itself, deci-
sions for diagnosis and therapy belong to the workplace.
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Much less experience has general practitioners’ surgeries in long-term strategic deci-
sions such as marketing activities, leadership concepts and, indeed, health manage-
ment as part of human resource management. For a decision-making procedure to be
used in a general practitioner’s surgery, it should meet the following requirements:

e Low expenditure on time and easy to handle. General practitioners, working
in solo practice, have already the highest workload with an average of 53.6
hours per week compared to other practice forms. For the guidance of the
practice team remain only 1.6 hours per week, for other activities 2 hours per
week following (infas, 2016).

e Well-founded, transparent, evident and suitable be integrated into the guide-
lines for prevention (GKV-Spitzenverband, 2014).

e Little bureaucracy: presently physicians and MFAs have to deal with 21 legal
regulations and statuary requirements for employee and patient protection
(Runder Tisch Hannover b, 2014).

e Standardized but adaptable both to the physician’s own decision criteria and
alternatives for measures.

The proposed procedure as outlined in the decision- making model shown in Figure 2
could fulfil the requirement by elaboration of the priorities list for health promotion
activities and human resource management. The elaboration of the priorities list fol-
lows the multi-criteria decision-making model shown in Figure 2. The author pro-
poses, that the most important decision criterion is the acceptance of the measures by
the MFAs, followed by the cost forecast and the assessment of effectiveness. The
great number of possible primary prevention measures are analysed individually and,
by using exclusion criteria, compressed to the realistic and manageable number of
ten alternatives.

In the last step, however, the implementation, there is a specific feature that should
be considered. As described in subsection 2.2.5, general practitioners are obliged to
carry out quality management. In this step of the decision-making model, it is there-
fore necessary to examine whether the health management of the general practition-
er’s surgery should be embedded into this concept or whether it should be designed
as a "stand-alone concept" with an interface to quality management.

A central issue for the general practitioners is the question of how, with their tight
time budget and the high workload, they can develop a viable concept for primary
prevention within the framework of mandatory quality management, which can also
be implemented quickly and meets expectations to a company health management.
This includes the reduction of absences and possible performance improvements
through the concept. This expectation is the focus of the concept of priorities to be
developed.
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2.3 Research questions and the way to answer them

The following research questions derived from the issues identified and are discussed
in the sections above:

1. What research studies indicate a strong link between measures of health promotion
and a direct result in reduction of absenteeism?

2. Which of these measures are already practised and which are preferred by the staff
of the general practitioners’ surgeries?

3. On what basis can the implementation of these activities be prioritized by a multiple
criteria decision-making model, which considers relevant stakeholder perspectives?

4. How can the procedure of decision-making be adapted to the specific conditions of
an individual general practitioners’ surgery?

5. What approaches should the general practitioner (as owner) consider if he/she wish-
es to set priorities for the introduction of a health management system?

The first question is answered mainly by a systematic literature review, which not
only reveals the relevant primary prevention studies, but also examines them in an
overall concept that provides a link between HR practices such as health manage-
ment and organizational performance. The identified areas of promoting personal
health potentials (primary prevention) are broken down to concrete and practicable
proposals, which are used in a questionnaire for an employee attitude survey to an-
swer the second question. The third question regarding priorities is answered by
means of standardized multi-criteria decision software. The results from the literature
analysis, the MFA survey as well as the interviews with physicians are considered.
The sensitivity and robustness analysis provide a first approach to develop adaptive
possibilities of the model assumptions for practice-specific conditions and thus to
answer the fourth question. In answering the last question, the interviews with the
physicians play a crucial role by discussing the extent to which the proposed health
management measures can be integrated into a quality management concept.

2.4 Overview: The chapters of this research

The chapter Literature review contains three main topics: absenteeism, performance,
and implementation. Models and activities to reduce absenteeism are discussed. They
show determinants of absenteeism and open up a deeper understanding. A compre-
hensive literature review identifies the health management measures, in particular
those of primary prevention, for which a reduction in absence is provable. Next sec-
tion is about embedding the targeted prevention measures as a HR practice in a theo-
retical framework that discusses the relationship between HR practices - psychologi-
cal contract - organizational performance, especially in general practitioners’ surger-
ies. The priority concept as a result of a decision-making process and its references to
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the psychological contract are discussed as an essential prerequisite for implementa-
tion, so that the expected reductions in absences and hoped-for performance increase
may take place.

The chapter on Methodology focuses on the multi-criteria decision-making model
presented in Figure 2. While in the literature search the greatest possible variety of
alternatives was chosen, the alternatives for a general practitioner's surgery are fo-
cussed to ten measures, the success of which can be substantiated. These measures
are used as core items of the MFA survey.

Firstly, a questionnaire for the MFAs was developed using the multi-criteria deci-
sion-making model for acceptance of measures of promotion personal health poten-
tials (primary prevention) i.e.: the cost structure and the expected effectiveness of the
measures are elaborated. This forms the prerequisites for creating a list of priorities.
For this purpose, a number of software products are available. M-MACBETH
(Measuring Attractiveness by a Categorical Based Evaluation Technique) was decid-
ed upon most suitable. Finally, a semi-structured questionnaire was developed for an
in-depth, face-to-face interviews with general practitioners.

In the chapter Research Findings of the MFA Survey, the results of the evaluation of
questionnaires are presented, analysed and interpreted. The questionnaire consists of
three parts. Part 1 is about demographics, Parts 2 is about the general practitioner’s
surgery, Part 3 is about delving into the issue of health management. In addition to
the descriptive evaluation of measure preferences, hypotheses about relationships are
tested for significance, such as: “Have MFAs of general practitioners’ surgeries with
existing health activities other preferences than those without?”, "Do the preferences
of MFAs with up-to-date vaccination status differ from those MFAs with an incom-
plete vaccination status?". The different preventive measures allow groupings and
give arise to questions such as "What is the share of MFAs with low/high movement
preference with low/high nutritional preference?" or “Is there a correlation between
the preference for movement and that for healthy nutrition?”.

The findings of the MFA survey would form a basis for the introduction of health
management activities, as the acceptance and the resulting motivation are decisive
for the success. In the chapter Research findings for the development of a priority
concept, costs and effectiveness are added to this employee perspective as further
stakeholder interests. An assessment of the expected costs and an assessment of the
effectiveness are therefore made for each of the ten recommended measures. With
these inputs, a priority list is created in accordance with the multi-criteria decision-
making model presented in Figure 2. A sensitivity analysis and a robustness check
are carried out with the aid of the M-MACBETH software before an implementation.
This is done to check whether the order of priorities varies with a change in
weighting (sensitivity) or with possible differences in assessment (robustness).

The Discussion starts with the last step of the multi-criteria decision-making model,
the implementation. The concept proposed as a standard is discussed regarding its

DBA Cedric Ballin



Doctorate in Business Administration

adaptability to the individual general practitioner's surgery. Physicians were inter-
viewed regarding three basically different approaches for the implementation of this
concept onto the management system of general practitioners’ surgeries. Recom-
mended measures can be realised in form of single initiatives, as a first step to an
introduction of health management or as part of the existing quality management.
Based on the "target system of health management in general practitioners’ surger-
ies", the contribution of the goals of the proposed measures will be discussed. Like-
wise, the results and their anchoring in the theoretical framework HR Practices - psy-
chological contract - organizational performance are discussed. The framework itself
will be extended by current developments in the field of MFAs and the reorientation
of general practitioners’ surgeries.

The chapter on Conclusions starts with a presentation of the contribution to
knowledge in the categories empirical research, methodology and practice about
German general practitioners’ surgeries. It also mentions the limitations of this study.
Furthermore, for the developed concepts it is shown to what extent they can be trans-
ferred to other work areas of MFAs and which transfer possibilities are considered
for use in SMEs.

2.5 Summary

The aim of this first chapter was to break down a general view of health management
on the environment of a general practitioner’s surgery, focusing on the specific con-
cerns of primary prevention of MFAs. It was pointed out that the measures for prima-
ry prevention in the vocational and professional field of MFAs play a special role in
comparison to almost all other fields of work and activity. They can be part of the
competence of the MFAs and be perceived by them.

Thus, promoting health as a component of health management can make a significant
contribution to the performance of a general practitioner’s surgery. This was demon-
strated and clarified by the four perspectives of the Balanced Scorecard (Kaplan and
Norton, 1996).

It was also shown which measures are fundamentally suitable for disease prevention
and which specific features such as an increased risk of infection and contamination
exist for MFAs. Due to the small size of general practitioners’ surgeries, illnesses can
lead to significant disruptions of the practice and even endanger the safety of pa-
tients.

To be able to select and prioritize possible measures systematically and transparent-
ly, a multicriteria decision making model was introduced. In the following, it serves
as a common thread that gradually leads to the development of a priority concept.
Five central research questions are related to this model.

Which measures might be expected to reduce sick leave days - one of the possible
main goals of health management - is the topic of the following chapter. It not only
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offers a systematic literature search, but also arranges the results in relevant target
systems and process models.
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3. Literature review

In this thesis, the author sets out to develop a priority concept of activities promoting
personal health potentials for German general practitioners’ surgeries. It is a health
management measure that is implemented in a micro-enterprise and should lead to a
reduction of absenteeism and an increase in performance. From these points of view,
the existing literature is reviewed.

Section 1 “Models and activities to reduce absenteeism” explains the general theoret-
ical framework and background. The central importance of motivation was early
analysed by Rhodes and Steers (1978) in their "model of employee attendance." It
examines numerous other influencing factors, including health, its impact on attend-
ance, and thus the performance. The author has therefore decided to use this model
for a fundamental discussion of the conditions in German general practitioners’ sur-
geries. The modified model of Rhodes and Steers, the "causal model of absentee-
ism" (Brooke, 1986), is particularly important for MFAs, as it sees primary preven-
tion not just as a way to improve health status and thus reduce absenteeism, but also
takes into account changes in role understanding and work organization circumstanc-
es. As part of health management, the last sub-section focuses on primary prevention
measures that lead to a demonstrable reduction in absenteeism and which can be used
by general practitioners’ surgeries that do not have any HR departments and capaci-
ties.

The targeted measures to promote personal health potentials are common HR prac-
tices. Section 2 "A framework to increase performance in micro-enterprises" exam-
ines the impact of HR practices on organizational performance. The focus is on
SMEs and within this group on micro-enterprises. Looking for HRM theories for
SMEs, one quickly realizes that this area is under-researched and, because of its
many peculiarities, creates difficulties for common HR theories. Atkinson (2005,
2008) therefore recommends personnel contract theory by Rousseau (1989) as a suit-
able framework that can be used for analysis regardless of size. The examples given
in the literature focus on small and medium-sized enterprises. This section looks at
how in a micro-enterprise, such as the physician's surgery, introducing primary pre-
vention measures can influence components of the psychological contract. To discuss
the overarching employment relationship, a more comprehensive framework linking
HR practices, psychological contract, and performance is used (Katou, 2013). This
framework, which uses a confirmatory factor analysis, identifies the variable "main-
tain high level of attendance" - known from the Rhodes and Steers model (1978) - as
the main driver of employee's transactional obligations, so that general practitioners’
surgeries has a promising approach here.

The transfer of HR practices from theory into practice is recognized as the "imple-
mentation gap" by many HRM researchers. This area, subject of Section 3, is also
under-researched. Considerations for the fulfilment of the psychological contract as
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well as the development of the priority concept and its implementation are contribu-
tions to closing this gap. The basis for this is participative decision-making concept
and a standardization proposal for health management in SMEs developed by Walter
(2007).

3.1 Models and activities to reduce absenteeism

The Rhodes and Steers model (1978), which will be presented at the beginning of
this section with reference to MFAs, combines, as stated by Brooks (1986, p. 346),
two forms of absenteeism in one model, voluntary and involuntary absenteeism. It is
assumed that the determinants of attendance motivation correspond to voluntary ab-
senteeism, while the ability to attend is more associated with involuntary absentee-
ism.

The focus on Brooke's “causal model of absenteeism” (1986) as a modified model of
Rhodes and Steers, which is discussed in sub-section 2 also with reference to MFAs,
i1s on voluntary absenteeism, which is discussed in its dependence on the factors of
satisfaction, job involvement, commitment and health status as well as alcohol in-
volvement. In the relationship between health status and (voluntary) absenteeism, the
mental aspect of health and well-being is therefore more important.

Involuntary absenteeism, which is caused primarily by physical disease, is treated in
the third sub-section. Based on the symptoms of these diseases, which contribute the
most to absences in Germany, measures are researched which demonstrate a reduc-
tion in absence in the context of health management and primary prevention. These
measures form the basis for the data collection for the MFA survey.

3.1.1 A model of employee attendance

The management of absences and attendance, a core theme of this work, is an im-
portant part of the performance management, which in turn is a sub-area of human
resource management. As a theoretical background, Rhodes and Steers' model of
attendance is used (Rhodes and Steers, 1978). Model terms are marked in italics be-
low.

The process model of the Employee Attendance offers numerous general advantages
despite its age. There are a few reasons that justify this:

- From the point of view of the authors of the standard work on "Human Resource
Management" is the process model of Rhodes and Steers: ,,... in our view this is the
most useful of the process models” Torrington, Hall et al. (2017, p. 292).

- It is a process model, or in other words a dynamic model, since feedback is present.
The authors themselves describe this property as a "cyclic nature of model" Rhodes
and Steers (1978, p. 30).
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- The elaboration of the correlations was based on 104 empirical studies, so that a
valid starting point existed. In the course of time, many studies have been conducted,
which investigate individual relationships for individual sectors.

- With reference to this research should be stated: Measures of health management
are ultimately measures for the improvement of Employee Attendance - (Hedges,
1973) and (Hill and Trist, 1955) cited in Rhodes & Steers (1978, p. 22). In order to
carry them through, they must be accepted by employees as stakeholders. In order to
increase the likelihood of successful acceptance, knowledge of Personal Character-
istics, including personal preferences, is required. The latter are the subject of this
work within the framework of the MFA surveys and form the basis for important
research hypotheses on the preference and decision model, e.g. "The advocacy (or
rejection) of health management programs is age-independent." or "Do MFAs partic-
ularly prefer cost-intensive (or effective) measures?"

- With the factors Attendance motivation and Satisfaction in the model, two employ-
ee attitudes are introduced, which play a central role in fulfilling the psychological
contract, which is discussed in the next section.
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Figure 4: A model of employee attendance (Rhodes and Steers, 1978, p. 53)

3.1.1.1 Structure and content of the model

The structure of the so-called process model is shown in Figure 4. The influencing
factors and elements presented there are highlighted below in italics and provided
with the corresponding text box number. Essentially, the model serves as an interdis-
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ciplinary explanatory model of the influences on Employee Attendance [§8]. The two
basic assumptions on which the model is based are, on the one hand, the motivation
to take up work and, on the other hand, the opportunity to accomplish that intention,
that is to appear at the workplace.

Attendance motivation [6] is identified as the main factor influencing Employee At-
tendance. It determines the degree of Employ Attendance, provided the employee has
the Ability to Attend [7]. The variable Ability to Attend, more precisely its sub-
variables lllness & accidents, Family responsibilities, and Transport problems, con-
trol the relationship between Attendance Motivation and the current Employee At-
tendance. The Ability to Attend, on the other hand, is seen as dependent on Personal
characteristics [3], under which the attributes Education, Tenure, Age, Sex and Fam-
ily size are subsumed.

Attendance Motivation is seen as dependent on the Satisfaction with Job situation [4]
as well as on internal and external constraints (Pressure to Attend [5]). Satisfaction
with Job situation as an intermediary between Job situation [1] and Attendance Mo-
tivation is of great importance. Job situation includes the sub-variables Job scope,
Job level, Role stress, Workgroup size, Leader style, Co-worker relations, and Op-
portunity for advancement. Their influence on Satisfaction is controlled by the Em-
ployee Values and Job expectations [2], which in turn depend on the aforementioned
Personal Characteristics.

Pressure to Attend is understood to be Economic/market conditions, Incen-
tive/reward system, Work group norms, Personal work ethic, and Organizational
commitment. They directly influence Attendance Motivation, at least the assumption
in the model, in which rather extrinsic motivational factors are addressed.

The dynamic character of the process model is characterized by two overlapping
cycles. On the one hand, there is the "fast" cycle Attendance -> Pressure to Attend ->
Attendance Motivation -> Attendance, which is to be illustrated by the example of
the Reward system: A performance premium is not paid out, this reduces motivation
and which in turn leads to more absences, which then leads again to the reduction of
performance premiums. The "slow" cycle Attendance -> Job Situation -> Satisfaction
-> Attendance Motivation -> Attendance is illustrated by the example of Role stress:
Work overload leads to dissatisfaction and thus to a decline in motivation. This leads
to outages of some employees, which again leads to further workload for the other
employees.

One can ask whether such a relatively simple model can do justice to the complexity
of social and human behaviour and whether it can withstand empirical scrutiny. This
would go beyond the scope of this work. Here, the ordering and structuring character
of an explanatory model is in the foreground on the basis of which the connections in
the introduction of primary prevention measures in German general practitioners’
surgeries are to be discussed.
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3.1.1.2 Applying the model to general practitioners’ surgeries

Job Situation [1]

As explained in subsection 2.2.4, the practicing of one of the measures gives the
MFA the possibility to extend her tasks, i.e. the MFA, accompanied by advanced
training, can take on the tasks of providing advice on primary prevention. l.e. the Job
Scope may be extended in the sense of job enrichment:” ... the basic theoretical ra-
tionale behind such findings is that increasing Job Scope increases the challenge and
responsibility experienced by an employee who, in turn, leads to more positive Job
Attitudes (box 4) [Satisfaction with Job Situation]. These attitudes then become
translated into an increased desire to participate in what is perceived to be more de-
sirable work activities (box 6) [Attendance Motivation)]. Support for this interpreta-
tion can be found in Hackman & Oldham (1976), Indik (1965), and Porter and Lawl-
er (1965).” (Rhodes and Steers, 1978, p. 7)

The peer reviewed activities promoting personal health potentials developed in this
section foster the emotional well-being, as will be shown in section 3, so that the
Role of Stress is reduced. This applies in particular to measures for movement (sports
and fitness), since they are regarded as stress-reducing.

Discussion of Leader Style should be preceded by the fact that in the medical profes-
sion there is not a thorough understanding that the leadership of a physician's office
is essentially also a management task that is subject to many influences: “Personnel
management in medical practices is influenced by the ever-changing economic, tech-
nological, legal and social conditions of the practice environment, as well as of spe-
cific influences that are based on the structure of the public health system, higher
expectations of patients and increased needs of the practitioners. The impact of these
environmental factors is increasing, which is particularly true of the pace of techno-
logical progress, the trend towards increased qualification of employees, and the ev-
er-increasing legislation in terms of employment, social and tariff law. It is therefore
important to include, in addition to the traditional personnel work, important, funda-
mental success factors of modern personnel management in a doctor's office.” (Frodl,
2016 - translated by the author). - Leadership is one of the most effective factors in
the goal of health management for general practitioners’ surgeries. On the one hand,
there is the direct influence of the Leader Style on emotional well-being "... these
findings indicate that the behaviour of the leader is a more immediate impact on af-
fective responses to the job situation than on absenteeism itself. “(Rhodes and Steers,
1978, p. 10) as well as the typical factual situation for physicians’ surgeries that work
organization and job design are usually determined by the physician. According to
Bruch and Kowalevski (2013) the role model function and behaviour in conflict situ-
ations play an essential role.

Co-worker Relations - The team in a physician’s surgery is easy to grasp, as stated in
subsection 2.2.5 does it consist of average 3.5 fulltime MFAs. Failures due to illness
have a particularly detrimental effect. The burden on the colleagues can be signifi-
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cantly reduced by means of measures of the primary prevention, so that, in addition
to the direct effect on the absence quotas, an indirect effect occurs over the team and
thus the operating climate.

Employee Values and Job expectations [2]

The key aspect of the MFA is that you need to be aware of your responsibility as a
responsible person in a health care, to be responsible for personal health, and to be
open to primary prevention. The decision to have a helping job shows that "to help
others" is an important concern that strongly affects Satisfaction with Job Situation.

This expectation is quite in contrast to the results of the study "Evaluation of job sat-
isfaction of practice staff and general practitioners: an exploratory study" (Goetz,
Campbell et al., 2011). In the assessment of ten factors which characterize Job Satis-
faction, the mean value for the question of "Recognition for work" is a scale of be-
tween 1 (extremely dissatisfied) and 7 (extremely satisfied) only 5.41 (Goetz et al.
2011, Table 2). It is thus clearly below the mean of 5.95 and is the second worst of
the ten factors (N=2634 non-physician staff) following to “Income” with a mean of
4.79.

In the conclusions to the above study is therefore required: “... However, in both
cases [physicians and non-physician staff], this was offset by the perception of poor
income. The findings of this study will be helpful for further activities to improve the
working conditions of GPs and non-physician staff from different perspectives. Non-
physician staff should be supported in their role implicating recognition and appreci-
ation for performance in practice.” (Goetz et al., 2011, p.137)

Personal characteristics [3]

In the generic model of Rhodes and Steers (1978), Education is called a major influ-
encing factor. This applies in particular to MFAs, whose identity is founded in their
professional activities and who are largely oriented on the professional profile of the
Employee's Value and Job Expectations: "MFAs are the first point of contact in prac-
tice; they receive patients and make appointments. Weighing, measuring, dressing,
blood sampling - you take care of the patients. During the examinations, you assist
the physicians, document the treatment procedures and record them in the patient's
file. MFAs are not only active at the reception and in the examination room, but also
work in the laboratory. The use and maintenance of the medical instruments/devices
belong to the workday. In the patient talk, you teach about the pre-and post-care and
motivate to healthier life. MFAs are the core of the practice: They have organization-
al skills, ensure a smooth practice and manage administrative tasks (for example,
performance reports). In addition, MFAs organize team meetings and organize the
use of staff in practice." (Forum Berufsbildung, 2017 - accessed 2017/09/29,
translated by the author)
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Regarding the Age factor in the generic model of Rhodes and Steers (1978), the study
"How psychosocial factors affect well-being of practice assistants at work in general
medical care? A questionnaire survey" of (Goetz, Berger et al., 2015) confirms that
age has a significant influence on Satisfaction with Job Situation and general health
({llness and Accidents).

Family size - this factor is important for the MFAs under two aspects: on the one
hand, relatively many of the working conditions are part-time jobs. According to
Goetz et al. (2011, Table 1) MFAs work per week 26 hours. The full-time quota is
calculated according to Gavartina et al. (2013) only 44% at N=586. This is an effec-
tive way to organize family life. On the other hand, the study of Goetz, Berger et al.
(2015, Table 4) shows that the “work-privacy conflict” has a major influence on
“burnout” and “thinking about early retirement”, factors which in turn influence the
Satisfaction with Job Situation of the MFAs.

Satisfaction with Job Situation [4]

The studies by Goetz et al. (2011), Gavartina et al. (2013), and Goetz et al. (2015)
confirm the assumptions of the Rhodes and Steers model (1978) on the determinants
of the Satisfaction with Job Situation. These studies do not consider the Job Level,
the Work Group Size, and the Opportunity for Advancement.

The overall satisfaction of the MFAs is according to Goetz et al. (2011) at a value of
5.95 on the scale 1-7 at N=2634 as well as 5.74 according to Gavartina et al. (2013)
at N=586. But there are also studies, which fear the precarization of the MFAs. E.g.
Kathmann and Dingeldey ((2013), who examine the high fluctuation rate and possi-
ble exit options.

Pressure to Attend [5]

»While satisfaction with the job situation thus apparently represents a major influ-
ence on attendance motivation, the relationship is indeed not a perfect one. Other
factors can be identified which serve to enhance attendance motivation, probably in
an additive fashion (Garrison Mochinsky, 1977; Ilgen Hollenback, 1977; Nicholson
et al., 1976), these variables are collectively termed here “pressures to attend” and
represent the second major influence on the desire to come to work. These pressures
may be economic, social, or personal in nature and are represented in figure 4 by box
5” — (Rhodes and Steers, 1978, p. 19)

According to Kathmann and Dingeldey (2013, p. 12), the Economic/Market Condi-
tions are ambiguous: "What is the attractiveness gain or loss of the called occupa-
tional field, the results are ambivalent: on the one hand, the increasing number of
employees as well as the increased share of older physicians’ assistants can be inter-
preted as a gain in the attractiveness of the profession. On the other hand, there are
also indications for a loss of attractiveness in the form of falling training figures and
a high exit rate. Likewise, for a reduced attractiveness of the MFA's profession, this
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occupational group fell from the 5 place to 7™ place in the ranking of the appren-
ticeship trades in 2006 (BIBB, 2011).” The current ranking of the apprenticeship is
the 6™ place (BIBB, 2016)

Incentive/Reward Systems hardly play a role for MFAs. In any case, gratuities on a
voluntary basis for dedicated events (e.g. company anniversary, Christmas money,
special benefits) would have to be mentioned. Overtime, Sundays and public holi-
days are usually governed by collective bargaining agreements or labour regulations.
From this point of view, promotions of health as a voluntary service are of im-
portance, since they are not formally incentives, but are understood as such.

The working team in general practitioners' surgeries is not large, but this does not
affect the importance of Workgroup Norms. In Goetz (2011, Table 4), for example,
item "Colleagues and fellow workers" of the 2,634 non-physicians interviewed con-
firmed the highest degree of satisfaction (6.18 on a scale of 1-7), higher than all other
ten satisfaction indicators.

The Personal work ethic often moves in the tension between work-overloading and
the "oath of the Hippocrates". The latter idealizes an obligation to optimal treatment
in any case, which today is no longer legally tenable, but nevertheless has a consid-
erable influence on the work ethic of the physicians and their staff. In "The hard-
everyday life in a general practitioner's office - discrepancies in outpatient medical
care" Falk (2010) explains: "Equality and respect for others and their work determine
the working environment in practice. Here each patient is taken seriously and accept-
ed according to the obligation to treat, although the practice comprises a total of
about 5,000 patients. Approximately 1,000 patients are treated each quarter. For ex-
ample, the doctor could not accept new patients "since the practice is already fully
utilized". However, she insisted on the oath of Hippocrates, which requires the duty
of treatment for ethical reasons. "(Falk, 2010, p. 9 - translated by the author).

Attendance Motivation [6]

MFAs in general practitioners' surgeries are, like many medical and health care pro-
fessionals, intrinsically motivated. In contrast to this, the MFA's profession has only
a low estimate in the society in the sense of Maslow and is associated with precarious
working conditions (Kathmann and Dingeldey, 2013), so that according to Herzberg,
the hygiene factors are already lacking. Measures to promote health in the general
practitioner’s surgery represent, in the sense of the incentive-contribution theory, a
possibility to promote the performance potential. Depending on the design, the incen-
tives can be both material (e.g., taking over cost of a fitness course) as well as an
intangible nature (e.g. recognition of the employee's competence in the field of health
promotion).

All the factors presented so far influence the Attendance Motivation. Changes in the
influencing factors such as, changes in the work organization, leadership style, etc.
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have a direct or indirect effect on the motivation, and this is one of the two main fac-
tors that promote Employee Attendance and absence.

Ability to Attend [7]

While a high or low Attendance Motivation does not necessarily have the effect that
the employee does not come to work, the second main factor - the Ability to Attend -
is immediate, direct, short-term and inevitable.

The Family Responsibilities must be seen in physicians’ surgeries from the point of
view that the women's quota is high. Despite changing roles, the family commit-
ments are still common among the women, who tend to care for sick children and
relatives and thus have higher absenteeism.

Family Responsibilities and Illness and Accidents have a gatekeeper function. “The
most prominent gatekeeper variable is one’s health. While sick employees typically
do not come to work, it does not necessarily follow that healthy employees will at-
tend. Instead, other factors (e.g., attendance motivation) serve to influence a healthy
person’s attendance behavior.” (Rhodes and Steers, 1978, p.27) This research focus-
es on the promotion of personal health potentials of MFAs. In the Rhodes and Steers
model (1978), one link is Personal Characteristics -> Illness and Accidents -> Em-
ployee Attendance. According to the investigations of Goetz et al. (2015), one should
regard the "Satisfaction with life" as one of the essential influencing factors that
characterize the Personal Characteristics. This, in turn, is influenced by the pro-
posed health promotion measures (primary prevention). In this respect, the work also
contributes to the knowledge in addition to the Rhodes and Steers (1978) model.

Employee Attendance [8]

Since in the Rhodes and Steers (1978) model the health-promoting measures to in-
crease the Employee Attendance also influence Attendance Motivation, primary pre-
vention measures always have a double effect:

- They reduce the disease-related absence
- They improve the motivation and thus increase the motivation-related presence

And the better, the more the preferences of the individual employee are considered
and the MFAs are involved in decision-making; because as Goetz et al. (2015) in
section “Evaluation of job satisfaction and organizational attributes” state, the in-
volvement of employees in decision-making is the most important organizational
factor in the Satisfaction with Job Situation: ,Nevertheless ‘decision-making’ was
rated the highest with a mean of 3.95 (SD=0.64) showing that practice assistants
thought that the practice works as a team concerning decision-making and the devel-
opment of improvements regarding the quality of care within the practices”.
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3.1.2 A causal model of absenteeism

In section 3.1.1, the Rhodes and Steers (1978) model of employee attendance was
discussed and applied to the occupational field of MFAs in general practitioners’
surgeries. Brooke (1986) proposes in his article "Beyond the Steers and Rhodes
Models of Employee Attendance" modifications and extensions as they emerge from
a literature review, from which a causal model of absenteeism is derived. In this sec-
tion, the model is examined and discussed in more detail. The following aspects are
guiding:

- Unlike Rhodes and Steers (1978), the causal model focuses on absence, rather than
attendance, and thus on a topic that is often associated with measuring the success of
health management measures. As in the previous section, the path of HR practices in
general to the performance of an organization becomes more transparent, the path of
organization variables to the performance sub-aspect absence is illustrated here.

- The fulfilment of the psychological contract, as developed in the next section as a
success factor for SMEs (Atkinson, 2008), is confirmed from the perspective of the
author with this model.

- The aim of this research is, inter alia, to identify measures to promote personal
health potential. The next section examines those measures that have been proved to
reduce absenteeism. As the main effect of the introduction of measures of primary
prevention foremost improving the health status of employees is expected. But as
with any intervention, side-effects, repercussions, and long-range effects must be
considered, which can additionally increase the expected results, but also jeopardize
them. The relationships of the causal model of absenteeism are therefore included in
the cross-impact analysis for the implementation of health management.

- The causal model of absenteeism helped to develop and prepare the structured in-
terviews with general practitioners to reflect the results of the employee survey on
the priority concept.

- The causal model is explained with reference to work-scientific studies of the occu-
pational field of MFAs. The results of them are examined and compared with the
model variables.

3.1.2.1 Structure and content of the model

The following figure shows the model proposed by Brooke (1986, p. 350); the light
blue background was highlighted by the author with reference to the "HR practices -
psychological contract - organizational performance linkage framework" (Katou,
2013) especially in SMEs (Atkinson, 2008). Terms used in the model are written in
italics below. Compared to the Rhodes and Steers (1978) model, it first stands out
that the target is now Absenteeism and not attendance. Absenteeism is determined by
exogenous variables such as Kinship Responsibility and endogenous variables such
as Health Status. Endogenous variables are affected by other endogenous variables,
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such as Satisfaction influences Health Status, or are affected by exogenous variables,
such as Role Overload on Health Status. In the model, all variables that are not input
from another variable are considered exogenous. They are all grouped on the left side
of the picture.

Routinization
Psychological Contract

Centralization Satisfaction

+ +
pd
Pay / Job
/ Involvement +
+ / v L
Distributive + .| Commitment
Justice -
+ - -
o v Y ¥
Role Ambiguity - Health - | Absenteeism

+ | ] Status

7 Pl A A '
Role Conflict = = + = + +

+ A
Role Overload + 1 Alcohol
1 Invalvement

+
Work
Involvement

Organizational
Permissiveness

Kinship
Responsibility

Figure 5: Causal model of absenteeism and psychological contract
(source: Brooke (1986, p. 350) — extended by the author)

The relationships between variables are represented as arrows in a path diagram. The
arrow means strengthening the source (arrow start) leads to the strengthening of the
target (arrowhead). Thus, more Pay leads to more Satisfaction. So, an arrow marked
with "+" means: The more ... the more ... and the less ... the less (direct effect). Ar-
rows marked with "-" have an inverse direction. If there is less Role Overload, the
Satisfaction increase. Conversely, more Role Overload leads to less Satisfaction. In
the case of opposing relationships, the less ... the more ... and the more ... the less
(indirect effect).

“The ordering of exogenous and endogenous variables, and the direct and indirect
effects depicted in the path diagram reflect an integration of the predominant empiri-
cal relationships regarding each concept which have been reported in the literature.”
(Brooke, 1986, p. 348). Compared to the Rhodes and Steers (1978) model, all varia-
bles are operationalized in questionnaire form based on work by Price (1972), Price
(1977) and Price and Mueller (1981), Price and Mueller (1985). In addition to the
clarification of concepts by variables further variables were added that were relevant,
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but not yet represented: Job Involvement, Distributive Justice and employee [In-
volvement with alcohol.

The endogenous variables Satisfaction, Job Involvement, and Commitment form part
of the content of the psychological contract (Rosseau, 1989; Atkinson, 2008; Katou,
2013). This emphasis highlights the dual impact of primary prevention measures, the
main theme of this research. On the one hand, these measures directly affect the
Health status and on the other hand, these measures influence the variable Satisfac-
tion of the psychological contract, which in turn also affects the Health status.

It also highlights the central importance of the psychological contract. All presented
exogenous variables, except for Organizational Permissiveness and Kinship Respon-
sibility, affect the content of the psychological contract. As in the HR practices - per-
formance framework of the next section (Figure 7, it forms quasi the core, the "heart"
or the "motor" of the causal model. According to the author, the variables Organiza-
tional Permissiveness and Kinship Responsibility also influence the variables of the
psychological contract in micro-enterprises, relationships which are not contained in
the original model.

3.1.2.2 Applying the model to general practitioners’ surgeries

In the following, the exogenous model variables and the related impact relationships
regarding their significance for MFAs are discussed.

Routinization

Routinization is the degree to which the cycle of tasks in a job is repetitive (Perrow,
1967 - cited in Brooke, 1986). In the study by Gavartina et al. (2013), this exogenous
variable is most likely associated with "Amount of variety in job". With an average
of 5.49 on a scale of 1 to 7, this factor ranks second for the MFAs. The factor for Job
Satisfaction, which can also be associated with Routinization, is "freedom of working
method". At the same scale, it reaches a value of 5.20 (rank 6), so that in the overall
picture, Routinization should not be a disabling factor for Job Satisfaction. This is
confirmed in a comparable study with a similar result by Goetz et al. (2013)

Centralization

To apply this variable to an investigation of MFAs’ workplace seems at first inap-
propriate, as work general practitioners’ surgeries are, as stated, sole proprietorships
and unaffected by centralization considerations. In fact, another notion of concept is
underlined: "Centralization is the degree to which worker power is differentially dis-
tributed within an organization" (Hall, 1982 — cited in Brooke, 1986, p. 351). The
concentration of all organizational power in a single individual would reflect a max-
imum degree of centralization. "In the study by Gavartina et al. (2013), this exoge-
nous variable is most closely linked to the "Amount of responsibility". With an aver-
age of 5.38 on a scale of 1 to 7, this factor ranks third in the MFAs. This is confirmed
in a comparable study with a similar result by Goetz et al. (2013).
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Pay

For MFAs, the biggest downside seems to be here. This impression runs through all
studies. In Gavartina et al. (2013), the factor "Income" is by far the poorest factor
influencing Job Satisfaction (3.89 on a scale of 1 to 7 - 9th place). This is confirmed
in a comparable study with a similar result by Goetz et al. (2013). Further confirma-
tions of this relationship for the occupational field MFA (especially in medical prac-
tices) can be found in Hohl (2013), Kathmann and Dingeldey (2013, 2014), so that
low pay can be regarded as the main cause of Dissatisfaction in the job.

Distributive Justice

Distributive Justice is the degree to which rewards and punishments are related to
performance inputs into the organization (Homans, 1961 — cited in Brooke, 1986, p.
352). This concept gives the degree to which they are responsible for their contribu-
tions and efforts on behalf of the organization. The model hypothesizes that Distribu-
tive Justice has direct effects on Satisfaction and Commitment, and indirect effects on
absenteeism through these intervening variables (Brooke, 1986). There are no indica-
tions of these relationships in the studies on Job Satisfaction, Involvement and Com-
mitment of MFAs. Although an online survey of 596 MFAs by Hohl (2013) suggests
that in 23% of MFAs with under-tariff pay and another 20% with a lower-pay sub-
group, there are inconsistencies in Distributive Justice, but that is at best the condi-
tion of the variable and not its impact on Satisfaction or Commitment.

Kathmann and Dingeldey (2014, p. 242) states in addition: "Research results indicate
that employees in the labour market [MFAs] are not perceived as being at risk. Only
low pay is considered as a problem. - Since it is to be assumed that, before it comes
to the change of employer or career change, the Satisfaction and the Commitment
significantly decrease, the results of the evaluated research project can certainly be
seen as confirmation of these relationships in the causal model of absenteeism.

Role Ambiguity

Role Ambiguity is the degree to which role expectations are unclear (Rizzo, House, &
Lirtzman, 1970; Locke, 1976 — cited in Brooke, 1986, p. 352). In Goetz et al. (2013),
this exogenous variable was examined in addition to other organizational factors with
the item "Responsibilities within the practice team are clear". In 1,145 respondents,
this factor was rated 4.26 on a 1-5 scale (ranked 1 of 4 characteristics). An indication
that the MFAs have little ambiguity regarding role expectations.

This is confirmed by a survey result by Goetz et al. (2015) confirming "role-clarity"
as the second most important psychosocial factor, which is considered by the MFAs
as essentially fulfilled. (81.6 on a scale of 0-100, n = 586). The negative correlation
shown in the causal model is also confirmed indirectly. Higher "role-clarity" means
less Role Ambiguity and thus higher Job Satisfaction.
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Role Conflict

The influence of Role Conflict on Health Status is described in Goetz et al. (2015) by
finding a negative correlation between "role-conflict" and "burnout" as components
of Health Status in the MFA survey. Similarly, the negative correlation between Role
conflict and Job Satisfaction in the causal model is underpinned.

Role Overload

The "Hours of work" most closely associated with this variable is found in the study
by Gavartina et al. (2013) with 5.34 in midfield. This is confirmed in a comparable
study with a similar result by Goetz et al. (2013).

The influence of Role Overload on Health Status is described in Goetz et al. (2015)
supported by showing a positive correlation between "cognitive stress symptoms" as
a component of Role Overload and "Burnout" as components of Health Status.
Likewise, the negative correlation between Role Overload and Job Satisfaction in the
causal model is underpinned. Also, the factor "quantitative demands", as a sub-item
of Role Overload, is confirmed by this study by a negative correlation.

Work Involvement

This exogenous variable primarily affects the Job Involvement and directly Absentee-
ism. In the studies by Gavartina et al (2013) and Goetz et al. (2013) this variable cor-
responds to the factor "Opportunity to use abilities". The average value of 5.26 resp.
5.77 leads to rank 4 or 5. This can be seen as confirmation that the MFAs are em-
ployed according to their abilities. This is also in line with the BIBB study (2012) on
job description and job design for MFAs, which will be explained later.

Goetz et al. (2015) used the Copenhagen Psychosocial Questionnaire (COPSOQ) for
evaluating psychosocial health and work. The 586 MFAs surveyed rated the "Mean-
ing of work" as the second most important psychosocial factor, which is crucial for
motivation and positively correlated with Job Satisfaction and Job Involvement.
Brooke (1986) citing Kanungo (1982) presents "Work Involvement is a normative
belief in the centrality of the work role in one's life". Related to this point of view,
the COPSOQ-item "Satisfaction with life", which is also correlated with Job Satis-
faction is relevant. This factor as a component of Work Involvement also has a corre-
lation to the endogenous variable Health Status, which is thus confirmed as well as
the relation Job Satisfaction and Health Status.

Organizational Permissiveness

This exogenous variable is explained in Brooke (1986) as follows: Organizational
Permissiveness is the degree to which Absenteeism is accepted by an organization
(Parsons, 1956). The central idea of this concept is "frequent absence without conse-
quence" (Oberman & Rainer, 1983). An organization or subunit in which members
are able to take unscheduled days off easily, or in which numerous casual absences
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result in little or no apparent adverse consequences would be highly permissive to-
ward absenteeism (see Morgan & Herman, 1976; Dalton & Perry, 1981). This con-

cept seems to be implied by the "leader style," "incentive/reward system," and "work
group norms" variables of the Rhodes and Steers (1978) model.

There are no explicit references to this variable and its relation to others in the avail-
able studies on the MFA occupational area. If one refers to the "Leader style" hint,
then Goetz et al. (2015) derive a relatively high importance of the "Quality of leader-
ship" (65.9 on a 0-100 scale) and recognize a connection to Job Satisfaction. Howev-
er, it can be assumed that the management of Absenteeism by the physician as owner
manager is only a partial aspect of the "Quality of leadership".

Kinship responsibility

The primary focus of Kinship Responsibility is on parental responsibility for the care
of children or other dependent relatives who reside within the local area (Brooke
1986, p. 353). In the study by Goetz et al. (2015), the psychosocial factor "Work-
Privacy-Conflict" does not attach as much importance to the MFAs as a job demand.
However, the statistical evaluation confirms a strong correlation to "Burnout" and
thus a negative correlation to the Health Status. It is interesting to note that this fac-
tor is given nearly twice as much importance by full-time MFAs as part-time MFAs
(35.7 vs. 18.0).

Other factors influencing Job Satisfaction and Health Status

In the study by Gavartina et al. (2013) on the occupational field MFA, the German
version of the "Warr-Cook-Wall (WCW) job satisfaction scale" developed by Warr,
Cook et al. (1979) was used to determine influencing factors. Six of the nine influ-
encing factors are considered in the causal model of absenteeism (Brooke, 1986).
The missing influence factor "Colleagues and fellow workers" is mentioned as the
most important factor in terms of satisfaction. In addition to income, the factor
"Recognition for work" most likely contributes to dissatisfaction. This should not be
seen unrelated to leadership abilities in general practitioners’ surgeries, especially as
this factor, according to regression analysis in the exploration study by Goetz et al.
(2011) is the strongest contributor to job satisfaction (followed by "Colleagues and
fellow workers." Also, the factor "Physical working conditions," ranked 7th out of 9,
should be motivating for leading a general practitioner's surgery.

The study by Goetz et al. (2015), which is essentially based on the job demands-
control model, shows the psychosocial factors "Emotional demands" and "Demands
for hiding emotions" as further factors that are of importance for MFAs and are not
considered in the causal model. Both are negatively correlated with the Health Status
and the Job Satisfaction, but from the perspective of the MFAs they are not consid-
ered as relevant (47.9 and 44.9, respectively).
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3.1.3 Peer reviewed activities promoting personal health potentials

The causal model of absenteeism presented in the previous subsection (Brooke,
1986) as a revised Rhodes and Steers model (1978) shows the health status as one of
the most important factors influencing involuntary absenteeism. "Researchers have
endorsed the direct effects of health status on absenteeism (Muchinsky, 1977). How-
ever, illness is widely recognized as the cause of absenteeism (Paringer, 1983, Hedg-
es, 1973, 1975, 1977), accounting for from one-half to two-thirds of all employee
absence (Miner & Brewer, 1976) "- Brooke, 1986, p. 354. While in the causal model
of absenteeism satisfaction, role ambiguity, role conflicts and role overload are iden-
tified and documented as endogenous determinants, this subsection deals with (exog-
enous) measures and activities that promote personal health potential and help pre-
vent illnesses in the workplace. For them, it is examined which peer reviewed articles
document a reduction of absence. At the same time, they serve as a basis for inter-
viewing employees regarding their preferences.

This relationship is the focus of the first research question:

1. What research studies indicate a strong link between measures of health promotion
and a direct result in reduction of absenteeism?

The area of health management is broad and there are many different studies, with a
focus on different branches, diseases, organisations, countries and people - 26,332
results were found for literature search with the key word “health management”.

For a systematic review, sources from England and Germany were used. The re-
sources for the overview in England have been the Ebsco database and additional for
British doctoral theses EThOS — Electronic theses online service.

For German theses, the German National library (DNB) was used which has an addi-
tional service for the research of doctoral theses DissOnline; including all theses
from Germany and Switzerland which are available online. The first database was
Ebsco followed by the DNB, EThOS and DissOnline.

The research used different kinds of sources, with an emphasis on peer reviewed
academic journals or articles:

1. Academic articles, theses and papers
2. Academic textbooks
3. Specialists’ conferences and interviews with experts

The search of ,,health management” in all databases provided the starting point. The
focus was on studies that are positioned within the service sector. After this broad
search, the search was narrowed down to disease prevention at the workplace.

The search for constraints on SMEs and the exclusion of big companies was one op-
tion. During the research, several options were used. If necessary and meaningful,
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the region was restricted. The focus was on general practitioners’ surgeries within
Germany, if there were insufficient results the research was focused on SMEs in
general.

3.1.3.1 Search area: Disease prevention at the workplace

An important measure for the level of health management is the number of absent
days. Therefore, the next step in the literature search was to find data on the absent
days in German general practitioners’ surgeries or SMEs including information about
what disease caused them. The need of efficient activities for improving the health
management is important for SMEs because they must use the resources which are
most effective.

The health insurance system in Germany provides yearly figures about absent days.
In Germany 69,820,682 people are in the national health insurance (BMG, 2011)

The BARMER GEK, one of the national health insurance companies, has published
a study including absent days in 2010. The “Health report 2010” (Grobe, Dorning et
al., 2011) gives a German wide overview about absent days linked with the kind of
disorder and it is broken down on every federal state. It has no figure about the size
of the companies the employees work for.

Additional the IGA report (Sockoll, Kramer et al., 2006) which is a governmental
study of the scientific evidence from 2000 to 2006 concerning healthcare manage-
ment in companies, gave a detailed view on the reasons for absent days.

The “Health report 2010” (Grobe, Dorning et al., 2011) defines four main reasons for
absent days:

Disorder Absent days (2010 per employee
in average)

Musculoskeletal system disorders 3.34

Mental disorders 2.44

Diseases of the respiratory system 2.00

Injury 2.00

Total 9.78

Table 1: Absent days of German employees (Grobe, Dirning et al., 2011)

The average absent days and the recommendations from IGA report (Sockoll,
Kramer et al., 2006) has been the basis for the next steps in the literature search. The
IGA report (Sockoll, Kramer et al., 2006) identified several interventions at the
workplace, and proved that they are useful to reduce absent days. Disease prevention
at the workplace is the central control parameter for reducing and steering the absent
days. This data has the disadvantage that it is not divided into different sectors or
branches like industry or service.

For a more conclusive research the different areas of disease were structured follow-
ing the IGA report (Sockoll, Kramer et al., 2006). Combined with “Health report
2010” (Grobe, Dorning et al., 2011) about the absent days, there were five main top-
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ics on which the further literature search was focused on. Every topic had its own
sub-items. These topics cover the whole disease at the workplace. The goal of health
management is to prevent the possible disease, therefore studies with a focus on af-
tercare have only been considered if there was also an influence on the prevention.
The sequence of the points was based on the number of absent days caused in aver-
age at this area by (Grobe, Dorning et al., 2011). It starts with the most and goes
down to less. The last point is the general health and well-being at the workplace and
related disease. The absent days are structured after ICD10 code, which is used by
the health insurance in Germany.

How to prevent musculoskeletal disorders?

How to prevent mental disorders at the workplace?

How to prevent diseases of the respiratory system at the workplace?
How to prevent injury at the workplace?

How to promote general health and well-being at the workplace?

I e

For each of the five main topics, Appendix 2 contains the peer-reviewed articles
found in the literature review as a tabular overview. The results were given a rele-
vance note and a brief reference to the potential benefits of this research. In the fol-
lowing, only the articles that have been rated as "relevant" or "partly relevant" are
discussed.

3.1.3.2 How to prevent musculoskeletal disorders?

The study “Workplace interventions to prevent musculoskeletal and visual symptoms
and disorders among computer users: a systematic review” (Brewer et al., 2006)
found hints that interventions in the office could help to reduce absent days caused
by musculoskeletal disease: “An important message to all stakeholders is that the
current state of the peer reviewed literature provides relatively few high quality stud-
ies of the effects of office ergonomic interventions on musculoskeletal or visual
health.” (Brewer, Van Eerd et al., 2006)

The article “How we prevent musculoskeletal disorders in the workplace” (Melhorn
and Gardner, 2004) gives an example for the caused costs for the national economy
of the USA. It is not focused on SME and not in the defined region. ,,In 1999, a Na-
tional Academy of Sciences study found total costs to be more than US dollar 1 tril-
lion per year and concluded that effective prevention of workplace pain through ac-
tive intervention is not only possible, but results in a significant cost saving for the
employer, while reducing the disability experienced by the employee.* (Melhorn and
Gardner, 2004)

The governmental study of the IGA (Braunig, Haupt et al., 2015) includes systematic
research for the area general promotion of general health and well-being at the work
place. Abraham and Graham-Rowe ((2009) found out that programs for more physi-
cal activities which are developed after 1997 and include pedometer help to improve
health management. The focus on movement with a pedometer is four times as effec-
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tive as other activities, which was confirmed by the systematic research of Dugdill et
al. (2008).

In his journal article “Integration of Short Bouts of Physical Activity into Organiza-
tional Routine: A Systematic Review of the Literature.” (Barr-Anderson, 2011)
found out that “short activity-bouts” during work time brings a moderate but signifi-
cant effect.

3.1.3.3 How to prevent mental disorders at the workplace?

Braunig, Haupt et al. (2015) realized that in the last years the area of mental disor-
ders is the fasted growing disease. There is a lot of attention in the articles, but this is
not equally reflected in studies or peer reviewed papers.

The “Improving responses to depression and related disorders: Evaluation of an in-
novative, general, mental health care workers training program.” (Graham, Julian et
al., 2010) found some moderate evidence for the effect program for mental health
prevention, but it is focused on Australia and it could not be identified if the preven-
tion would fit the German job profiles.

There were no articles, which consider the linkages between mental disorder and
prevention. At a German congress of occupational medicines, the theme mental dis-
order burnout was discussed very intensively. The search in Ebsco showed as a result
116 articles for “prevent burnout “, but they are focused on job profiles like nurses or
teachers, and therefore they are not directly useful for the service sector in general. In
terms of burnout, the professional situation of teachers or nurses is not comparable to
MFAs. Teachers have to deal almost continuously with a large, present number of
students, MFAs are usually dealing with individual patients. Nurses perform heavy
physical work (e.g. patients into another beds) and usually have shift work (day and
night duty).

3.1.3.4 How to prevent diseases of the respiratory system at the workplace?

The area of respiratory provides extremely many studies. It is a well-explored area of
human medicine. The number of results which are linked with occupational medicine
was not very high.

The article “Cost-benefit analysis in occupational health: a comparison of interven-
tion scenarios for occupational asthma and rhinitis among bakery workers.”
(Meijster, van Duuren-Stuurman et al., 2011) is focused on the bakery sector but a
part of it is how to develop and implement strategies for the health management
which is an enlightening link to the BSC, “Translating Strategy into action” (Kaplan
and Norton, 1996). This result fitted in the area of performance measure for further
research.

,» T his study provides important insights for developing effective intervention strate-
gies in the field of occupational medicine. Use of a model-based approach enables
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investigation of those parameters most likely to impact on the effectiveness and costs
of interventions for work related diseases. Our case study highlights the importance
of considering different perspectives (of employers, society and employees) in as-
sessing and sharing the costs and benefits of interventions.* (Meijster, van Duuren-
Stuurman et al., 2011, p. 745).

However, there were no results for the service sector and the prevention of illness of
the respiratory system.

3.1.3.5 How to prevent accident and injury at the workplace?

The German law has detailed information how accident and injury could be prevent-
ed at the workplace. This German law for occupational medicines, security engi-
neers, occupational health and safety practitioner was issued 1973 and is the frame-
work for what organisations in each size must do to avoid occupational accidents.

Additional to the law there is a system of seventeen professional associations in
Germany, the federal work insurance (BG). These (governmental) insurances under
public law provide for each of the branch services concentrated on accident preven-
tion. Every organisation has to insure their employees in one of these BGs.

They do intensive research and very broad activities in the area of accident preven-
tion and every company has access to the support of the BG.

3.1.3.6 How to promote general health and well-being at the workplace?

This is a reservoir for several themes concerning health. There is a connection to the
workplace, but it was difficult to narrow it down. Here the sub-items suggested in the
IGA report were used (Sockoll, Kramer et al., 2006) combined with the top reasons
for absenteeism (Grobe, Dorning et al., 2011).

These sub-items were broad; the research gave an overview of the existing abstracts
and showed studies, which proved the influence from promotion of general health
management to the absent rate of employees. The study “Health-related behaviours
and sickness absence from work* (Laaksonen, Piha et al., 2009), which is a result for
the next search point physical activity, evaluates the connection between absent days
and health-related behaviours and found out that decreasing of smoking and relative
weight can help to provide important advantages in work. This can lead to reduce
sickness and reduce absent days.

3.1.3.6.1 Physical activity

The search for ‘physical’ returned no result. But there is a link between sport and
overweight, which has an influence on the absent days as documented by
(Laaksonen, Piha et al., 2009) but this connection is only indirect. To find relevant
results the search word ‘physical activity’ was replaced by ‘sport’ and by this way
twelve relevant articles has been found.
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One of these twelve articles in the search results was linked with occupational medi-
cine and the health management in an organisation: “How do sports and dietary re-
straint relate to overweight-associated absenteeism?” - (van Strien and Koenders,
2010). The other eleven articles were not related to health management.

In the article “Health-related behaviours and sickness absence from work®
(Laaksonen, Piha et al., 2009) describe that overweight, behind smoking is the sec-
ond most factor for absent days. Therefore, a study, which proves that health man-
agement programs can lead to reduced weight, seemed to be insightful.

In their study “How do physical activity, sports, and dietary restraint relate to over-
weight-associated absenteeism?” (van Strien and Koenders, 2010) strengthened this
link. Health management programs, which focus on promoting the physical activi-
ties, combined with other actions could reduce overweight of their employees.

“Physical activity and sports acted as moderator variables in that they both attenuated
the positive relationship between overweight and/or obesity and absenteeism. Re-
strained eating also moderated the relationship between overweight and absenteeism.
Remarkably, the degree of overweight was more strongly related to augmented ab-
senteeism in people with higher levels of restrained eating.” (van Strien and
Koenders, 2010)

Remarkable of this study was the result, that there is no mandatory influence from
physical activities to weight loss and reduced absent days: “To reduce absenteeism in
overweight employees, it may be beneficial to focus on stimulating physical activity
and not on interventions aimed at promoting dieting (restrained eating).” (van Strien
and Koenders, 2010).

The points physical activities, nutrition and weight control were strongly cross-linked
with each other and there were few studies, which have analysed these correlations
combined with occupational medicine or health management.

3.1.3.6.2 Nutrition and weight control

The identified studies did not give good information about a connection between
weight losses and reduced absent days.

In the study “Worksite environmental interventions for obesity control: an overview*
(Lemon and Pratt, 2010) evaluated the impact from psychosocial work stressors on
the body mass index.

In these results, no study evaluates the linkage between healthy nutrition and the ab-
senteeism rate in an organisation. The study ,,Smoking and high relative weights
were most strongly associated with sickness absence “(Laaksonen et al., 2009) shows
that being overweight has a comparable bad influence on absent days like smoking.

The study ,,Effectiveness and economic benefits of workplace health promotion and
prevention® (Sockoll, Kramer et al., 2006) is not in the result list of this point. How-
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ever, it provides worthwhile findings concerning nutrition. According to World
Health Organisation (Engbers, 2007) workplace programs for improving eating hab-
its are generally accompanied by positive effects, even though they are rather moder-
ate. Nevertheless, they can influence the employee’s consumption of fruit, vegeta-
bles, and fat, as well as their intake of dietary fibres significantly as shown in con-
trolled studies. Products and other informational strategies can encourage the sale
and consumption of healthier food and thus a healthier food selection of the employ-
ees during working hours. Matson-Koffman, Brownstein, Neiner and Greaney (2005)
state that there is strong evidence in this context.

On the other hand, the results of studies on the effectiveness of incentives to improve
eating behaviour are contradictory. If they are implemented in addition to informa-
tional strategies, they might be more effective. “Hardly any intervention was tested
for its effect on physiological outcomes, which would be much more convincing.
Therefore, the authors of the two latter reviews see an urgent need for conducting
better evaluation studies, as well as developing innovative prevention methods for
modifying the work environment beyond the simple strategies used up to now.*
(Sockoll, Kramer et al., 2006)

In the “Worksite-based weight loss programs: a systematic review of recent litera-
ture.” Benedict and Arterburn (2008) found that moderate short-term weight reduc-
tion can be achieved.

3.1.3.6.3 Smoking cessation and tobacco control

The first step of the literature search showed 14.152 peer reviewed articles. If the
search is restricted to a reference to occupational medicine, seventy articles remain.

In their study “Occupational Risks Associated with Cigarette Smoking: A Prospec-
tive Study” (Ryan, Zwerling et al., 1992) evaluated the linkage between smoking
employees and a negative impact to the organisation. “...Our study shows that ciga-
rette smoking is associated with adverse employment outcomes after controlling for a
number of possible confounders ...“ (Ryan, Zwerling et al., 1992).

The study “Health-related behaviours and sickness absence from work* by (Ryan,
Zwerling et al., 1992) shows that smoking and a high weight are often the first and
second reasons for sickness absence. That means that programs, which lead to less
smoking employees, can reduce the absence rate. “Smoking and high relative weight
were most strongly associated with sickness absence, while the associations of other
studied health-related behaviours were weaker. The associations were stronger for
medically confirmed sickness absence spells for which heavy smoking and obesity
more than doubled the risk of sickness absence in men and nearly doubled in women
... “(Laaksonen et al., 2009, p. 840).

In a Cochrane study Cahill et al. ((2015) found out those programs against nicotine
work better if they are in a group or with a professional face-to-face meeting. Self-
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study materials do not work. No advantage through a competition but through team-
work.

3.1.3.6.4 Programs for alcohol prevention

The database search in Ebsco returned three results.

A study from Sweden (Holmqvist, Hermansson et al., 2008) give an insight into the
effectiveness of health management; it could be improved through making existing
structures more effective ,,... Both the physicians (72%) and nurses (90%) said that
the knowledge about counselling techniques to use when alcohol-related symptoms
are evident was the most important facilitator to increased intervention activity. Con-
clusions: OHS professionals usually discuss alcohol-related issues with their patients.
Nonetheless, they are interested in gaining further education and knowledge in this
respect. The study results indicate that OHS is an important setting for alcohol pre-
vention”

The study ,,Preventing high-risk drinking in youth in the workplace: A web-based
normative feedback program® (Doumas and Hannah, 2008) found out that a web-
based feedback program could help young working adults prevent drinking.

The study ,,Does job satisfaction mediate the relationships between work environ-
ment stressors and employee problem drinking* (Berger, Sedivy et al., 2008) anal-
yses the link between alcohol prevention, the workplace and employees drinking
problem. ,,... Several study variables of interest were found to be associated signifi-
cantly and directly with an employee’s problem drinking status. Implications for
workplace alcohol prevention are discussed* - (Berger, Sedivy et al., 2008)

3.1.3.6.5 Programs against infectious diseases

There are two kinds of prevention before infectious diseases, the prevention for com-
panies, which have no contact to infected people, and organisations like hospitals.
Some hospitals have special care departments for high-risk disease like Ebola. The
health management approach with prevention is focused on the normal day-to-day
business. Generally, it is not fixed that there is a higher risk for employees in the
medical sector. Several general practitioners’ surgeries do not have more contact
with people with an infectious disease. Some of them have more contact to clients,
which have an infectious disease. However, around infectious disease prevention the
German Federal Centre for Health Education (BZgA) has its focus on health educa-
tion and health promotion. Following the BZgA there are two principal areas, the
hygiene, and vaccines.

The database search in Ebsco for ‘vaccines’ returned nineteen articles. Six articles
from them are not in the table (Appendix 2), because they were newsletters published
in journals, which were not useable in this literature search.
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Following the study “Occupational vaccination of health care workers: Uptake, atti-
tudes and potential solutions” (Institut fiir betriebswirtschaftliche Analysen, 2012),
vaccines and especially the regular flu vaccines are important for health management
and specially for people who work in the health sector. “Improving influenza immun-
ization uptake in healthcare workers” (Preece, 2012) supports this opinion with a
focus on the flu vaccine. Both do not separate employees in hospital and general
practitioners’ surgeries.

3.1.3.7 Conclusion to literature search

The findings on the search area "Disease prevention" of this subsection provide an
evidence-based approach to answer the first research question for the specific
measures to be investigated in primary prevention for MFAs:

1. What research studies indicate a strong link between measures of health promotion
and a direct result in reduction of absenteeism?

Although the studies found provide some valuable information on the design and the
challenges of health management, it is remarkable that no specific studies are availa-
ble on the employment situation of an economically not insignificant profession, the
MFAs (417,000 persons cf. 2.2.1). Regarding the guiding model for multi-criteria
decision-making, the first steps, highlighted in Figure 6, with the literature search
were completed.

. ' i Creating a range of
Elaboration of the decision criteria altegrnativei

Development ofthe

Weighting ofthe deci it isti '
eighling 2 QeC|Sin criigna realratlcalternatl'u'EE

Measurakility and indicators of Evaluating each alternative with the
the decision criteria decision criteria

Generating a priority list

Sensibility test and
robustheit

Implementation
(evtl. Customizing)

Figure 6: Literature search as starting point of the multi-
criteria decision-making model
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The next chapter will explore the different methodologies that might be considered
as suitable and workable for the investigation and the design of a questionnaire for
activities of primary prevention.

3.2 A framework to increase performance in micro-enterprises

Activities to promote personal health potentials, which are the focus of this work, can
be classified in a comprehensive understanding as measures of human resource man-
agement (HRM). HRM itself can be understood in the broadest sense as "all those
activities associated with the management of people in firms [organizations] ...
HUMAN resource management (HRM), the management of work and people to-
wards desired ends, is a fundamental activity in any organization in which human
beings are employed. It is not something whose existence needs to be elaborately
justified: HRM is an inevitable consequence of starting and growing an organization.
While there is a myriad of variations in the ideologies, styles, and managerial re-
sources engaged, HRM happens in some form or other." (Boxall, Purcell et al., 2008,
p. 1). However, there is no real consensus about the practices of a coherent HRM
system, and certainly not a unified understanding or theory about the relationships
between HRM and performance. Boselie, Dietz et al. (2005, p. 5) point out in their
article "Commonalities and contradictions in research on human resource manage-
ment and performance" that HRM is "... in its broadest sense, concerned with the
selections that organizations make from among the myriad of policies, practices and
structures for managing employees ". In the narrower sense, "HRM is conceptualized
in the form of carefully designed combinations of methods for improving organiza-
tional effectiveness and hence better performance outcomes, as with Wright and
McMahan's definition (1992, p. 298): " the planned HR deployments and activities
intended to enable [an organization] to achieve its goals "(see also Delery and Doty
(1996, p. 805)). "

In the following, the link between primary prevention measures as a specific HR
practice and an increase in general practitioners’ surgeries performance as a specific
form of organizational capacity against this theoretical background is examined.

Common to all theories is that they assume that HR practices increase performance
and have focused on this relationship in recent decades like Huselid (1995), Becker
and Gerhart (1996), and Wright and Boswell (2002). Likewise, it is assumed that
"the idea that effect of HRM on organizational performance mainly goes through
people." (Peccei et al., 2013, p. 16). Differences arise from the explanatory ap-
proaches that are attempted to make the so-called "Black box" (Boxall, Purcell et al.,
2008) to a "white box" - or in other words: “Unlocking the Black Box”
(Messersmith, Patel et al., 2012). In explaining how the black box works, different
attitudes and their influence on behaviour are examined. The consideration of the
respective environment and organizational structures also takes place in different
ways. Initially committed to resource oriented HRM - e. g. (Arthur, 1994), (Wood
and de Menezes, 1998), (Paauwe and Richardson, 1997), (Patterson, West et al.,
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1997) - job satisfaction, motivation, and trust were increasingly seen as key determi-
nants (Guest, 1998) (Boxall and Macky, 2007), as well as for instance involvement
(Wood and Wall, 2007). Additional approaches also consider that happiness and the
closely related health and well-being have a significant impact on behaviour and per-
formance (Atkinson and Hall, 2011).

3.2.1 Resource-based approaches for micro-enterprises

In a first step, the author sought to decide which theoretical approach would be most
likely to be used to justify, investigate and explain primary prevention as part of
health management as an HR-practice and its influence on performance. Before do-
ing so, some important peculiarities should be considered:

- In contrast to countries like the UK or the USA, which mainly employ qualified
nurses in general practice care, the situation in Germany is different (Goetz et al.
2013). General practitioners’ surgeries are an integral part of the German health care
system. The individual physician’s practice is usually an economic enterprise, which
is led by a self-employed physician, as a rule the legal owner and sole holder. In to-
tal, there are some 54,000 general practitioners' surgeries. The average general prac-
titioner’s surgery has 3.5 fulltime jobs according to infas (2016). In addition to the
physicians, the so-called medical assistants (MFA) work in the physician's office. In
total in Germany there are 417,000 MFAs. Of these, an estimated 194,000 work in
general practitioners’ surgeries. These GP practices have similar working conditions,
situations and employment relationships. Other working environments of MFAs such
as community, specialist medical practices, medical care centres (similar to the UK
NHS) and hospitals are not focused in the theoretical considerations.

- From a functional point of view, German general practitioners’ surgeries are ac-
cording to the current EU classification micro-enterprises, since they have fewer than
10 employees. They do not have their own HR department or an organizational struc-
ture.

- Measures of primary prevention and general health management measures should
be understood as "two-dimensional concept comprising both personal well-being and
work-well balance" (Galabova and McKie, 2013). They affect both the private
sphere and the professional environment.

If one keeps these circumstances in mind, a universalist and or contingency approach
are ruled out. They do not consider the size of an organization as one of the key fac-
tors. The universalist approach (Boxall and Macky, 2009) excludes this almost by
definition, since it assumes that the success of HRM strategies results from a more or
less "right" application of a specific HR practice. The approach to HPWS practices in
SMEs is made more difficult by the fact that the starting point for the development of
HPWS was the analysis of Japanese high-quality production systems in the 1970s
and 1980s as pointed out by Bartram (2005). There is hardly any room in the HPWS
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for the informal practices, which are often a competitive advantage of SMEs (Bar-
ney, 1991). Following Kinnie, Hutchinson et al. (2005) the difficulties for SMEs in
the contingency approach with the "best fit" approach lie in the assumption that there
is a business strategy from which a contingent HR policy can be derived. For exam-
ple, Bartram (2005) points out that SMEs are unlikely to develop an organizational
strategy.

A possibly promising approach for SMEs is provided by resource-based theories. As
resources, whatever you mean by them, may well depend on the size of your organi-
zation, the theories that are most appropriate for them seem most appropriate for mi-
cro-enterprises. According to Marin-Garcia and Tomas (2016) in HRM literature the
AMO model is widely accepted to explain the linkage between human resources
practices and performance. Following Becker (1992); Appelbaum, Bailey et al.
(2000), Boxall and Purcell (2003) the AMO model is an integrative approach, con-
sidering both resource-related perspectives, and complemented by socio-
psychological components. The AMO model can be seen as a further development of
the Rhodes and Steers model (1978) discussed in the previous section. At first
glance, the AMO model looks promising. But a more detailed literature review, such
as those done by Marin-Garcia and Tomas (2016) in their study "Deconstructing
AMO framework: A systemic review", reveals other factors must be taken into ac-
count for a more comprehensive approach.”

An overview of other factors that go beyond the AMO model as a resource-based
approach and influence the HRM performance relationship can be found in Peccei et
al. (2013, p. 19). Of particular interest for this research are the paths between HRM
practices resp. systems and organizational performance with resources "Employee
well-being" and "Employee relationships and coordination".

3.2.2 Psychological contract and the employee relationship in SMEs

The fact that the success or the lack of success of HR practices for health manage-
ment does not depend so much on the way in which they are structured in terms of
content brings social and organizational psychological considerations into the discus-
sion. The main question is what influences the HR attributions and thus the employee
relationship. The bow is stretched wide. It ranges from the level of trust between
employer and employee, historical aspects, management intentions and motivations
to legal regulations and trade union organization. “The core point is that, once again,
it may not ultimately be possible to gain a proper understanding of the effect of HRM
on employee experiences, attitudes and well-being in isolation from the wider organ-
izational, institutional and historical context within which HR systems are embedded
and operate." (Peccei et al., 2013, p.28)

The literature search to get an impression of the employee relationship in general
practitioners’ surgeries and their context is quite unproductive. The topic of human
resource management (HRM) in general practitioners’ surgeries is unexplored, if you
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expand the topic to HRM in micro-enterprises, you will come across with Mattare,
Shah et al. (2013, p. 22) to the description also applicable to general practitioners’
surgeries "Since microenterprises — with five or less employees - are the smallest unit
possible for a small business, the HR blueprints of these companies are hardly devel-
oped and there are no professional HR managers on payroll. At the microenterprise
unit level of business, the owner wears the HR manager hat, along with many other
hats.” At the same time, the outsourcing of HR tasks is not worth mentioning (<1%
at n = 959). HR practices in small companies lack information. Two assumptions are
typical. On the one hand, it is believed that small business HRM is simply an opera-
tional "downsizing" of HR practices in larger companies (Gilbert & Jones, 2000;
Katz, Aldrich, Welbourne, & Williams, 2000; Kerr & McDougall, 1999 - cited in
Mattare et al., 2013), on the other hand, it is believed that small companies them-
selves practice a homogeneous system of HRM. In fact, there is as much diversity as
there is in larger companies (Mattare et al., 2013).

As Wilkinson (1999) notes, literature on employment relations in SMEs tends to pre-
sent two ideal types of small business: the “small is beautiful” scenario and the
“bleak house” scenario.

- The "small is beautiful" view assumes that there are largely harmonious working
relationships. At least insofar as conflicts are not openly resolved. Work is done in a
"family atmosphere" characterized by good communication, low bureaucracy, high
flexibility and low potential for conflict. The owner is seen as a devoted family head.

- The "bleak house" view (Sisson, 1993) draws the picture of a rather highly authori-
tarian head of the family, who does not tolerate any contradiction and thus does not
cause conflicts. The employees are apparently satisfied, because nobody complains
or dares to complain. High flexibility is perceived as a missing system of regulations
and orderly procedure. It is seen as the cause of instability.

Between these polarizing perspectives, which certainly also occur in German general
practitioners’ surgeries, there are many different shades of different forms of human
resource management. It is particularly true of medical practices that, according to
Wilkinson (1999), is attributed to most employers: "Thus order is seen as the norm
and management prerogative is seen as right and not to be challenged: what is good
for business is good for employees. Given that many owners define the small firm as
their own creation, it is perhaps not surprising that employees should be seen as sub-
ordinate to the owner's view of what is best for the firm." (Scott, 1989). Informality
and the lack of control systems are justified by the fact that especially small compa-
nies enable open communication and the "family atmosphere" promotes building of
trust.

This makes it clear that the introduction of health management is not so much a ques-
tion of appropriate management practices but relies on mutual and reciprocal trust.
The emergence and maintenance of trust, in turn, is the subject of the psychological
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contract, which may lead to a better theoretical understanding of the link between
HR practices and organizational performance.

Before the psychological contract and in particular its significance for SMEs is dis-
cussed in more detail, it should be pointed out that in its counterpart, the legally es-
tablished employment contract for micro-enterprises such as medical practice in
Germany special rules apply. These give the psychological contract a particularly
high importance. These rules include employee representation, dismissal protection
and occupational health and safety obligations. These regulations place the MFAs in
a weaker position in the protection of their interests compared to employees in larger
companies.

In "An exploration of small firm psychological contracts", (Atkinson and Cuthbert,
2006) state that a "single typology of small firm relationships" is not possible. From
the author's point of view, this is all the truer for micro-enterprises that are even more
heterogeneous than the three small firms investigated by Atkinson, with an average
of 77 employees per company. The model of a psychological contract she developed
can be adopted as a framework through which to reflect nuanced understandings of
the employment relationship. In Atkinson (2005) she argues that current approaches
are over-generalized and dominated by size determinism. Assuming, like Marlow
(2002), that informality is an enduring feature of SMEs, it is clear that an equally
informal "mechanism" (Atkinson, 2005) as the psychological contract is promising
for the explanation of employment relationship.

The concern of the psychological contract goes back to Rousseau (1989, p. 123):
»Ihe term psychological contract refers to an individual’s beliefs regard the terms
and conditions of a reciprocal exchange agreement between that focal person and
another party. Key issues here include the belief that a promise has been made and a
consideration offered in exchange for it, binding the parties to some set of reciprocal
obligations.” Specifically, in the context of the employment exchange relationship
employees keep their promises if employers also keep their promises according to
Coyle-Shapiro (2002), Coyle-Shapiro and Kessler (2003). “Reciprocity” constitutes a
core component in the psychological contract, meaning that employees positively
respond to favourable behaviour from their employers (Rousseau & McLean Parks,
1993). In cases where employees believe that employers have broken their given
promises, this will have a negative effect on employee promises fulfilment Coyle-
Shapiro and Kessler (2000).

Characteristic of the approach is, according to the author, that it focuses on the dy-
namics of the employment relationship. In the course of this, the dynamics of reci-
procity are not primarily influenced by the actual, factual fulfilment, but by what is
perceived. Following Whitener (1997) in the psychological contract there is a gradu-
al development of the employment relationship, which, in the opinion of the author
in a microenterprise, is a permanent change process due to the proximity of the own-
er and the employee. With each fulfilment or non-fulfilment of the obligations and
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expectations, the complex and finely knit network of relationships changes and raises
or lowers the level of trust. Due to the mutual conditionality creates a dynamic,
which is characterized by feedback loops.

In the case of an actual or even supposed breach of the psychological contract, em-
ployees may experience behaviour such as withholding information, more mistakes,
leaving the organization or frustration, fear and mistrust. (Torrington, 2017, p.331).

Referring to the psychological contract for attendance or absence, structural equality
is a common feature of the Rhodes and Steers model (1978). The "cyclic nature" of
the model is reflected in the escalation cycle of the psychological contract, as the
following example shows: The expectation of the two MFAs to the owner physician
is the fair treatment (obligation) of both. Suppose that an MFA is frustrated by an
unjustified representation scheme, especially since, in her opinion, this has happened
several times before. She takes the next opportunity to miss caused by "illness" for
two days. Since this seems pretextual, but formally cannot be objected, the employer
considers the promise "be honest" (Obligation) as not fulfilled. The absences lead to
significant disruptions in practice, which in turn lead to new misunderstandings (un-
fulfilled expectations) and further disturbances by blaming all parties involved.

Under the aspect of absenteeism reduction, a comparison of the Rhodes and Steers
model (1978) with the psychological contract reveals that the latter avoids a weak-
ness of the Rhodes and Steers model. This runs the risk of seeing absenteeism pri-
marily in the individual responsibility and decision-making power and thereby per-
sonalizing it. This is evident, among other things, from the fact that the “Personal
Characteristics (of the employee)” in the model (cf. Figure 4), is the only element
that is not influenced by others. By considering of the (equivalent) “Personal Charac-
teristics of the employer”, it becomes clear that he/she, too, may be responsible for
the job situation, which then leads to possible absences.

The partners in the psychological contract are the general practitioner on one side
and the MFAs on the other. The actions of the physician as agent of the psychologi-
cal contract largely correspond to one of the management styles exploitative or be-
nevolent authoritative resp. consultative or participative system (Likert, 1967). As
owner manager your own autonomy and independence are of importance to the gen-
eral practitioner. Influenced by the doctor's actions are satisfaction, commitment and
motivation.

In the literature on the psychological contract, a distinction is made between transac-
tional and relational contracts. Transactional contracts involve short-term, specific,
and monetary in nature beliefs such as competitive wage rates and performance-
based pay. Relational contracts involve long-term, less specific, and monetary and
non-monetary in nature beliefs such as job security, loyalty, training and develop-
ment, career development, commitment and trust (Cavanaugh & Noe, 1999; Robin-
son, Kraatz & Rousseau, 1994; Rousseau, 1990 — cited in Katou, 2013, p. 572).
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The Model presented by Atkinson (2005) suggests that transactional obligations
within the content of the psychological contract will be predicated upon cognitive
trust and distributive justice, whereas relational obligations will be predicated upon
affective trust and interactional justice. Cognitive trust can be seen as a trust that is
purely rational and calculated, while the affective trust has social relationship and
mutual concern (Atkinson, 2005, p. 44). Distributive justice (Deutsch, 1985) is the
perceived fairness of outcomes employees receive, drawing on equity theory (Ad-
ams, 1965) as a dominant framework; and interactional justice (Bies and Moag,
1986) is the quality of interpersonal treatment received at the hands of the deci-
sionmakers (cited in Atkinson, 2005, p. 39).

According to this categorization, measures of health management in SMEs belong to
the relational obligations associated with affective trust and interactional justice.
Based on the fact sheets of the CIPD recommendation (2008), these are employer-
side expectations associated with promises and outlooks of "A pleasant and safe
working environment" and "An attractive benefits package". On the employee side
these are "Develop new skills and update old ones" and possibly "Maintain high lev-
els of attendance", whereby the latter also partly includes aspects of the cognitive
trust.

The above statements show that the question of the effectiveness of health manage-
ment measures focuses on the mutual fulfilment of the psychological contract.
Slightly generalized, according to the author, the psychological contract could be the
missing link between HRM and performance.

3.2.3 The link between HR practices, psychological contract and performance

Focussing on the fulfilment of the psychological contract at the centre of the analysis
of the employment relationship is the central idea of Katou (2013). Her framework,
as it will be presented, sees the author as fundamental to HR management measures
in SME:s.

Compared to the initially mentioned AMO model, the author believes that this
framework has not only a theoretical foundation, but also a statistical validation. The
purpose of the study at that time, on which the framework is based, was to examine
the extent to which the relationship between HRM and organizational performance
changes as a result of an economic crisis, here the financial and economic crisis in
Greece (Katou, 2013, p.570). For this purpose, a model is proposed that combines
two systems: the psychological contract system and the HR practices system. Figure
7, which summarizes two mappings of the original contribution (Katou, 2013, Figure
1, p.572 and Figure 2, p. 583), shows the overall context.

Before explaining the framework in more detail, it is important to draw attention to a
context that is especially relevant to small businesses. Unlike, for example, Tzafrir
(2005, p. 1616), which is commonly believed, organisational performance does not
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derive better performance, but rather behaves the other way around. ",,... the nega-
tive factor loadings of size item reveal that organizational performance does not fol-
low the economies of scale rule, ...” " (Katou, 2013, p. 584). However, one must put
the statement into perspective, since the study was only examined for organizations
with more than 20 employees (a total of 177 interviewed organizations with an aver-
age of 152 employees and an average of 5 respondents per organization).

In the centre stands, framed by a broken line, the Psychological Contract Fulfilment.
Linked to this is the hypothesis that Employee Attitudes mediate the relationship be-
tween Employer Promises Fulfilment and Employee Promises Fulfilment. According
to Katou (2008), the Employee Attitudes were measured with the characteristics Sat-
isfaction, Commitment and Motivation. As indicators for the Employer Promises Ful-
filment ten items of the psychological contract fact sheet of the CIPD (2008) were
taken over. McDonald and Makin (2000) distinguish between transactional and rela-
tional factors. In the figure, the two transactional factors are highlighted in grey, the
remaining eight relational factors have no emphasis. In the same way, the ten indica-
tors for Employee Promises Fulfilment (3 transactional and 7 relational) are present-
ed. As suggested by Coyle-Shapiro and Kessler (2000, p. 912 ff.), not the actual ful-
filment but the perceived fulfilment has been questioned. The indicators were or-
dered according to the confirmatory factor analysis carried out by Katou (2013). The
indicator with the higher explanatory value, corresponding to the factor loading, is
further to the left. For reasons of clarity, the factor loadings have not been included
in the figure. Thus, the indicator for transactional factors with the highest explanato-
ry value for the fulfilment of the Employee Promises is Maintain high levels of at-
tendance (0.57), in the fulfilment of the Employer Promises it is An attractive bene-
fits package (0.59). In the case of the relational factors for the Employee Promises
with the highest explanatory value, these are Uphold company reputation (0.59) and
Show loyalty to the organization (0.59); at the employer promises they are Interest-
ing tasks (0.61) and Feedback for performance (0.61).

The statistical analysis of the correlations confirms with high (standardized) correla-
tion coefficients the relationship Employer Promises Fulfilment on Employee Atti-
tudes (0.94) as well as the relationship of Employee Attitudes to Employee Promises
Fulfilment (0.86). Employee Attitudes indicators are almost equivalently relevant -
satisfaction (0.67), commitment (0.64), motivation (0.65). This confirms the hypoth-
esis on the functioning of the psychological contract system at a high level of signifi-
cance (p <0.01). The Employee Attitudes form the heart, as Boxall and Purcell (2003)
put it, or the epicentre, as Katou (2013) puts it, of the psychological contract system.

If one as the author follows this hypothesis, it is to be assumed that also in German
general practitioners’ surgeries the Employee Attitudes strongly influence the fulfil-
ment of the Employee Promises and that they themselves are strongly influenced by
the fulfilment of the Employer Promises. Introducing health management, and pro-
moting personnel prevention activities, could create Opportunities for training and
development and Opportunities for promotion on the part of the employer. In addi-
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tion, an A pleasant and safe working environment could be supported. This would
not only improve the transactional conditions for Fulfilling Employee Promises, but
also the relational factors of Loyalty to the organization, Uphold company reputa-
tion, and Develop new skills and update old ones. If the physician, as an employer,
also make use of the opportunity to delegate primary prevention tasks to the MFA, he
would promote the factor that has the greatest impact on employee Satisfaction, Mo-
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tivation and Commitment, namely, Interesting tasks.
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Figure 7: An HR practices — psychological contract — organizational linkage frame-
work (Katou, 2013, p. 572 combined with p. 583)

From the order of sorting the transactional factors, it becomes apparent that action
on the factors Pay commensurate with performance and Maintain high levels of at-
tendance should come first. As Atkinson (2005, p. 51) points out, the transactional
factors are to be seen as hygiene factors in sense of Herzberg (1959). This means that
first, the consistency of the transactional factors must be present before positive ef-
fects can be expected through relational factors. Katou (2013, p. 586) confirms this
view by comparing the standardized coefficients, stating, "Therefore, our findings
support the view that transactional aspects of the psychological contract must be
addressed (Millward and Brewerton, 1999), because transactional aspects drive rela-
tional aspects due to their cause and effect association (Pate et al., 2003). "
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The second system in the framework, the HR Practices system, is hypothesized to
mediate the relationship between HR Practices and Organizational Performance
through the Psychological Contract Fulfilment. This means that the HR Practices via
the Employee Attitudes influence the Organizational Performances. This is con-
firmed by high standardized correlation coefficients between HR Practices and Em-
ployee Promises Fulfilment (input) and between Employee Promises Fulfilment (out-
puts). The hypothesis was reinforced in the study by Katou (2013) by testing the di-
rect connection between HR Practices and Organizational Performance, i.e. without
the interposition of the psychological contract, and rejecting it for lack of signifi-
cance. "This means that better HR practices will produce superior psychological con-
tracts, which by incorporating healthier employee attitudes will improve organiza-
tional performance"(Seeck and Parzefall, 2010) (Seeck & Parzefall, 2010).

The interviewed HR Practices consisted of 12 items that were developed by
Armstrong (1996), and grouped into four areas: Resourcing (recruitment, selection,
flexible work arrangements), Development (work design, performance appraisal,
training and development), Reward (compensation, promotion, incentives) and Rela-
tions (participation, involvement, communication). Each of the components of em-
ployee Rewards is capable of producing psychological contract by establishing the
belief that organization’s employees worth their long-term salaries (Gomez-Mejia,
2004). Good employee Relations produce positive feelings to employees who ac-
cordingly keep their promises to organizations (Robinson, Kraatz et al., 1994).
Among the HR Practices with the highest impact on Employee Promises Fulfilment
are promotion (rank 3) and participation (rank 5).

Although HR Practices do not explicitly mention health management and prevention,
it can be assumed that they are also considered a Reward (promotion) by the general
practitioner and thus strengthens the fulfilment of Employee Promises. If, for exam-
ple, the development of preference profiles increases the participation rate among the
MFAs, the promises of the personal contracts can also be fulfilled more easily.

Organizational Performance is measured by the indicators Effectiveness (0.61), In-
novation (0.60), Development (0.58), Quality (0.53) and Efficiency (0.48). In brack-
ets the standardized coefficients. After that, Effectiveness is most strongly influenced
by the fulfilment of Employee Promises.

The specific items constituting the Organisational Performance construct include:
Effectiveness - if the organisation meets its objectives; Efficiency - if the organisation
uses the fewest possible resources to meet its objectives; Development - if the organi-
sation is developing in its capacity to meet future opportunities and challenges; /nno-
vation - for products and processes; and Quality - per cent of products of high quali-
ty, adopted from Delaney and Huselid (1996).

The link from Employee Promises to Organizational Performance especially for
general practitioner’s surgery or health management is only discussed in a few stud-
ies. In his "Socio-technical System Analysis and Assessment in Medical Practices"
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by Majumdar (2004), all aspects of performance are addressed holistically, but the
Psychological Contract remains outside; at best, the work-organization cooperation
with the assistant, the former name for the predecessor profession of MFAs, is dis-
cussed. One focus is more on the management skills and especially the self-
management of the physician. A distinct connection is made by Szecsenyi et al.
(2011), evidencing a clear link with patient satisfaction, a component of Quality
management, quasi from the centre of the Psychological Contract, employee Satis-
faction. Kathmann and Dingeldey (2013, 2014) show that breaches and violations of
the Psychological Contract, such as precariousness pay and job insecurity, can lead
to performance impairments. Moeller and Babitsch (2017) emphasize the importance
of prevention and health promotion for MFAs (n = 43) and derive from this a sus-
tainable further education concept for the workplace.

Overall, the theoretical framework proposed by Katou (2013) can contribute to a
better understanding of the people and performance link by embedding one system
(psychological contract system) into another more comprehensive system (HR prac-
tice system). Through the reciprocal fulfilment of promises, but also through the non-
fulfilment of promises as well as concrete breaches of contract and unfulfilled expec-
tations, the history of the organization is expressed. This creates, in the author's view,
a complex dynamic that is difficult to control, which makes it difficult and perhaps
completely impossible to illuminate the initially mentioned "black box" and turn it
into a "white box" - maybe the box is more like a kaleidoscope.

For the aspired priority concept with the promotion of personal health potentials of
the MFAs in German general practitioners’ surgeries the framework offers the possi-
bility to locate health management in a holistic concept for practice management.
The health promotion measures themselves constitute an HR Practice that allows the
physicians to increase Satisfaction, Commitment and Motivation in fulfilment of their
promises from the Psychological Contract. In doing so, employees can increase the
Organisational Performance of their general practitioner's surgery, in terms of Effi-
ciency and Quality, in fulfilling their part of the Psychological Contract. The next
section is therefore about the implementation.

3.2.4 About the benefits of health management

"It [well-being] represents a broad bio-psychosocial construct that includes physical,
mental and social health" (CIPD, 2016, p. 4). The initiative to act and promote per-
sonal health potentials in general practitioners’ surgeries could, as Greasley, Edwards
et al. (2012) express, be a "win-win" situation that meets both employers’ and em-
ployees’ organizational interests.

As far as physical health is concerned, as Marsden and Moriconi (2009) conclude
,»There is now a substantial body of research indicating that the kind of policies used
by PFW [a British company] to improve employee health and promote more healthy
life-styles are potentially beneficial to organisations. ... Some aspects of people’s
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life-styles are particularly associated with higher absence rates, including smoking,
heavy drinking, drug abuse, and lack of exercise.” In the author's opinion, this state-
ment should also apply to general practitioners’ surgeries and is a reason why, in a
first step, in health management measures, primary prevention to improve physical
health is first recommended. Especially when it comes to physical well-being, the
"win-win" situation at the primary prevention measure becomes apparent with influ-
enza vaccination. It has been shown to significantly reduce absence days and leads to
the worker avoiding physical discomfort associated with any flu.

The connections become more problematic regarding the mental and social well-
being. Although the following statement from (Greasley et al., 2012, p. 444) refers to
call centres, it can be applied to medical practices where the task can certainly be
classified as stressful: Baldry, Taylor et al. (2006, p. 252) conclude from their re-
search on call centres that “when a task which is itself stressful” is performed in an
“unsupportive” work environment that requires extensive interaction with technology
above recommended levels, “a reduction in employee health and well-being must
inevitably occur”. This illustrates that the value of the resource human capital lies not
only in physical well-being, but also in mental and social well-being and their inter-
play. Here it becomes apparent that, depending on circumstances, HR practices can
also lead to "win-lose" situations. If it becomes obvious to the employee and trans-
parent that, for example, his or her health should only be promoted so that it is even
more efficient in the sense of the organization, this will sooner or later have a lesser
effect on motivation and decreasing engagement.

A more detailed analysis of the role of employee well-being in the HRM-
organizational performance relationship was provided by Peccei et al. (2013). Based
on two perspectives identified by Peccei (2004) on the HRM-WB-OP relationship,
the so-called "optimistic" and "pessimistic", and a comprehensive literature review
by Van De Voorde, Paauwe et al. (2012) they discuss three scenarios of the HRM-
WB-OP relationship:

- Weak mutual gains: This simple win-win situation scenario results and improve-
ments to well-being as well as organizational performance for an HR action. But
these results are not interrelated; they are to be considered in isolation from each
other.

- Strong mutual gains - As with the weak mutual gains’ scenario, HRM affects both
WB and OP, in addition to a reinforcing effect, in that WB itself has a positive effect
on OP.

- Conflicting outcomes - This is a simple win-lose scenario where HRM proves use-
ful for organizational performance, but at the same time, it is detrimental to the well-
being of the employee. This model suggests that performance increases are due to
exploitative HR practices or that there are conflicting goals.
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Health management measures are likely to lead, at least as a rule, to weak mutual
gains. Since they also influence the factor "job satisfaction", they lead to an increase
in customer satisfaction, at least in the professional field of MFAs, as shown in
Szecsenyi et al. (2011), a double effect can be expected, i.e. strong mutual gains.
However, primary prevention measures specifically for MFAs should not be over-
looked as leading to more responsibility. As stated in Regus (2012), and Babitsch
and Von Moeller (2017), this may lead to a change of tasks. The MFA takes over
tasks such as for example vaccinating, with medical content. In discussion is whether
this achievement is specially rewarded. In any case, delegating tasks from the physi-
cian to the MFA increases their responsibilities, and this, in turn, is often perceived
as an increasing pressure to perform and stress, which can lead to conflicting out-
comes.

Nishii, Lepak et al. (2008) draw attention to the fact that the success of health and
well-being measures depends not so much on their content, but on the management-
philosophy recognized by the employee. In the typology they propose, management
philosophies can be attributed to service quality, cost reduction, employee well-
being, exploiting employees, or union compliance (Nishii, Lepak et al., 2008, p.
509). Depending on the perceived management philosophy, the practices are differ-
entially successful. Quality and well-being attributed ones are more associated with
an increase in employee satisfaction and commitment (strong mutual gains), while
cost or exploitation attribution tends to reduce employee satisfaction and commit-
ment (conflicting outcomes).

3.3 Bridging the implementation gap

While in the previous sections the theoretical conditions under which HR practices
could be successfully used to reduce absenteeism and to increase performance are
discussed, this section focuses on the transfer of HR practices from theory into prac-
tice. Considerations for the fulfilment of the psychological contract as well as the
development of the priority concept and its implementation are contributions to clos-
ing the gap. The basis for this is a participative decision-making concept and a stand-
ardization proposal for health management in SMEs developed by Walter (2007).
Finally, it is explained and clarified why in German general practitioners' surgeries
the HR practice of primary prevention should be implemented first, ahead of other
conceivable activities such as reorganization of work or change of job design.

The framework presented in the previous section (Katou, 2013) helps to improve the
theoretical understanding of the link between HR practices and possible performance
enhancements. The focus is on content considerations. For application oriented HRM
research, however, questions of implementation, that means questions about the pro-
cess of introduction, are becoming increasingly important. Torrington et al. (2017,
p-80) note that intended strategies, policies and HR practices are not implemented as
planned, which may lead to disruption and impairment of the targeted performance
improvements. Biggs, Abel et al. (2011, p.169) refer to Knight, Cowling et al. (2006)
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and state: "The implementation crisis in conservation planning is one of conserva-
tion’s greatest challenges. Although conservation planning is a social process that
encompasses assessment, planning, and sustained management of areas important for
achieving conservation goals, conservation planning approaches continue to empha-
size ecological over social considerations.” Wang, Zhu et al. (2009, p. 63) consider
the "implementation gap" in addition to "apperception gap" and the "system gap" to
be one of the key influencing factors in the formation process of employee satisfac-
tion. The implementation gap itself, they see as "caused by the system constituted
has not been truly implemented." These and other gaps are closely related to the psy-
chological contract.

In this section, therefore, the psychological contract and the decision-making once
again are broached, as they seem to be central both for the HR process itself and for
the implementation process. Behind every implementation is a decision-making pro-
cess. If the employee is involved in this process and realizes why the decisions fall as
they are, the implementation is smoother.

3.3.1 The implementation process and the psychological contract

The HR-PC-OP framework presented in the previous section (Katou, 2013) provides
a first important implementation suggestion with Atkinson's (2005) note on hygiene
factors. First, the mutual promises on the transactional factors of the psychological
contract must be fulfilled before performance increases can be achieved through in-
creased satisfaction, motivation, and commitment. Health management relies more
on the relational components of the psychological contract. From this point of view,
its implementation in a general practitioner’s surgery, where the transactional condi-
tions are not correct, where precarious pay and marginal workloads are present, is
doomed to failure.

Another aspect that pertains to the fundamentals of the psychological contract should
be noted. No matter what is implemented, after implementation, the organization is
different than before. If it is not clarified beforehand whether the employee wants to
apply the psychological contract to the newly developing organization, in the figura-
tive sense of the contract extended, the desired changes, even if the transactional
conditions are right, are also hardly feasible. If the change causes the employee to
work for an organization for which he did not originally serve, it is all too quickly
perceived as a breach and violation of the psychological contract with all its negative
consequences. It is not without reason that Oreg, Michel et al. (2013) point to the
critical importance of the workers' perspective. An aspect that should be considered,
for example, when - as in Mergenthal, Beyer et al. (2013) explained - MFAs are to be
increasingly used in home-centred care (VeraH) due to their improved primary pre-
vention skills, which will then be used for home visits. This argument is in line with
Marsden and Moriconi (2009, p. 5), who notes: “For example, an emphasis on im-
proving health may also signal to employees that their employers wish to change the
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psychological contract. Equally, it may be hard for an employer to change the psy-
chological contract without emphasising the value of employee health.”

The employee's question about the "why" (Nishii, Lepak et al., 2008) or, more gener-
ally, "sense-giving", raises an aspect of the implementation process that, although not
a direct part of the psychological contract, has a lasting effect on its fulfilment. It is
the question of the credibility of the employer and his/her motivations associated
with the introduction. Shipton, Sanders et al. (2015) found that where employees
perceived that HR practices were implemented with an eye to their needs and aspira-
tions, they were more inclined to report positive attitudes and to behave in a way
conducive to the achievement of organisational goals. Nishii, Lepak et al. (2008)
draw attention to the fact that the success of health and well-being measures depends
not so much on their content, but on the employer’s management-philosophy and the
motivation behind recognized by the employee. These questions have a special sig-
nificance for a physician's practice, as described in more detail in Majumdar (2004),
because there is a constant balance between the medical claim of healing and com-
mercial interests.

As with all primary prevention measures, the role model of the physician is also im-
portant as it enhances the previously mentioned credibility. The leaders of a general
practitioner’s surgery need to take personal responsibility and a role model here
(Gerlach (2001) cited in Amend (2005, p. 73); Bruch and Kowalevski, 2013). Alt-
hough the role model function is not a direct matter of the psychological contract, it
is obvious, at least in a general practitioner’s surgery, that primary prevention can
hardly be successfully implemented if the responsible physician itself interferes im-
pair with personal health potential.

The last note addresses another fundamental implementation problem. Legal and
psychological contracts essentially relate to the professional environment. Primary
prevention, however, affects both the private and the professional environment. CSR
is increasingly recognizing and accepting that companies are responsible to society
and employees for "healthy" jobs. But there remains the question of whether it can
derive from the claim to interfere in the private life of the employee, or whether this
recognized as a breach and violation of the psychological contract. Primary preven-
tion measures are predominantly life-style measures and can be regarded as an inter-
vention in the work-life balance. In order to avoid misunderstandings on this point,
measures for employee participation and involvement should be taken at an early
stage for the implementation in order to identify possible potential for conflict as
well as preferences and to include these in the decision.

The last point outlines the theme of the second research question.

1. Which of these measures are already practised and which are preferred by the staff
of the general practitioners’ surgeries?
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The result is a preference profile with the proposed measure based on the evaluation
of survey results, the MFA survey.

3.3.2 Decision-making for implementation

“To them [the employees] this means that, ‘more effort should be devolved to find-
ing out what managers are thinking and why they make the decisions they do.”
(Becker and Gerhart, 1996, p. 794 — cited in Kinnie et al., 2005, p. 10). This quote
makes a good transition to the actual decision-making process. It is assumed that the
more transparent the decision criteria, the weighting, relevance and evaluation, the
more acceptable a decision becomes. The aim is to develop a concept of priorities
that, in the sense of the psychological contract, can be understood by both the em-
ployer and the employee and, if necessary, adapted to the specific situation. The re-
lated research questions are:

2. On what basis can the implementation of these activities be prioritized by a multiple
criteria decision-making model, which considers relevant stakeholder perspectives?

3. How can the procedure of decision-making be adapted to the specific conditions of
an individual general practitioners’ surgery?

The decision-making process itself is a rather methodical question and is therefore
dealt with in more detail in the chapter "Methods". From the framework, the psycho-
logical contract as a stakeholder perspective yields both the employee view and the
employer view. The employee view flows in via the results of the preference profile
as a decision criterion for acceptance, since a successful implementation without
acceptance can hardly succeed. The employer view is represented by the decision
criterion costs. Organizational performance as part of the framework results in the
third decision criterion, effectiveness.

The result of the multi-criteria decision-making model is a list of priorities with sug-
gested primary prevention measures proposed to the general practitioner’s surgery
for implementation. This creates the basis for an efficient implementation that can
take advantage of standardization.

Since "one size does not fit all" (Kinnie et al., 2005), starting points for adaptations
are shown that may change the sequence shown in the priority concept.

3.3.3 Approaches to implementation

The introduction of activities promoting personal health potentials can take different
forms. The chapter "Discussions" investigates three approaches that build on each
other. The first sees the promotion of personal health potential as a more or less
unique, situational action. The setting is: The general practitioner is convinced of the
correctness of the concept and now plans to implement it as quickly as possible in his
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own practice without any further implications. The second setting sees the standard
proposal on primary prevention as a first key step towards a more comprehensive and
ambitious doctor's health management project, based on the recognition that employ-
ee health can be a key success factor for the practice and, in the longer term, not to
be underestimated represents a competitive factor. From a holistic view of practice
management, health management can be embedded in a more comprehensive quality
management system. These approaches are the subject of the research question:

5. What approaches should the general practitioner (as owner) consider if he/she wishes
to set priorities for the introduction of a health management system?

In order to reflect the outcome of the MFA survey and the established priority con-
cept, structured qualitative interviews were conducted with selected general practi-
tioners.

The necessity and the benefits of introducing a health management system have been
proven in several studies. There is a regular report from the Government on the Ger-
man health management. The IGA report by Sockoll, Kramer et al. (2006) provides a
good overview of the health management activities in general. In the “Health Man-
agement in Small and Medium-Sized Enterprises - Results of a Representative Sur-
vey* Zelfel, Alles et al. (2011) showed that one third of the German SMEs do not
have any health management and that there is a need to improve the health manage-
ment in German SMEs and that the health management is not established in German
SMEs. The smaller the enterprises the less health and well-being programs are found.
Small and medium-sized enterprises have a need for consultation in cases of illness
or health prevention. However, there is not yet an organised structure available for
getting advice.

Implementation means integrating a subsystem into a more comprehensive system.
However, standards based on experience and proven concepts are helpful to bridge
the implementation gap especially with SMEs, who often cannot afford to learn the
hard way. This is presented here for the field of health management.

Standardization can contribute to closing the implementation gap. This applies in
particular to measures of quality management. "One of the mainstays of TQM is
standardization in Japanese understanding. There must be clear standards for every
work process - as a necessary tool for permanent review and improvement of quality.
At the same time, standards are not formulated for every single work step, but merely
standardized and therefore measurable. The task of the management is to set the
standards and to ensure that all employees work according to these standards. It is
also the task of the management to create the conditions for constantly questioning
existing standards and replacing them with new, better standards. "Imai (2002, p.
126f.) cited in Walter (2007) - translated by the author.
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Especially in the medical field, standardization has become established in the form of
guidelines. According to Timmermans and Berg (2003) they serve as the basis for
good results for the contents of medical work and the concrete actions of physicians.
Standardization supports a systematic approach and provides a benchmark for as-
sessing progress in the introduction, assessment, establishment and stabilization of
management activities. Under stakeholder aspects, standardization helps to improve
the transparency and traceability of decisions and coordination measures. By allow-
ing standards to be applied independently of organization-specific issues and goals,
they offer time and cost advantages, helping to reduce the implementation gap.

For the standardization of health management, Walter (2007) has developed a target
system for SMEs, which can also be used as a guideline for general practitioners’
surgeries. As demonstrated in the next section, it also allows the prioritization of
health management measures.

Following Walter (2007, p. 217) four major goal areas can be identified for the
standardization and implementation in small enterprises in the sense of a balanced
scorecard (Kaplan and Norton, 1996). Each major goal is divided into three sub-
goals:

. Development and permanent anchoring of the management system (1)
- Development and optimization of employment policy requirements
- Design and optimization of structural and planning framework
- Execution and optimization of core processes

. Strengthening the social and human capital (2)
- Health promoting work organization (2.1)
- Health promoting organizational design (2.2)
- Promotion of personal health potentials (2.3)

. Improvement of well-being and health (3)
- Increasing emotional well-being (3.1)
- Improvement of physical health (3.2)
- Reduction of risk factors (3.3)

. Improvement of productivity, quality and economy (4)
- Improvement of performance and productivity (4.1)
- Improvement of quality and customer focus (4.2)
- Cost improvement (4.3)

These goals are used in the following subsection to discuss the target system and its
interdependencies. In doing so, the respective sub-goals were taken over for prioriti-
zation - except for the first goal, the development and permanent anchoring of the
management system (1). Because the management system consists of the general
practitioner, the main success factor is the leadership ability of the physician. She/he
defines the company policy, manages the planning framework and monitors the es-
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tablished processes in the framework of Quality Management Guidelines (QM-RL)
for SHI-accredited physician (G-BA, 2016).

This research contributes to the standardization of measures to achieve the sub-goal
2.3 "Promotion of personal health potentials (primary prevention)". The aim of this
work is, among other things, to provide decision-makers with a standardized and
well-grounded concept for achieving goals in such a way that the stakeholder per-
spectives integrate employees, effectiveness and costs.

An important issue for the implementation is the finding that the goals and objectives
are not independent of each other. They can complement each other or conflict ac-
cording to Zangemeister (2014). For a promising implementation, it is therefore im-
portant to identify those goals that have the highest possible reinforcement effect. For
example, improving physical health (sub-goal 3.2) is usually associated with an in-
crease in emotional well-being (sub-goal 3.1) and a reduction in health risk factors
(sub-goal 3.3) and vice versa.

3.3.4 Deriving priorities for German general practitioners’ surgeries

The previous sections are focused on "Promotion of personal health potentials". But
this is just one possible starting point and one sub-goal to establish a comprehensive
health management system. This subsection is about depicting the previously de-
scribed dependencies in the target system and then providing a systematically de-
rived and theoretically sound recommendation for the implementation priorities. At
the same time, it justifies why the priority concept presented in this research focuses
on primary prevention as a first implementation step and not on other areas of a
health management system such as work organization or job design.

Methodically the derivation of priorities is based on a cross-impact matrix in which
the reciprocal influence of the goals is evaluated as proposed by (Vester, 2009). As
suggested by (Gomez and Probst, 1997), the dependencies are used to find out the
changes with the largest control lever; the so-called "steering abilities". Following a

suggestion by (Wilms, 2012), a priority concept for the implementation can be creat-
ed.

The contexts developed in this subsection are taken up in the chapter "Discussion"
and help to answer the research question:

5. What approaches should the general practitioner (as owner of the practice) consider if
he/she wish to set priorities for the introduction of a health management system?

In addition, this subsection provides concepts on which the qualified interviews with
physicians will rely on.

Content of the derivation of priorities is based on Walter's goal system (2007) and
supplemented with aspects of the causal model of absenteeism (Brooke, 1986), the
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revised Rhodes and Steers model (1978) presented at the beginning of this subsec-
tion. To illustrate the relationship to Walter's goal system (2007), the goals and sub-
goals are highlighted in italics.

3.3.4.1 Leadership ability

If one follows Walter (2007), the development and permanent anchoring of the man-
agement system is of central importance for the establishment health management in
SMEs. Only if the topic of health management is permanently present and incorpo-
rated in all important planning and organizational decisions can health management
succeed. Transferred to the general practitioner's surgery, this means a high standard
of the general practitioner's leadership ability. Regardless of the management style, it
is by no means self-evident that in the general practitioner’s surgery, beyond the le-
gal requirements, the creation of a health-promoting environment is more successful
than in other sectors. Skills relevant to leadership, motivation, work organization and
health management are usually not taught in the education and training of primary
care physicians. In the following it is shown to what extent the literature review can
be used to derive relationships between the leadership ability and other goals.

The direct influence of the owner's leadership abilities on an improvement of produc-
tivity, quality and economy i1s well documented. Frodl (2016) sees the core tasks of
practice management as reducing costs and improving efficiency. The relationship
between leadership ability and cost improvement is presented in Koper, Moller et al.
(2009) and Amend (2005). The improvement of quality and customers focus depends
mainly on the ability of the physician to lead the patient. He/she is obliged, as point-
ed out by Koper, Moller et al. (2009), Marcks (2012) and Amend (2005), to ensure
the quality standard and the customer orientation of the surgery. The exemplary role
of "healthy" leadership demonstrated by Bruch and Kowalevski (2013) has an im-
pact on personal health potentials (prevention). Thus, the physician does not appear
particularly credible if he / she maintains a personal lifestyle that cannot just be de-
scribed as beneficial to health - especially since this will not be hidden because of the
proximity of the MFA.

The factors ‘organisational permissiveness’ and ‘kinship responsibility’ identified in
Brooke's (1986) causal model of absenteeism (see section 3.1.2) are directly related
to the relationship leadership ability and improvement of productivity, quality and
economy. It corresponds to the idea of an "absence culture" (Johns & Nicholson,
1982; Nicholson, 1977 — cited in Brooke, 1986, p. 353), and can be considered em-
pirically proven for the ‘organisational permissiveness’ (Seatter, 1961, Rhodes and
Steers, 1981; Winkler 1980, Popp and Belohlav, 1982 — cited in Brooke, 1986, p.
353). Regarding ‘kinship responsibility’, especially for MFAs, it is important to note
that this leadership aspect is of importance, as part-time work is very important, as
described in subsection 3.1.1, and women's income is essentially ancillary, subordi-
nated to family interests if necessary. The factor ‘distributive justice’ in Brooke's
(1986) model can also be attributed to leadership ability. However, it does not direct-
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ly affect productivity, quality or economy, but indirectly impacts emotional well-
being, job design and work organization.

Evaluating the implications of leadership ability under the aspect of a psychological
contract (Atkinson, 2008; Katou, 2013) and its fulfilment, as discussed in section 2,
the transactional promises refer directly and clearly to productivity and economic
goals. Quality and customer focus are paramount in relational promises such as ‘rep-
utation, loyalty and courteous’. Employees’ expectations are largely based on emo-
tional well-being and work organization (e.g., ‘pleasant and safe working environ-
ment’).

3.3.4.2 Strengthening the social capital and human capital

In addition to the leadership quality of the physician, the content of the vocational
training of the medical assistant (MFA) are crucial for a health enhancing job design.
The occupational profile is very wide and holistically and thus meets the require-
ments of the principle of harmony: task - request - responsibility must stand in line.
Following the BIBB survey (Bundesinstitut fiir Berufsbildung BIBB, 2012) (Federal
Institute for Vocational Education and Training), the general job design of the MFAs
seems to be alright: 87% of the MFAs confirm in the survey that working is adequate
to their vocational training; compared to 77% for all the professions (Figure 8).

Improvements for a health enhancing job design directly affect the organisation of
work. The link to the organisation of work is addressed at Berger et al. (2008),
Larsson, Landstad et al. (2009), and Amend (2005). An example of how job design
can affect the work organization is participation. "Participation is another success
factor dealing with work health promotion and organizational development." (Juran,
1989, cited in Larsson et al., 2009, p. 55). Employees who are involved in the design
of work organization, better control generally the work processes and respond in
flexible, if there are deviations from the standard. An improved health enhancing
work organisation in turn promotes the emotional well-being (Graham et al., 2010;
Larsson et al., 2009), as stress-producing and conflict-inducing procedures are avoid-
ed.

There are many direct references from a health enhancing job design to the emotion-
al well-being. Work overload and mental underload, unsatisfactory task allocation,
low self-realization, pay and work schedules are referred as tags to indicate the link
(Graham et al., 2010; Saari, 1981; Berger et al., 2008; Hausknecht et al., 2008; Lars-
son et al., 2009). This link seems to be the reason for Hausknecht’s statement: "The
lowest amount of absenteeism which found among work units where job satisfaction
and organizational commitment were both high." (Hausknecht et al. 2008, p. 13)

A health enhancing work organization directly affects emotional well-being (Graham
et al., 2010; Koper et al., 2009; Larsson et al., 2009). 82% of the physicians ques-
tioned by Amend (2005, p. 96) see in the practice organization a significant im-
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provement potential. 78% see in the foundations of the work organization and time
management improvement areas in the work spectrum of the employees.

100% -
o 2 ﬁ
80% -
60% -
a7 K
40% -
20% -
Medical assistants All professions
m Inferior activity Adequate activity Overvalued activity

Figure 8: The job design of MFAs fits to the vocational training (source:
Bundesinstitut fiir Berufsbildung BIBB, 2012 - translated by the author)

In subsection 2.1.4, the main measures for the promotion of personal potentials (pre-
vention) have already been presented: Nutritional behaviour, physical movement,
coping with stress, drug prevention and vaccination to strengthen and build up the
defence and immune system. They affect the physical as well as the emotional well-
being as stated by Handschuch, Schreiner-Kiirten et al. (2015). Prevention measures
that influence physical health are described in detail in Brewer et al. (2006); Laakso-
nen et al. (2009); Little et al. (2015); Vagholkar et al. (2008), Koper et al. (2009),
Bréunig (2015), and Saari (1981) demonstrate the influence on emotional well-being.

All the relationships shown so far, apart from an exception, are directly evident from
the literature search. No robust studies could be found for the relation between per-
sonal health potentials (prevention) and quality and customer focus. However, this is
due to the special characteristics of a general practitioner’ surgery as described in
subsection 2.2.7 (Diseases and disease prevention at the workplace). The physicians
estimate their own consulting expertise not only for the prevention measures (Figure
3) but are also ready and willing to delegate measures to the MFAs. At least in con-
sultation with nutritional behaviour, physical movement, about 80% of the physi-
cians consider a delegation to the MFAs (Figure 9) to be "clear" or "rather" meaning-
ful. Concerning smoking, only a small majority considers the delegation to be mean-
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ingful. “In the case of alcohol consumption, stress and sexuality, on the other hand,
this is less sensible at all. On the topic of sexuality, significantly more male physi-
cians advocate the delegation of counselling as female physicians”. (Regus, 2012 -
translated by the author). In the field of vaccination, the Prevention Act created the
prerequisites for the MFAs to be able to perform this physical (and thus operational)
intervention.

Delegation of the medical consultation of MFAs

Physical
movement

Mutrition
behaviour

Smoking
behaviour

A clearly sensible

| rather sensible

O rather not sensible
a not sensible

Topic

Stress

Alcohol
consumption

Sexuality

0% 10% 20% 30% 40% 50% 60% 70% B80% B90% 100%

Assessment

Figure 9: Assessment of the delegation of preventive advice to MFAs with absolute
and relative frequencies; According to the frequency of the assessments "clearly sen-
sible" and "rather sensible" - (Regus, 2012)

By taking on advisory tasks for prevention, the MFA contributes to the quality and
customer orientation of the general practitioner’s surgery. From this point of view,
the impact of personal health potentials (prevention) to the quality and customer
focus must be weighted high. An MFA, who herself makes preventive measures,
makes this with a higher competence and thus she increases the quality of the sur-

gery.

In Brooke's (1986) causal model of absenteeism (see section 3.1.2), the factors ‘work
involvement’ and ‘role ambiguity, conflicts and overload’ belong to the target area of
strengthening the social and human capital. “Work involvement’, defined as a nor-
mative belief in the centrality of the work role in one 's life (Kanungo, 1982 - cited in
Brooke, 1986), not only has a direct effect on reducing one's absence, but also indi-
rectly in multiple ways. On the one hand, it increases the involvement of the job,
which in turn leads directly to the reduction of absence and, indirectly, also leads to a
reduction of the commitment by reducing the commitment. (Goodale, 1973, Ilgen &
Hollenback, 1977, Rabinowitz & Hall, 1977, Kanungo, 1982). Expressed in the cate-
gories of Walter (2007), there is a strong influence of ‘work involvement’ on job
design and work organization, which continues via emotional well-being.
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The role-based factors have a direct impact on work organization and job design in
Brooke's (1986) improved Rhodes and Steers (1978) model. Moreover, they directly
affect the emotional well-being as well as the physical health. A special emphasis is
placed on the factor ‘alcohol involvement’. It leads in the target model of Walter
(2007) to an increase in the risk factors. "Despite these empirical links between high-
level alcohol involvement and absenteeism, and the common wisdom of most expe-
rienced supervisors and managers, organizational scholars have almost totally ig-
nored the potentially important explanatory power of this variable." (Brooke, 1986,
p. 355).

As stated in Atkinson (2005), the employer is the “contract holder”. This property
means the power of disposition over social and human capital., a key area of health
management according to Walter (2007). The "currency" of the contract, according
to Atkinson (2005), is trust, which, according to Katou (2013), in the psychological
contract results in an increase in satisfaction, motivation and commitment and the
associated emotional well-being.

3.3.4.3 Improvement of well-being and health

This goal includes physical health and social and psychological well-being (emo-
tional well-being) as well as potential risk factors. First of all, the dependencies of
these sub-goals should be analysed.

A first step will focus on the causes of health risks. Here, roughly speaking, physical
health and emotional well-being must be distinguished. Both affect the health risk
factors. In their studies Abraham and Graham-Rowe (2009); Dugdill, Brettle et al.
(2008); Laaksonen, Piha et al. (2009); Van Strien and Koenders (2010); Koper et al.
(2009); and Vu-Eickmann et al. (2017), show how an improvement in physical
health leads to a reduction in risk factors. Saari (1981); Hausknecht et al. (2008); and
Vu-Eickmann et al. (2017), confirm that the improvement/deterioration of emotional
well-being also leads to the reduction/increase of risk factors. Both factors them-
selves influence each other. Physical health promotes emotional well-being. The
resulting cycle is escalating - physical pain quickly leads to a bad mood. A bad mood
affects the social contacts, which then do not pity, which in turn increases the pain
("shared suffering is half the sorrow"). This and similar contexts are explained in
Saari (1981) and Vu-Eickmann et al. (2017), and by Majumdar (2004, p. 114) it is
integrated into the socio-technical system of physician's surgery: "to look at the at-
mosphere" is regarded by many doctors as basic management behaviour. A second
important cycle is addressed: The interaction between leadership ability and emo-
tional well-being of practitioners. The challenge is to keep stressors and motivators
(resources) in balance. Details to the cycle contain Graham et al. (2010); Saari
(1981); Koper et al. (2009) and Vu-Eickmann et al. (2017).

In the case of competing goals, the effect has an inverse direction. If there are fewer
health risk factors, such as described in subsection 2.2.5, the performance and
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productivity increase. Conversely, more health risk factors lead to performance and
productivity impairments.

The relationship of risk factors and cost improvement is also an inverse one. Higher
health risks lead to more deficiencies and thus to a worsening of the cost situation.
Several studies confirm this relationship: Grobe et al. (2011); Sockoll et al. (2006);
Dugdill et al. (2008); Meijster et al. (2011); Laaksonen et al. (2009); Van Strien and
Koenders (2010); Koper et al. (2009); Hausknecht et al. (2008); Vu-Eickmann et al.
(2017); Walter, Plaumann et al. (2011). Thus, risk factors and performance are inter-
related in a twofold way: Once directly and indirectly through the cost improvements.

The impact of risk factors on leadership ability has an inverse direction, too. Risk
factors lead to disturbances, fluctuations, and regulatory impediments which can
complicate successful management behaviour. The more risk factors, the greater the
risk of failure that affects the physician's ability to lead. To deal with this connection
and the frequently incapacity of physicians with "incidents" and to handle personnel
development decisions, Majumdar (2004) shows in his analysis the management and
management behaviour of general practitioners.

The impact analysis in Brooke's model of absenteeism (1986) confirms the relation-
ship between emotional well-being and physical health. 'Satisfaction' as a partial as-
pect of well-being improves the 'health status'. In occupational health literature, there
is widespread evidence that low job satisfaction precedes reduced physical and men-
tal health. (House, Wells, & Landerman, 1979; Jenkins, 1971, 1976; Kasl, 1973;
Locke, 1976; Martin & Schermerhom, 1983; Sales & House, 1971 — cited in Brooke,
1986). It has also been shown that dissatisfaction is associated with increased alcohol
consumption (Trice & Roman, 1978, Trice, 1980, Markowitz, 1984 — cited in
Brooke, 1986).

The impact analysis of the psychological contract, as shown in Figure 7 confirms the
relationship between HR practices and performance (Katou, 2013). Since health
management is one of the HR practices that increases physical health and emotional
well-being, it can be assumed that a relationship with the increase in performance is
also confirmed here (via reduction of the risk factors).

3.3.4.4 Improvement of productivity, quality and profitability

The three sub-goals of this area influence each other as follows: An improved quality
and customer focus, according to Meijster et al. (2011) and Amend (2005), promotes
the performance and productivity of the surgery. So Marcks (2012, p. 7) recognizes
that all levels of an organization on the quality management are involved and respon-
sible, but the management must promote it and live it as a role model. “Quality is
clarity and intelligent leadership” (Miiller and Schwarz (2010, p. 114) - cited in
Marcks (2012, p. 7). The leaders of a general practitioner’s surgery need to take per-
sonal responsibility and a role model here (Gerlach (2001) cited in Amend 2005, p.
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73). The reduction of costs, that means the cost improvement, leads directly to an
increase in performance and productivity.

An improvement in the cost situation, which is usually associated with an increase in
performance pressure, has a negative effect on emotional well-being due to the re-
sulting "cost pressure". (Goetz et al., 2015)

The last-mentioned compound in the causal model of absenteeism (Brooke, 1986) is
not further discussed. There, 'pay', a component of the cost situation, is hypothesized
as a determinant of 'satisfaction', an indicator of emotional well-being. However,
there is only one relationship assumed in the sense that an increase of 'pay' leads to
an increase of 'well-being'. The side effect, which leads a higher pay in the form of
pay and rewards also to a higher pressure to perform, i.e. a deterioration of mental
health, remains unmentioned.

An analysis of the psychological contract using the contract promises fulfilment indi-
cators as shown in the framework of Figure 7 (Katou, 2013), reveals no further cross-
impacts to be considered.

3.3.4.5 Deriving priorities from the literature review and cross-impact matrix

The literature review of the previous sections is used to build the cross-impact matrix
as a table as follows (see table 2). In the first column and in the first line are the goals
of health management proposed by Walter (2007). The direct influence is entered in
the respective table field: O - none, 1 - low, 2 - medium, 3 - strong). Thus, the entry
"0" in the line "Leadership ability" and the column "Reduction of risk factors" means
that neither in the literature search itself, nor in the causal model of absenteeism
(Brooke, 1986) or in the psychological contract framework (Katou, 2013), there is an
indication that changes in “Leadership ability” have a direct impact on “Reducing
risk factors” (but indirectly through emotional well-being or improving physical
health). A small influence ("1") was entered if a literature, model or framework note
was found. Accordingly, the influence strength "2" and "3" were awarded. A “3” was
awarded only if a direct relationship was documented in the literature, as well as in
the causal model and in the physical contract framework.

The derivation of priorities from the cross-impact matrix is carried out according to
Vester (2009) using active and passive sums. The active sum (AS) is the sum of all
direct influences, or in other words, the row sum - highlighted in light green in the
table. The passive sum (PS) is accordingly the number of incoming effects - or in
other words, the column sum - highlighted in light yellow in the table. The active
sum shows how much changes in the element affect the other elements in the overall
system. An activity sum shows the force of influence. The passive sum, on the other
hand, shows the influence of an element by other elements (influenceability).
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2 Health enhancing work organization (2.1) 0 0 0 2 0 0 0 0 0 2 12
3 Health enhancing job design (2.2) 0 2 0 3 0 0 0 0 0 S 10
4 Promotion of personal health potentials (2.3) 0 2 0 2 3 0 0 2 0 9 9
5 Emotional well-being (3.1) 2 0 0 0 1 2 0 0 0 5 60
8 Improving physical health (3.2) 0 0 0 0 1 0 0 0 2 3 12
7 Reduction of risk factors (3.3) 0 0 0 0 0 0 2 0 2 4 8
8 Performance and productivity (4.1) 0 0 0 0 0 0 0 0 0 0 0
9 Quality and customer focus (4.2) 0 0 0 0 0 0 0 2 0 2 8
10 Cost improvement (4.3) 0 0 0 0 2 0 0 2 0 4 24
|Passive sum (PS) 2 6 2 1 12 4 2 9 4 6
|Activity index (ASIPS) 700 03] 25| 900 04| 08 20 0.0 05 07

Table 2: Cross-impact matrix of the interaction of health management goals

The element with the largest active sum (14) is clearly "Leadership ability" - high-
lighted in the table by blue writing - followed by "Promotion of personal health po-
tentials" (9). The highest passive sum (12) clearly shows "Emotional well-being" -
highlighted by red lettering - followed by "Performance and productivity" (9).

The active and passive sums are used to find out the changes with the largest control
lever; the so-called "steering abilities" (Gomez and Probst, 1997) For this purpose,

the elements are arranged and grouped in a fourfold table from which a priority list
can be derived (Wilms, 2012).

70

50

1 Leadership ability
2 Health enhancing work organization
40 3 Health enhancing job design
4 Promotion of personal health potentials
5 Emotional well-being
& Improving physical health
] T Reduction of risk factors
8 Performance and productivity
9 Quality and custormer focus
10 Cost improvement

30

-

Interaction index (PS*AS)

20

~

0,1 1.0 10,0
Activity index (AS/PS)

Figure 10: Fourfold table for identifying priorities in the control levers
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For this purpose, two additional key figures per element are determined in addition to
the active and passive sum, the activity index and the interaction index. The activity
index (AS / PS) is the quotient of the active sum (AS) and passive sum (PS). If it is
greater than 1, this means that the influencing strength outweighs. In the above table,
the activity index is shown as a light blue line. The interaction Index (AS * PS) is the
product of active and sum. It shows how strongly the element is integrated into the
dynamic and network. In the above table, the interaction index is shown as an orange
column.

Following Vester (2009), Gomez and Probst (1997), and Wilms (2012) for evalua-
tion purposes, the activity and interaction index are arranged in a fourfold table as in
the figure above. In the horizontal direction, the fourfold table shows the strength of
the influence. The further to the right an element is, the greater its activity index, an
indicator of the influence strength. In the vertical direction, the fourfold table shows
the interaction index from the top downwards. The further down an element is, the
lower is its interaction index. If low or high intensity of influence are combined with
low or high interaction, four subpanels are obtained for the grouping of elements.
The name of an element is identifiable by its number in the list on the right-hand
side. This classification leads to a classification of the elements which is relevant to
the action (in brackets the colouring in the fourfold table):

o Passive: The element affects below-average other elements and is also influ-
enced below-average by other elements (low - low / yellow).

o Critical: The element has an above-average influence on other elements and
is also above-average influenced by other elements (high - high / red).

o Buffering: The element influences no other elements or only in a very small
degree. On the other hand, it is highly influenced by other elements (low -
high / blue).

o Active: The element influences others in a strong way, but itself it is not or
only in a small degree influenced by the others (high - low / green).

Particularly promising changes should be made with a predominantly active element
(coloured green in the fourfold table). In the health management system of a general
practitioner's surgery, this would be the leadership ability, the personal health poten-
tial of MFAs (prevention), a health enhancing job design and the reduction of risk
factors.

Within the active elements, the so-called main or steering levers, the promotion of
personal health potential is the goal with the strongest side-effects. Measures to
promote personal health potentials (prevention) at the same time support other health
management goals; this is the reason why in the framework of an integrated health
management system for general practitioners’ surgeries, this research focuses on im-
proving the personal health potential of MFAs.
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The second priority would be to improve leadership ability. But because a general
practitioner who is interested in implementing a health management system for his
practice can hardly be recommended to improve his or her own leadership ability
first, this should not be the first step. Compared to promotion of personal health po-
tentials (prevention), measures to improve leadership ability also have the disad-
vantage that side effects and repercussions must be expected, the effects of which are
more difficult to control.

If the proposed prevention measures are not convincing and the physician does not
want to further develop their own leadership qualities, measures for health enhancing
job design would still be worth considering. The same applies to measures that di-
rectly affect the reduction of risk factors, such as ergonomic workplace design.

3.4 Summary

In this chapter, primary prevention in German general practitioners’ surgeries was
discussed using the following models, concepts and theories:

¢ A model of employee attendance (Rhodes and Steers, 1978)
e A causal model of absenteeism (Brooke, 1986)

e Recommendations for implementing a company health management system
in SMEs (Walter, 2007)

e An exploration of small firm psychological contracts (Atkinson, 2008)

e A HR practices - psychological contract - organizational performance linkage
framework (Katou, 2013)

Based on these models and related literature, a cross-impact matrix was created from
which an order of steering levers was derived. These are:

e Promotion of personal health potential of MFAs (prevention)
e Improvement of the leadership ability of general practitioners
e A health enhancing job design
e Reduction of risk factors

For the strongest lever, the prevention, in answering the questions
e How to prevent musculoskeletal disorders?
e How to prevent mental disorders at the workplace?

e How to prevent the respiratory system at the workplace?
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e How to prevent injury at the workplace?
e How to promote general health and well-being at the workplace?

peer-reviewed articles have been evaluated for the preparation of the employee sur-
vey.

The literature review found that the following areas can be considered as little ex-
plored (under-researched):

- Human resource management in micro-enterprises
- Psychological contract in micro-enterprises
- Health management in general practitioners’ surgeries

- Implementation of health management measures
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4. Methodology

This chapter will discuss the researcher’s approach to find answers to his questions
about the thesis, as well as aiming to develop a suitable decision-making tool which
enables physicians who have employees to decide which activities are valuable to
improve the health management of their medical office.

At first, the author’s research paradigm will be discussed, followed by the ethical
considerations, which are of importance and relevance to the research, the planned
research questions, the questionnaire design, the way in which the targeted group of
employees could be reached, the sampling, the role of the researcher, and how the
results will be analysed and weighted. Furthermore, the role of the researcher and
ethical considerations with regard to potential risk of ‘confirmation bias’ as well as
issues of ‘socially desirable’ responses will be discussed.

The results of the literature reviewed are secondary quantitative data concerning ill-
nesses and absent days, which are the basis for calculating the influence from health
of employees to the profitability of organisations. Additionally, there are studies,
which explore the view of the employee and their experiences linked to company
success.

4.1 Research paradigm and research philosophy

4.1.1 Research paradigm

A paradigm is a shared world view that represents the beliefs and values in a disci-
pline and that guides how problems are solved (Schwandt, 2001).

In the following, I will try to see occupational health management among four differ-
ent paradigms proposed by Burrell and Morgan (1982, fig. 3.1). Each of the four
paradigms stands alone and creates separate ways to analyse organizations and socie-
ties. The four paradigms result from the combination of two dimensions. On the one
hand there is the dimension Objectivism vs. Subjectivism (nature of science) and on
the other the dimension change vs. stability/regulative (nature of society).

An objectivist’s view of the world assumes that social entities (such as hierarchies,
departments, groups, customers, ...) exist in reality, they are "objective" present and
have structures and processes that support their adaptation and / or goal achievement.
They exist independently of the respective actors and are in their views external units
to which them faces themselves as objects and in which they move.

A subjectivist’s view of the world assumes that social phenomena arise from the per-
ceptions and successions of actions of social actors. Therefore, they do not exist ob-
jectively / real, rather they are individual constructs of individuals, groups or organi-
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zations. Similar phenomena, situations and interactions are perceived differently and
lead to different reactions.

According to Kelemen and Rumens (2008, p. 22), the dimension of the "nature of
society" is best understood through the following two questions: "Is society (or the
ideal of society) a stable, orderly and coherent entity (an output)? Or is it always in a
state of flux and transformation (a process), on its way to being constituted but not
quite there? "

If the first question is affirmed by the researcher, it can be assumed that the regula-
tive perspective is taken. The researcher is looking for explanations of how and ac-
cording to which rules a social unit is organized and what gives it stability. The af-
firmation of the second question marks the radical change. This perspective is more
about recognizing how change is happening and what makes the transition from one
state to another. The dynamics and process orientation are in the foreground.

The combination of the dimensions "nature of science" and "nature of society" leads,
according to Burrell and Morgan (1982), to four prototypical research paradigms.

Radical humanist: - subjectivist and change-oriented - Researchers who see this
paradigm as a model for their actions have a process-oriented view that places
the individual's own world view at the centre. The subject is seen in all facets
holistically in a complex structure of action. Occupational health management
would be seen as a process that takes into account all factors influencing indi-
vidual health and personal well-being, including out-of-work and family life,
biography, social environment, genetic disposition. Health and well-being
themselves are understood as processes dominated by psychosomatic, salutoge-
netic and alternative medicine. The more situational recommendations for ac-
tion to promote health potentials have to be highly adaptable and flexible, they
"bring the individual from where it stands." Decisions are more emotional and
sometimes show irrational characteristics.

Radical structuralist: - objectivist and change-oriented - This research para-
digm, too, is committed to a process-oriented view. The world view is charac-
terized by seeing also organizational units and social units as living organisms,
comparable to biological systems, where change and adaptation processes are
an integral part of the basic structures that are also designed for these require-
ments. Structures and processes are objectively given; they must be "only" rec-
ognized, understood and applied by the researcher. The general orientation is
the learning organization, which ensures, as in a cell renewal process, that the
organism survives permanently. For occupational health management, this
means that the concept of health extends beyond the individual to "healthy
leadership". Not only the physical, mental and social well-being of the individ-
ual is seen as the basis of organisation’s performance, but involvement of health
and well-being in a more comprehensive process of adaptation and change.
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Interpretivist: - subjectivist and statically, regulatively oriented - A research
with this paradigm focuses on the corporate and organizational culture. In order
to understand this, which can hardly be grasped objectively, the researcher has
to make tangible the daily interactions and their meaning. Often this can only
succeed if the researcher incorporates her/himself into organizational life in or-
der to facilitate a better interpretation. This is the only way to know which rules
(and rituals) determine the daily flow of activities. Following this guiding prin-
ciple, this means for the occupational health management, the challenge to de-
velop a "health and well-being culture" and to maintain it permanently.

Functionalist: - objectivist and statically, regulatively oriented - Researchers
who develop theories according to this paradigm see, at least from their point of
view, the world as "it is" (Kelemen and Rummis, 2008, p.23), insofar they are
objectivistic. Using quasi-scientific methods, they try to recognize regularities
(natural laws) in social units and derive rationally based recommendations for
organizing them. Saunders et al. (2012) see this paradigm as the most common-
ly used in business and management research. The guiding principle is to un-
derstand organizations as complex machines, which are initially seen as a black
box and then, thanks to research, become a white box. Occupational health
management complies with this paradigm in the interest of achieving an overall
goal. The "Health Competency", which is based on occupational medicine, or-
ganizational psychology and sociology, is used to investigate recommendations
for action to maintain and improve the performance of the entire organization.

If one follows the statements of Burrell and Morgan (1982, fig. 3.1) then the para-
digms are "... mutually exclusive. They offer alternative views of social reality, and
to understand the nature of all four views of society. They are contradictory, being
based on at least one set of opposing meta-theoretical assumptions. They are alterna-
tive, in the sense that they can operate in different paradigms sequentially over time,
but mutually exclusive, in the sense that one cannot operate in more than one para-
digm at any given time in time, since in accepting the assumptions of one, we defy
the assumptions of all the others ". Following this reasoning, I decided to build up
the research as a functionalistic researcher.

This paradigm seemed to me to be the most appropriate for the upcoming problem to
develop a priority concept for health promoting measures for German general practi-
tioners’ surgeries. With "rational explanations offer solutions to rational problems",
Saunders et al. (2012, p. 142) outline the attitude that I found to be the most appeal-
ing compared to other paradigms, and which most corresponds to my personal organ-
izational and managerial understanding. The literature analysis (Chapter 3), which
only allowed measures with demonstrable results for further development, and the
elaboration of a comprehensible decision-making concept emphasize the rational
problem-solving approach. In addition, in my opinion, physicians' practices also see
themselves as functional units in a social system, which is why this paradigm is ex-
pected to be highly accepted.
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As will become clear in the following sections, the acceptance of recommendations
for action is in the foreground. The recommendations for action are based on opera-
tional "health competence". Decisive for the implementation, thus the way from the
knowledge to action as argued by Mandl and Gerstenmaier (2000, eds.), is the ac-
ceptance, which represents an indispensable condition.

For the selection of the research paradigm, reference should be made to the conclu-
sions of Fazliogullari (2012)in his article "Scientific Research Paradigms in Social
Sciences": “The question of ‘which paradigm is the best?’ is not a meaningful ques-
tion since there is not any answer of it. For this reason, it is all in vain to compare the
paradigms according to a criterion. Every paradigm has a coherency and consistency
in itself. These ideas require normally that multiple paradigm approach is recognized.
Multiple paradigm understanding, on the other hand, will mean increasing paradigms
day by day." (Fazliogullari, 2012 p. 52)- Or to put it another way: selecting a para-
digm is based on a selected paradigm.

The selected paradigm characterizes the ontological aspect of the research philoso-
phy by describing with what assumptions we would like to see the nature of reality.
Furthermore, epistemology, axiology and methodology are characteristic of different
research philosophies according to Patton (2002) and Saunders et al. (2012).

4.1.2 Epistemology

While ontology raises the question of the nature of reality, epistemology focuses on
the question of the nature of recognition (realization). So, the question of how we
acquire our knowledge and what we believe to be true. Basically, four philosophical
directions can be distinguished: positivism, realism, interpretivism and pragmatism.

In positivism "only observable phenomena can provide credible data, facts. Fo-
cus on causality and law-like generalisations, reducing phenomena to simplest
elements. " (Saunders et al., 2012, p. 140). Related to health management, a
hard-core positivist measure would mean that only the number and percentage
of sick leave days counts as an observable, trusted date and fact. (Again, relying
on a positivist world view of the diagnosing physician.) Exceeding phenomena
such as "well-being" or "stressed", "burdened" or "motivated" are strictly speak-
ing not measurable or directly observable. It depends on indicators and statisti-
cal data that "suggest" a phenomenon. The same is true of causality and gener-
alizations. There is no positivistic proof of a law-like generalization regarding
the relationship between "healthy eating" and "reduction of absence". This is
where the difficulties begin to determine what constitutes the beneficial effect
of a specific nutrition concept on a single person.

Realism also assumes that only "observable phenomena provide credible data,
facts." (Saunders et al., 2012, p. 140). However, direct realism assumes that it is
theoretically possible to explain phenomena through reliable knowledge of facts
and contexts. The main difficulty is that we only have inadequate information
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leading to inadequacies and inaccuracies in our observations. If we were to take
the example above, if we would only have sufficiently accurate records of a
person's daily intake of food, then we could establish an association with ab-
sence days - the assumption of direct realists. By contrast, critical realists as-
sume that the available data only lead to misinterpretations, because our sensory
experiences in the observations can also deceive us. They therefore accept the
ideas existing in the respective environment and context as given and seeks ex-
planations based on these circumstances. The terms of primary prevention used
in health management are a good example here. The preventive effects are un-
observable and hard to pin down, but they are taken as true in the context.

Interpretivism sees, as shown above, as a starting point for the acquisition of
knowledge "subjective meanings and social phenomena. Focus on the details of
situation, a reality behind these details, subjective meanings motivating actions
" (Saunders et al., p.140). To take an example from health management, it is not
so much which objectively ascertainable factors speak for a high workload, but
rather to what extent the individual employee feels "burdened" - or the so-called
"perceived burden" is decisive in this basic epistemological philosophy. Also,
the widely held belief that physical fitness leads to increased performance is a
typical social phenomenon that corresponds to an interpretive understanding of
health management. An interpretative approach is also to see the entire organi-
zational environment in which health management takes place.

Finally, for the pragmatist, observable phenomena as well as subjective mean-
ing can lead to useful knowledge. The focus is on the application, feasibility
and usability in practice. The researcher is "integrating different perspectives to
help interpret the data" (Saunders et al, 2012). In occupational health manage-
ment, this becomes clear when planning health-promoting measures. In order to
learn more about the effectiveness of a measure, as far as possible in the sense
of a critical realist, one bases oneself on studies on observable phenomena.
When it comes to the implementation of a measure, the subjective meaning (ac-
ceptance-perspective of the employee) in the sense of an interpretivist becomes
more important.

The epistemological aspects of the research philosophy of this research are most
closely related to the pragmatist. Like Shields (1998, p. 197), the author sees pragma-
tism as the philosophy of common sense, as actions are judged in the light of their
practical consequences and usefulness. According to the pragmatist standpoint, theo-
ries are used as tools by exploiting them as a conceptual framework, as proposed by
Shields (1998, p. 202). This bridges the gap between theory and practice.

The conceptual framework guiding this work is the HR practices - psychological
contract - organizational performance linkage framework proposed by Katou (2013)
(see Figure 7). According to the common-sense aspect, the mutual expectations of
the employment relationship are forming the focus. They decide on possible perfor-
mance improvements through health management measures. The framework serves
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as an overall picture and is used to discuss and derive ideas. This framework consid-
ers both the interpretivism’s / constructivism’s view of the psychological contract
(see also Atkinson 2005, pp. 60 ff.) and the perspective of realism as expressed in the
fact sheets of the CIPD recommendation (2008) and its statistical evaluation (Katou,
2013). The research questions themselves can be anchored in this framework and
help to clarify the conditions under which options for measures on health manage-
ment are particularly promising.

The first research question on the studies (question 1), which prove a connection
between health-promoting measures, combines the input of the framework (HR-
Practice) with the output (organizational performance). According to the utility claim
of a pragmatist, general practitioners’ surgeries can only be recommended for
measures that have already proven themselves in other environments and preferably
in small companies.

The research question on employee preferences (question 2) addresses a relational,
employee-related input factor in fulfilling the promise of the psychological contract.
At the same time, it touches on the implementation aspect that is so important in the
practical implementation that the employers should know the expectations of their
employees. For a specific environment (general practitioner’ surgery) and a specific
context (primary prevention), a preference profile is researched and checked for its
truth content with hypothesis tests.

The research question according to a priority concept (question 3) follows a pragmat-
ic principle, one in that it integrates the "objective" studies (effectiveness) with the
"subjective" expectations (acceptance) and further perspectives (cost level) and con-
verts them into a usable result.

The research question on the adaptability of the priority concept in one's own prac-
tice (questions 4 and 5) deals with the implementation aspects that are important for
the practical realization. In addition, the development of an adapted new framework,
which is tailored to the requirements of a general practitioner practice, is specified
and discussed.

4.1.3 Axiology

The axiology of a research philosophy describes the relationship between the re-
search activity and the values of the researcher and how they may influence each
other. Values can influence research questions, whereby already the selection of a
question can be understood as a valuation, because with the selection the question is
given an importance and not to other questions, which are not asked. Values thus
influence the acquisition of knowledge and thus determine its trustworthiness. They
determine the research action and what we accept as "true".

According to the different research philosophies axiological basic positions can be
distinguished:
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The positivistic research ideal strives for research in a value-free manner. It re-
gards the researcher as completely independent of the phenomena to be ob-
served and assumes that objective distance is always maintained.

Realistic research accepts that research can hardly be free of value judgments.
Wanted or unintentionally, it leads to distortions that influence the research re-
sults. The focus is therefore to identify and disclose possible sources of bias and
to make precautions for minimizing the effects of bias.

The interpretivist assumes that there is no value-free research. The researcher is
always an integral part of what is to be researched and cannot be seen inde-
pendently of the research situation. The results are always value-bound and sub-
jectivist.

In pragmatism, after all, the meaning of values is not so much the research situ-
ation itself, but rather the interpretation of the results, which takes both an ob-
jectivist and a subjectivist perspective.

This research corresponds most closely to the pragmatism approach. Subsection 4.4.3
- The role of the researcher and ethical considerations - addresses axiological aspects
in more detail. In particular, it becomes clear to what extent the confirmation bias
and the social desirability could play a role and whether they actually play this role.

4.1.4 Methodology

The methodological choice characterizes the research design, i.e. the plan according
to which the research questions are to be answered. As explained in subsection 4.1.2,
the pragmatism’s research philosophy is most relevant to each research questions.
Accordingly, a mixed method simple approach was chosen, as described by Saunders
etal. (2012, p. 165) applied in a two-stage research design.

Section 2.2 "German general practitioners' surgeries and health management", in the
manner of a descriptive study, discusses the decision-making environment of a gen-
eral practitioners’ surgeries and the special links between MFAs and primary preven-
tion measures.

Chapter 3 sees literature review as part of exploratory and explanatory research. In
the exploratory part, the basis for questioning the MFAs is created. The explanatory
part focuses on the relationships between primary prevention and absence and deriv-
ing priorities for German general practitioners’ surgeries. In addition, a more com-
prehensive process and causal model as well as a linkage framework are used to clar-
ify attendance and absence as parts of a comprehensive theory.

The main research strategies used in this study are surveys, questionnaires as well as
structured interviews. In first stage the questionnaires not only follow a purely quan-
titative approach that allows for hypothesis testing but also provide room for qualita-
tive answers. In the decision model for developing a priority concept are introduced
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further qualitative aspects, which are then in second stage compared using structured
interviews.

The two following sections discuss individual methodological questions on the MFA
survey, the development of the priority concept and the GP interviews on implemen-
tation.

The improvement of health management in general practitioners’ surgeries, especial-
ly concerning the personal health potentials (primary prevention), is linked to the
support of the proposed health program by the MFAs. The perspective of the em-
ployees and their support of activities to improve health management are essential.
Without the support of MFAs, an improvement is impossible or at least very diffi-
cult. However, to answer the research questions it is important to think about the
results in different perspectives. The point of view combined with a weighting of
priorities is important to provide an adequate result. To find the answer, an approach,
which respects the different criteria and interests of different stakeholders, was need-
ed. The approach of multi-criteria decision-making as outlined in Figure 2 provides
the possibility to generate decisions which provide a ranking of different activities.
There is not one answer to the question how the health management of the employee
in practitioners’ surgeries could be improved but there is a list of activities which
could lead to this improvement.

4.2 Methods for questionnaire design

In this section, the development of the questionnaire is described. All questions are
the result of the literature review. The pro and cons of each possible question are
explained. Finally, ten questions with sub-questions had been developed/formulated,
including multiple-choice questions and open questions.

Within the framework of the multi-criteria decision-making model, the objective and
task of this section is to represent, from the set of possible alternatives, those who are
narrowly selected for a general practitioner’ surgery (see emphasis in Figure 11).

The questionnaire covers health management activities with a positive effect on dis-
ease prevention, and the potential to reduce the level of absent days. The activities
were identified in the literature review.

Most of the questions are multiple-choice questions. There are open questions to en-
able the employee to give a free feedback without the restriction of multiple-choice
questions. This could generate data on health management activities which were not
identified in the literature research. Additionally, the open questions were used to
provide the participants a possibility to put in their opinion without the boundaries of
multiple-choice questions. This qualitative data has also been used to check if the
main wishes or problems of the MFAs have possibly not been represented in the
questionnaire. However, the results from the combination of the multiple-choice
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questions and the open questions has been used to generate quantitative data which
were used for the multi-criteria decision-making.

Elzboration of the decision criteria Creating a range of
alternatives
Weighting of the decision criteria Development ofthe

realistic alternatives

Measurability and indicators of Evaluating each alternative with the
the decision criteria decision criteria

Senerating a pricrity list

Sensibility test and
robustheit

Implementation
{or custamizing)

Figure 11: Questionnaire design as part of the multi-criteria
decision-making model

The participants of the questionnaire survey are employees of general practitioners’
surgeries, the MFAs and all other persons who work as medical assistants (cf. 2.2.2).

The research “Monitoring and Evaluation of Worksite Health Promotion Programs -
Current state of knowledge and implications for practice” (Engbers, 2007) recom-
mend the usage of short and clearly understandable questionnaires to achieve a high-
er return quote. The questionnaire should be fillable within five to ten minutes to
avoid aborting when filling. The goal of the author was to keep the barrier for the
participant as low as possible and to motivate the participant to complete the ques-
tionnaire.

In the following text, the translated questions are highlighted by a grey background
and indention. In Appendix 3 the original German questionnaire is documented. The
possible answers are written in italics.
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4.2.1 Questions about demographic characteristics
The questionnaire starts with personal questions concerning the participant.

At first the data on the age and gender of the participant should be generated. The
questions for gender and age will be the first information about the participant. The
estimated level of female workers is high. The quote of female medical assistances in
general practitioners’ surgeries is 98% (BMG: Healthcare facts, 2016, p. 97). How-
ever, the results for this question will confirm this quote or provide another quote.

The first question in the questionnaire is:

In a multiple-choice system, the answer can be female or male. Since over 98% of
the MFAs are female (cf. 2.2.2), this question is more of a control function with re-
spect to the representativeness. It was not to be expected that any improvements in
health management could be made by the answers.

The second question is:

The possible answers in the multiple-choice system are:
01825 02635 03645 046-56 056-65 0O>65

Since the education of MFAs is not completed before the age of 18, employees under
18 years are not included in the questionnaire and therefore there is no possible
choice.

There are no studies on the age structure of the employees of general practitioners'
practices. The evaluation of the answers is therefore of interest in the following re-
spects:

- In Germany, training for MFA is one of the most popular career aspirations for
young women. Since 1996, primary prevention has been part of the content of voca-
tional training (Bundesgesetzblatt, 2006). Therefore, it is of particular interest to ana-
lyse possible differences in the responses of the different age groups to determine
whether they have different expectations and preferences on possible actions.

- One of the two focuses of the German national prevention act (cf. 2.1.1) is on the
demographic development. It is therefore of particular interest to investigate whether
there is any problem with "aging workforce" in general practitioners’ surgeries.

- Do the different proposed prevention measures differ in their preference by MFAs
differently for each age group?
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4.2.2 Questions about the general practitioner’s surgery

These first two questions were focused on the employees and personal information
about them. The next question has the focus on the general practitioner’s surgery.

To be sure, that there is no focus on a special area like dermatology there is an open
question for this kind of surgery.

The structure of medical practices a MFA can work for should be the same regard-
less of the medical speciality. However, the medical specialisation of the physicians
is necessary to keep the focus on the target group and to avoid mixed groups, since
the focus of this research is on MFAs in general practitioners’ surgeries.

Regarding the measures to be proposed, it is important to know what the focus of the
practice is, since the general practitioners’ surgeries have the following specific
characteristics which could lead to a bias in the answers:

- The issue of "vaccination" has a different significance for general practitioners'
offices, since contacts with infectious patients are much more frequent (2.2.6)

- Primary prevention as a possible task component and object of a practice offer has a
different meaning than in specialist medical practices (2.2.3).

To this extent, this question serves as a question of control to be able to remove or
eliminate answers from general practitioners.

After the information about the general practitioners’ surgeries the questions move in
the direction of health management and the possible health management activities.

The answer can be “yes” or “no” followed by an open question: “If yes, please de-
scribe which, if no describe why not:”

The data on existing health management programs is useful for the future implemen-
tation of activities and the general acceptance of health management.

The question is about existing health management programs in the practitioner sur-
gery. This question is a combination of multiple-choice and open questions. This
question design is used to get a free feedback about every activity of health manage-
ment which is practised. A multiple-choice question using a list of health manage-
ment programs would exclude health management programs, which are not listed.
Plus, the participant can provide activities which are not identified by this research.

After the question about the health management status the question is about the gen-
eral acceptance.
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The answer can be “yes” or “no” followed by an open question: “If yes which? if no
please explain why not:”

The general acceptance of health management programs and activities is important to
implement health management. If an employee does not want any activity to improve
the health management, it is much more difficult to improve the health management.
Most activities, which were identified in the literature review with a proven effect;
need the support of the employees. If the participant supports such activities and
commits himself, the rest of the questionnaire is relevant.

If this question is denied the open question should help to learn more about the why.
There can be several reasons for a “no”. E. g. the MFA does not like such activities
or mistrusts the employer, or she thinks that the employer has in principle no right to
interfere with her private life through primary prevention measures. This qualitative
data can help to understand the background of the MFA if the program is denied

4.2.3 Questions about the promotion of personal health potentials

After the critical question about acceptance of health management, the focus of the
questionnaire is put on the personal health of the MFAs. The quality of the question-
naires is strongly linked to the quality of the content on which the questions are built.
There are many contents which could be used in the area of health management. The
literature review was used to narrow down the area of the research and to select
which information is useable for the research and the questionnaire.

The idea of the questionnaire is that the employees of general practitioners’ surgeries
can choose between different activities they would personally prefer and accept to
improve the health management in their organization. The activities, which are pro-
vided to the employees, must have a proven result on health. However, these activi-
ties must lead to a reduction of absent days of employees.

As measure for the decision which activity is used in the questionnaire, the effect of
the activity on the absence days is relevant. However, following the research ques-
tion and the results of the literature review the measure of absent days is most appro-
priate and workable for the research. Following this, the activities in the question-
naire are structured by the number of caused absent days. This means the diseases
with the highest rate of absent days are the main topics with the highest potential of
reducing absent days. The goal of health management is to prevent disease and re-
duce absent days. The sequence of the points is based on the number of absent days
caused in average at this area (Grobe, Dorning et al., 2011). An additional criterion
for the provided activities is that they are economically useful, and it must be proved
that it has a medical result which is significant. This is ensured by the evaluation of
the studies from the literature review. Using the framework from Brdunig et al.
(2015) the occupational illness days are categorized in the following five areas,
which could be included in the questionnaire.
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1. Prevention of musculoskeletal disorders

2. Prevention of mental disorders at the workplace

3. Prevention of diseases of the respiratory system at the workplace
4. Prevention of injury at the workplace

5. Promotion of general health and well-being at the workplace

The area of occupational accident and injury prevention at the workplace was not
included. Work safety is important for a good health management; however, this area
is mainly part of work security for industrial works and is strongly regulated by law.
The general practitioners’ surgeries handle this area with the help of quality man-
agement. This includes e. g. stab wounding from needles, which is dangerous be-
cause of infectious diseases that could be transferred (2.2.6).

Goal of the questionnaire is to find out what the medical assistants who are employed
in medical offices would most likely accept and integrate in their daily work. The
questions need to be simple and clear on a non-academic level to avoid false answers
caused by misunderstanding.

Prevention of musculoskeletal disorder

This includes activities for the universal support of health, which is very broad, and
not clearly structured. In this area, all actions which can help to prevent illness were
considered. It is divided in to seven subgroups and the International Statistical Clas-
sification of Diseases and Related Health Problems ICD10 is used as framework. In
the literature review, several studies proved that programs for physical movement
have a significant positive influence on the employees’ health. Brewer et al. (2006)
found high quality studies that examined the effects of interventions in the office on
musculoskeletal health, this is underpinned by Melhorn and Gardner (2004) who
give an example for the caused costs for the national economy of the USA. Abraham
and Graham-Rowe (2009) found out that programs for more physical activities which
were developed after 1997 and include pedometer help to improve health manage-
ment. The focus on movement with a pedometer is four times as effective as other
activities. This was confirmed by Dugdill, Brettle et al. (2008). Barr-Andersen
(2011) (Barr-Anderson, 2011)found out that “short activity-boots” during work time
bring a moderate but significant effect.

Following these studies, the focus of the following questions was necessary to find
out which activities the MFAs would like to do. The main question is:
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- Sponsored activity after work

The rating scale for the answers are:
total acceptance tendency to yes neutral tendency to no absolutely no

O | | | g

The answer options for each question is effectively a Likert's scale (1932) and later
on the statistical significance will be calculated (cf. 5.2.3). However, the focus of
these questions is how to improve the movement and which activities would be most-
ly preferred.

Prevention of mental disorder

Mental illnesses cause second most absent days and it is a growing problem (Grobe,
Dorning et al., 2011). In the literature research, there are many studies about mental
health. However, there are no articles, which consider the linkages between mental
disorder and occupational prevention in the service sector or in general practitioners’
surgeries. At the German congresses of occupational medicines, the themes mental
disorder and burnout were discussed very intensively, but the number of relevant
studies is low. Mental health is important; especially the area of depression but there
is a gap in the literature on which activities could be done by an organisation to avoid
these mental illnesses. There are several studies about prevention of mental illness,
but the literature review did not identify researches which have the focus on preven-
tion within the work time. The goal of this research is to provide suggestions for im-
proving the health management; therefore, the author needed activities, which can be
implemented in the day-to-day work, and their usability and benefit must have been
proven. However, this area is an upcoming problem in the occupational medicine and
causes many absent days. Nevertheless, without more knowledge about it the author
is not able to implement mental health in the questionnaire. To ask employees with
an open question, how their mental health could be improved is difficult because this
suggests that they have mental problems. Even a question about the status, like “Do
you have absent days because of mental disorders” does not help to answer the re-
search questions, because its results cannot be transferred into an activity. There is
also an ethical dilemma, because mental health is seen by society that people are
‘crazy’ and possibly not fit to do their job. Nobody will admit that they are depressed
or on an anti-depressive medication because it is documented in their medical rec-
ords, and for working in a general practitioner’s surgery it might not look good and
may even lead to further problems with the employer.
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Prevention diseases of the respiratory system

There are no results for the service sector and prevention of illness of the respiratory
system. For industrial workers in coalmines or plant workers the health of the respir-
atory system and the prevention of lung problems are important. In medical offices,
there is no higher risk for illness of the respiratory system caused by the work itself.

This is a multifarious area and the author believes that there are possible activities to
prevent illness of the respiratory system, especially in the linked areas likes flu vac-
cine or inflectional disease. For example, pulmonary inflammation could be caused
by flu.

The prevention of smoking and vaccines could be placed in this area and there are
studies, which prove the effectiveness of vaccines and anti-smoking activities. How-
ever, the goal of this research is to find out what can improve the health manage-
ment. There is a lack of studies which provide activities of prevention illness of the
respiratory system, and it is not practical to implement a question concerning this
area.

Prevention of injury at work

As explained above the German law has detailed information and regulations how
accident and injury could be prevented at the workplace. This law is very strict, and
the government monitors the injury and work safety. These governmental insurances
provide for each branch services concentrated on accident prevention. They do inten-
sive research and very broad activities in the area of accident prevention and every
company has access to the support of the BG. They have a focus on different branch-
es and provide services and consultations.

However, the area of work security is a very small problem in medical offices and
there is a very intensive monitoring system, that is why the author decided to include
no questions for work security in the questionnaire.

Promotion of general health

The area of general health promotion is broad and as result from the literature re-
view, there are many activities, which could help to improve the health management.
Additional there are problems, which are linked with musculoskeletal disorders. For
example, overweight can lead to several diseases and to problems in the back, heart,
diabetes, and depression, etc.

The promotion of general health has three possible areas which could have been in-
cluded in the questionnaire:

e Overweight

e Addiction prevention
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e Vaccines

Overweight or obesity is part of the area general health promotion. According to
World Health Organisation (Engbers, 2007) workplace programs for improving eat-
ing habits are generally accompanied by positive effects, even though they are rather
moderate. Nevertheless, they can influence the employee’s consumption of fruit,
vegetables and fat as well as their intake of dietary fibres significantly as shown in
controlled studies. Products and other informational strategies can encourage the sale
and consumption of healthier food and thus a healthier food selection of the employ-
ees during working hours. Benedict and Arterburn (2008) showed that moderate
short-term weight reduction can be achieved. Therefore, the following questions
were included in the MFA survey:

Which activities for weight reduction and change of nutrition would you support?

The rating scale for the answers is:
total acceptance tendency to yes neutral tendency to no absolutely no

O | | | |

The answer options for each question is effectively a Likert's scale (1932) and later
on the statistical significance will be calculated (cf. 5.2.4).

The question about weight reduction was an ethical dilemma because most partici-
pants might not answer honestly about their weight. During the piloting process
(Saunders et al., 2012, p.451), a medical physician who cross-checked the question-
naire was afraid that the employees could feel uncomfortable with this question be-
cause it assumes that they are overweight. To avoid this problem and the ethical di-
lemma the author changed the question and added the nutrition program to it. Before
it was just “would you join a weight reduction program”. This enabled participants
who do not have overweight but want to change their nutrition to answer the ques-
tion.

The prevention of addiction is part of the general health. There are several addic-
tions, which lead to illness and have a negative influence on health. However, the
abuse of alcohol or drugs can have a negative impact on the health of the employees.
In the literature review, there are several results for programs against addiction.
However, there are some studies with a proved influence on the employees’ health
and the result of reduced absence days. The alcohol prevention is part of several safe-
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ty programs in the work security for industrial workers. The danger of an industrial
worker who is working with a machine when he/she is under the influence of alcohol
or other legal drugs and non-legal drugs is higher. To prevent accidents is a different
perspective on the health management and more important in the non-service sector.

Questions about addiction can lead to an ethical problem. In a small organization is
the anonymity for the employees. There are only two or three colleagues and the em-
ployer, if an employee takes part in an addiction prevention program this could hard-
ly be anonymous.

However, the goal of the questionnaire is to find out which activities with a proved
benefit would be accepted by the employees. The rules against smoking have intensi-
fied in recent years. It has been shown that smoking causes several health problems;
and that it is not easy to quit smoking. Smoking is prohibited in all offices in Germa-
ny and the occupational medicine was one of the main drivers, which promoted pro-
hibition in restaurants, bars, and other event locations. One target of the prohibition
was to protect the employees in these locations of passive smoking. There are still
different rules in different areas of Germany, and in some regions in private clubs,
smoking is still allowed.

Smoking is a danger for health. However, following the research questions, the goal
is to find out what can be done to reduce smoking at the workplace, or generally, and
does this lead to illness and a better health management. The research from Cahill et
al. (2015) analysed several other studies with a focus on smoking prevention and
found out which kind of programs work best. Those programs work best against nic-
otine work, if they are in a group or with a professional face-to-face meeting (Cabhill,
Hartmann-Boyce et al., 2015). Self-study materials are not as effective. There are no
advantages by a competition but by team or group work. This is important infor-
mation for the design of the questionnaire, because the limited number of questions
forced the author to narrow down the important points. Therefore, following Cahill et
al. (2015) it is not necessary to ask the participants which kind of program they
would prefer, because the teamwork has the best-estimated effect. However, the
analysis of the whole area of prediction did not lead to a question, which could help
to improve the health management. There would be an ethical dilemma too, because
most participants might not answer honestly if they are asked for a drug problem.
Especially for MFAs as member of staff of a medical physician it could be a problem
if they smoke.

Vaccines are a classic action for preventing disease. To support the general health
vaccine can be an important support. Every new-born baby gets basic immunisation
through vaccines. Additional and more relevant for the health management are the
vaccines which have to be refreshed during the live, special travel vaccines and the
yearly flu vaccine. The focus of the research questions is health management in gen-
eral practitioners’ surgeries therefore the main interest of the author is to ask for vac-
cines, which can have a positive effect on the general health and the absent days.
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This area is strongly regulated through the government and the author is not qualified
to pass a judgement on which vaccine is good for working people and who should
take it. However, there are several studies, which prove that for example a flu vac-
cine reduced the average of absent days. All vaccines are proved by the Federal Insti-
tute for Drugs and Medical Devices on its effectiveness and then recommended for
the daily use by the Standing Vaccination Commission (STIKO). To make the deci-
sion which vaccine can be used for effective health promotion at the workplace the
recommendations of the German government are used. The vaccines, which are rec-
ommended for the employees in general practitioners’ surgeries, are included in the
questionnaire. The last three questions therefore concern vaccination.

The answer can be “yes” or “no” followed by an open question: “If yes which vac-
cination? If no, please explain why not:”

The answer can be “yes” or “no” followed by an open question: “If yes which vac-
cination? If no, please explain why not.:”

The answer can be “yes” or “no” followed by an open question: “If no please explain
why not:”

As members of a so-called risk group (2.2.6), it must be assumed that the MFAs are
adequately concerned with their vaccination protection and have a particularly good
vaccination status. It is of particular interest to find out whether a potential improve-
ment potential could be used by a corresponding appropriate offer of the general
practitioner.

4.2.4 Checking the usability of the questionnaire

After the design of the questions they had to be checked by potential participants.
The use of this piloting is recommended, because it aims to avoid a too narrow or
subjective focus view by the expert (Saunders, Lewis, & Thornhill, 2012). By this
way, the risk of wrong terminology through the usage of business wording or the
medical wording was minimized. The speaking terminus in the medical branch is
different from the typical wording in the business area this has been considered in
four steps.

1. Rough questionnaire in Word document
The first draft was used to structure all questions in a two-page format.

2. Rough questionnaire checked by author and a medical doctor
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After discussion with a general practitioner and a MFA the first changes were
done.

3. Questionnaire in a designed version for physicians

The questionnaire was translated into German and checked by physicians.
Further, the feedback was used to refine the questionnaire by highlighting
possible overlaps and irrelevant/unclear questions/wording.

4. Questionnaire pilot for employees

The pilot was transferred in a printable design and transferred from word in
the survey software. Eight out of 10 pilot participants sent back the question-
naire. There were several ideas for changes and notes.

The “pilot” employees were interviewed after completing the draft question-
naire to find out if the questionnaire is understandable. The aim of this pro-
cess was to generate a high response rate and to enable all employees to un-
derstand and complete the questionnaire. The inhibition level should be as
low as possible. The use of piloting is recommended, because it aims to avoid
a too narrow or subjective focus view by the expert (Saunders, Lewis et al.,
2012). By this way, the risk of wrong terminology through the usage of busi-
ness wording or the medical wording was minimized.

5. Questionnaire’s spelling was checked by a proof-reader
To correct the last spelling mistakes a lector was ordered to proof-read it.
6. Final questionnaire for the research

The final questionnaire was printed and prepared for distribution

4.2.5 Distribution of questionnaires

The author works for a company, which organizes medical education events, which
are visited by physicians and their employees. The author decided to use the congress
infrastructure for the targeted distribution of the questionnaires. The great advantage
of this approach was the high return quote; but the author must acknowledge that the
data is based on participants at these events/congresses and that this is not the whole
of all medical practices.

The selection which congress will be used was made randomly from 320 congresses
in the years 2015 and 2016. Different congresses for physicians and their employees
have been used to distribute the questionnaires. It was ensured that the question-
naires, since they are addressed to MFAs, were distributed only in events with em-
ployees from general practitioners’ surgeries. All participants were participant of a
medical congresses and every participant got a questionnaire. A total of 400 ques-
tionnaires were distributed in this way. The distribution was anonymous; the author
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cannot make a link to the participant. The access control to each congress ensured
that the participants are proven medical employees. Each participant must sign an
informed consent form.

Following Sérndal et al. (2003) a good sampling frame has to meet the following
criteria.

1. Numerical identifier

2. All units can be located with complete address

3. The frame is organized in a systematic way

4. Every element of the population of interest is present in the frame
5. There are no doublets within the data base

6. The data is actual

7. The data is in a structured data base

The numerical identifier was created by the OCR-software transferred each answer
sheet to a structured database. Since the survey was anonymous, the complete ad-
dress could not be provided, but the access control ensured that only medical persons
have had access. On these congresses, the participants have to register with their full
name and the address of their employer. No one can register as a participant without
registration, because these congresses are only for physicians and their medical staff.
This is necessary because pharmaceutical companies promote their drugs and it is
prohibited by law to promote perception drugs to patients. Every participant of a
course for medical staff got the questionnaire and the moderator invited the partici-
pant to complete it. Afterwards the questionnaires were collected with the additional
standard quality questionnaire. In this frame and context, doublets cannot be exclud-
ed with 100% certainty, but the probability is low, since the events took place in dif-
ferent regions and at different times.

The questionnaire results have been transferred to a database for analysis. The main
part of the questionnaire consists of quantitative data that has been transferred to a
table. Some questions were qualitative. The answers to such open questions have
been categorized in groups. These groups were formed so that they were suitable for
adoption in quantitative data analysis.

The presentation of the results and the evaluation of the research findings based on
the questionnaires are the subject of the following chapter.

4.2.6 Limitations on convenience sampling

The MFA survey data collection described above takes advantage of a convenience
sample such as ease of use, rapid availability, and cost-effectiveness (Henry, 1990).
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As a working technique of non-random sampling, there are limitations to representa-
tiveness (Saunders et al., 2012) that result from the choice (structure), time, place,
and content.

The main limitation is the choice of participants. As noted above, while the re-
spondents interviewed are MFAs in German general practitioners’ surgeries,
the target population and population of this research, there is no information on
the proportion of MFAs working to attend training events at all. There is also
no information as to which organizers prefer them or their employers. Prefer-
ences on primary prevention measures for MFAs who are not willing to train or
have no opportunity to attend training sessions are not included in this sam-

pling.

Another limitation arises from the fact that there is no random sample over
time. This relationship becomes obvious when one considers that a question
about vaccine preferences is answered differently in a current fast-acting flu
epidemic (e.g. in the winter months) or a measles outbreak than in the summer-
time. Although the events in which the questionnaire was distributed were ran-
domly selected, the events themselves are not randomly distributed throughout
the year but consider common planning times (e.g. exclusion of holidays and
vacation periods).

Also, the distribution and selection over the places was not built by a coinci-
dence principle, which aspired representativeness. This can lead to bias in pref-
erences. Although the events are spread throughout Germany for economic
reasons, there are regions where the organizer is under- or overrepresented for
historical reasons. In addition, there may be differences in preferences between
urban and rural regions. For example, since fitness-centres are much more pre-
sent in the cities than in rural areas, it can be assumed that there are differences
in terms of movement that distort representativeness.

Restrictions resulting from the content occur in both random-sampling and
non-random sampling. In terms of content, there are so-called fashion topics on
health topics that are sometimes stronger and sometimes weaker. Typical ex-
amples can be found on the subject of "healthy nutrition", which is increasingly
being brought to the fore by health insurances, women's, sports, fashion maga-
zines and other media, so that the answers to the preference profile may also be
influenced by fashion trends.

Despite these limitations, the author assumes that the MFA survey draws an approx-
imately representative picture of the preferences of around 190,000 MFAs in general
practitioners’ surgeries (BMG: Health system facts, 2016, p. 97), as the target group
under educational and professional aspects can be considered largely homogeneous.
Following Jacob (2009), a sample of 100-200 individuals may already be representa-
tive in specific homogeneous groups with predominantly descriptive purposes.
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4.2.7 Hypotheses on the results of the MFA survey

The answers to the individual questions are analysed statistically in terms of their
frequency and percentages in the chapter "Research findings of the MFA survey". A
further step and a significant contribution to the widening of knowledge about prima-
ry prevention in general practitioner practice are the hypotheses presented below,
which are accepted or rejected. A hypothesis is an assumption about a certain differ-
ence, an effect or an interrelationship. The hypothesis is formulated as a null hypoth-
esis (Hp) and as a counter- or alternative hypothesis (H;). If the null hypothesis can
be rejected based on the Ahypothesis test, this leads to the assumption of the alterna-
tive hypothesis. Therefore, the null hypothesis is usually formulated to assume that
there is no significant difference, effect, or context. If this assumption is rejected
based on the hypothesis test, the counter-hypothesis necessarily applies. (e.g.
Saunders, Lewis et al., 2012)

Example:

The author assumes that the willingness to participate in a health program de-
pends, inter alia, on age. The questions "How old are you?" and the question
"Would you join a health improvement activity?" are related. The null hypothe-
sis (Ho) to be tested is accordingly:

Hy: The willingness of the MFAs to participate in a health promotion program
is independent of age.

This results in the opposite or alternative hypothesis:

Hi: The willingness of the MFAs to participate in a health promotion
program is not independent of age.

The assumption or rejection of the hypotheses has not only statistical signifi-
cance. If the counter- or alternative hypothesis (H;) is confirmed, this means
that the willingness to participate in a health program for the elderly should be
raised differently than for younger MFAs. If the null hypothesis, i.e. no differ-
ence in age, cannot be rejected, there is no need for measures to motivate pre-
ventive programs among older employees in a different manner than in young-
er ones.

In the hypothesis or significance test, the probability of the mistake of rejecting the
null hypothesis, though true, is the probability of error, the p-value, or the signifi-
cance level (Saunders et al., 2012, p. 512). If p < 5%, one speaks of a significant one,
with a value of p < 1% one speaks of a very significant one and at a value of p<0.1%
one speaks of a highly significant result. All hypotheses in this research are evaluated
at the 5% significance level. The significance level in this research is determined by
the chi square test (Saunders et al., 2012, p. 514). In doing so, the values of the re-
spective answers to the individual questions are compared with the values which
would arise if the answers were selected by chance (by dice or arbitrary ticking). If
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the deviation from the expected value (chi square) is too large and is therefore un-
likely to be coincidences, it can be assumed that the answers were not generated by
chance and the null hypothesis (Ho) on the given level of significance (5%) must be
rejected - e.g., (H;) is true with the probability (1-p), thus with 95% security (confi-
dence level).

4.2.6.1 Age-related hypotheses

Apart from the possibly age-dependent design of the primary prevention programs
for the individual general practitioner’s surgery, the aspects of age dependency are of
great importance for:

e The drafting of collective agreements for MFAs
e The development of educational programs

e The further development of the setting approach of health insurance compa-
nies for general practitioners’ surgeries (2.1.1)

In the following, the age-related null hypotheses are formulated, which are tested in
the chapter "Research findings of the MFA Survey".

Hy: The willingness of the MFAs to participate in a health promotion program
is independent of age.

Ho: The preferences of the MFAs to participate in one of the programs for the
promotion of movement

- Training at the workplace (up to 10 min.)

- Training at home (up to 10 min.)

- Sponsored activity

- Training with step counter or fitness-watch

- Training in a group with colleagues

is independent of age.

Ho: The willingness of the MFAs to participate in one of the programs for
weight reduction and nutritional change

- Group meeting with external consultant

- Individual talk with external consultant

- One-on-one talk with a physician from the own practice

- Healthy snacks from the employer

is independent of age.

Hy: The participation of the MFAs in any of the proposed programs for weight
reduction and nutritional change is independent of age.

Ho: The regular, up-to-date use of the vaccination offer by the MFAs is inde-
pendent of age.
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Hy: The willingness of the MFAs to be vaccinated by the employer is independ-
ent of age.

Hy: The regular check of the vaccination status of the MFAs is independent of
age.

The aim of the above hypothesis tests is to find out whether age-specific aspects of
primary prevention on the MFA survey are justifiable. In this way, the MFA survey
can contribute to the national health target of the Federal Ministry of Health, which
explicitly demands: "However, in order to be able to implement these general re-
quirements with regard to the elderly and the old population, it is necessary to: Con-
sider how enormously diverse "age" is. Approach points and access routes for more
prevention and health promotion must therefore always be applied to the respective
target groups and thus to the specific ones. It is therefore a question of an appropriate
quality of life, of adequate social integration and of a participation commensurate
with the person's condition. " (BMG 2012, p. 13 — translated by author)

4.2.6.2 Program-related hypotheses

These hypotheses are intended to analyse the interrelationships between the three
diverse groups of programs. The results enable class allocations and corresponding
relevance assignments. For example, the percentage of MFAs that would not partici-
pate in any of the offered prevention programs or which have given a particularly
high presence to all program groups.

Hy: The preferences of the MFAs for the programs for the promotion of move-
ment and for the weight reduction and nutritional advice are independent of
each other.

Hy: The preferences of the MFAs for the promotion of movement and vaccina-
tion programs are independent.

Hy: The MFA preferences for the weight reduction / nutritional counselling
and vaccination programs are independent.

The two following hypotheses are not intended to be related to the content, but rather
to ensure that the responses in the Likert scale (Likert, 1932) scale are not accidental.
The check for uniformity excludes the fact that one of the answers was chosen purely
randomly. The test for normal distribution excludes the fact that not only the average
value was chosen most frequently and the two extremes only relatively rarely.

Hy: The preferences of the MFAs for the programs for the promotion of move-
ment are uniformly distributed.

Hy: The preferences of the MFAs for the movement promotion programs are
normally distributed from one another.
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Hy: The preferences of the MFAs for the weight reduction and nutritional
counselling programs are uniformly distributed.

Hy: The preferences of the MFAs for the weight reduction and nutritional
counselling programs are normally distributed from each other.

4.3 Methods for the development of a priority concept

The structured literature review generated data on the wider area of health manage-
ment. This data has been the basis for the questions of the survey, and the design of
the questionnaire for the employees. The results from the area of promotion of health
and the effectiveness of activities for prevention of disease are used in the question-
naire. These activities had been structured after the medical types of illness and were
put into the survey for the employees (Braunig, Haupt et al., 2015). This structure is
used to cover all areas of illness. The International Statistical Classification of Dis-
eases and Related Health Problems the ICD10 standard is a fix framework and it
allowed building up a clear ranking. The illness, which leads to the most illness days,
has the highest potential to reduce the illness days. This can lead to the paradox sit-
uation that a flu vaccine is the most efficient activity for improving the health man-
agement and reducing the illness days, but the employees do not want the vaccine. In
this case, the best activity is the worst, because one stakeholder can stop it. The same
could happen if the employee wants a fitness coach and maybe it is effective for the
health management, but the employer is not able or willing to pay for it. Therefore,
the perspective of the employer was determined by the measure of costs, the perspec-
tive of effectiveness was determined by the research of studies which evidenced the
effectiveness and the opinions and wishes of the employees are given by the ques-
tionnaires. The employees could score which activity they would prefer, but the se-
lections were reduced on activities, which are effective.

The above example shows the importance of the different perspectives of the stake-
holders: the MFAs as affected, the general practitioner as manager of the surgery and
the physician as a health professional. In this section, according to the multi-criteria
decision-making model, the weighting of these perspectives is presented (green high-
lighting in the Figure 15). The method for determining the concept of a priority list
from the present decision criteria is addressed, too.

A prioritizing concept is, on closer inspection, a ranking problem in which the differ-
ent perceptions of the stakeholders are placed in a comprehensible order. The deci-
sive factors here are the decision criteria and their weighting. Before the individual
decision-making criteria are presented, the MCDA method used here is explained.

4.3.1 Methods to solve ranking problems — problem structuring

The multi-criteria decision analysis (MCDA) methods were developed to provide
answers to complex questions with several divergent stakeholder interests (Ishizaka
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and Nemery, 2013). The idea of MCDA is not to find the one correct decision, which
solves the problem, but the results will be a list with all possible activities ordered by
priorities.

This is important for the use in the practical work of general practitioners’ surgeries.
These organisations have limited resources of time and money to improve their
health management. To avoid inefficient activities or activities which are not accept-
ed by their employees, the results of the MCDA are important.

The MCDA provides several different techniques which can be used for the decision-
making process. Ishizaka and Nemery (2013) provide an overview about these meth-
ods. The provided techniques have the advantage that they can be used for a very
broad range of decisions and can handle different kinds of data. This advantage can
be a disadvantage too. Ishizaka and Nemery (2013) argue that the flexibility and the
range of the possible use for these techniques can also be a limitation.

Elaboration of the decision criteria Creating a range of
altematives
Weighting ofthe decision criteria Development ofthe

realistic altarmatives

Measurability and indicators of Evaluating each alternative with the
the decision criteria decizion criteria

Generating a priority list

Sensibility test and
robustheit

Implementation
(or custemizing)

Figure 12: Weighting as part of the multi-criteria decision-
making model

From the abundance of possible MCDA methods to find the method suitable for a
given problem is, on closer inspection, itself a MCDA problem. Ishizaka and Nemery
(2013) suggest for the solution of ranking problems to use the selection criteria
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- expected output

- necessary input

- effort input

- possible software support

for choosing the most fitting technique. If, as in the present case, development of a
priority list for activities for personal health promotion is expected to be a "complete
ranking with scores" as output, and if one expects software support at the same time,
four methods will be included in the narrow selection (Ishizaka and Nemery, 2013):

=  Multi-attribute utility theory (MAUT)

= Analytic network process (ANP)

=  Measuring Attractiveness by a Categorical Based Evaluation technique
(MACBETH)

= Analytic hierarchy process (AHP)

MAUT is excluded because the data for all three perspectives needs to have very
high quality. A mathematically defined utility function is expected as input, for ex-
ample, a function which exactly describes how costs affect the benefit (number of
days of absence). This could cause problems if the concept is used by the organisa-
tions, they may not be able to provide these data.

ANP also for a similar reason should be ruled out, because although no utility func-
tion, but the description of dependencies within the decision criteria is necessary. It
could be that there is a link between excessive costs for an activity and its preference
by employees, which should then be considered in the decision-making process.

Thus the selection shrinks to the two alternatives AHP (Saaty, 1980) or MACBETH
(Bana e Costa and Vansnick, 1999). Both techniques have a “complete ranking with
scores” as output, need only a pairwise comparison as input, have a “medium” effort
for the input and both are supported by a suitable software which can be used for
several calculations and weighting. Both are an appropriate choice for analysing
quality data. They both have the same advantages as the other multi criteria decision-
making theories and can be used for complex decisions.

According to Ishizaka and Nemery (2013), the two methods differ with respect to the
pairwise comparison. AHP requires a so-called "ratio scale" for the paired compari-
son, it should be noted, for example, that healthy eating at the workplace is twice as
effective as sponsored after-work activities. For MACBETH, on the other hand, the
classification is an interval scale, for example "low" or "high". The MCDA method
MACBETH with the associated software M-MACBETH is therefore used for the
further procedure.

The challenge is to categorize these data and generate useable and valid data for the
further use in the MCDA (Ishizaka and Nemery, 2013). The literature research
showed that there are many activities, which can be used for improving health man-
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agement. None of the studies provides a suggestion for the one best activity. The
result depends on the individual weighting of each element and each activity; there-
fore, the quality of the result is directly linked to the quality of the provided data and
the quality of the scoring. Following the MCDA (Ishizaka and Nemery, 2013) the
decision for the activities is built from top to bottom. The thesis and the underlying
goal of improvement of health management for general practitioners’ surgeries is the
main goal. To achieve this goal the criterions needed to be completed and every ac-
tivity must help to achieve the goal under consideration of the criteria. The goal is
the first level, the second level is the criterion and on the third level, there are the
alternatives (options).

After the definition of the goal the criteria for the multi-criteria decision analysis has
to be defined. The acceptance of the stakeholder is checked by the questionnaire, the
effectivity for the activities is based on the literature research and the cost has to be
calculated. The goal of the criterion and the following activities is to improve the
health management of general practitioners’ surgeries.

Goal
Improve health
management
Criterion
Acceptance Effectiveness
Options

Figure 13: Structuring the problem

The criteria are used as measure to which performance by each option (activity) is
achieved. Each criterion and each activity are compared pairwise with each other.
Each criterion needs a weighting compared to the other. The acceptance and the data
from the questionnaire are the core of this research and therefore the weighting of
acceptance compared with efficiency and cost is higher. All three together are
weighted with 100% in sum. The acceptance gets the weighting of 50% compared to
the two other criteria. That is acceptance is for the ranking of priorities “moderate”
more important as cost or effectiveness. Effectiveness and costs in turn are weighted
equally. There will be three criteria in the analysis.

DBA Cedric Ballin



Doctorate in Business Administration

Acceptance  50%
Effectivity  25%
Costs 25%

An important aspect in the selection and weighting of the decision criteria is the in-
dependence of the criteria. That is, the criteria should not interfere with one another,
as otherwise distortions (over-weighting) will occur in the overall assessment.

At level 3 in Figure 13, the options (alternatives) to be ranked and prioritized are
listed. For the sake of clarity, they are grouped. The detailed list of all proposed al-
ternatives is shown in the following table. The list summarizes the evaluation of the
literature review and includes all essential points of the MFA survey. These alterna-
tives are to be compared in terms of their degree of overall goal achievement.

Since the MFA survey contains open questions as well as the closed answers, the list
contains a placeholder for the measures. Further interventions with the general prac-
titioners can also be included. How these additional measures are permanently taken
into account is discussed in the research findings. It is important to keep the list open,
so that, for example, new research results can be integrated.

Programs for activity promotion

- Training at the workplace

- Training at home

- Sponsored activity after work

- Training with step counter or watch

- Training within a group of colleagues
Activities for weight reduction and change of nutrition
- Group session nutrition consulting (external)
- Single session nutrition consulting (external)
- Single session nutrition consulting (internal)
- Healthy snacks/food at work

Vaccinating programs

- Vaccinating programs at work

- Vaccinating in private life

Further proposed measures

- Proposed in the MFA survey

- Proposed by the general practitioner

Table 3: The list of proposed measures to be prioritized

In the Figure 13, all criteria of level 2 are linked with all options by an arrow. This
means that for each alternative it must be decided to what extend the criteria are ful-
filled, the so-called scoring. The following subsections show how scoring is done.

4.3.2 Decision criteria: Acceptance

The questionnaire gave the primary data for the acceptance. The results of the ques-
tionnaires allow to analyse which activities are preferred by the employees. This is
core information because the acceptance of employees is needed to implement the
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activities. As an indicator of acceptance, the willingness to participate in a particular
activity is used.

The questionnaire gives the primary data for the acceptance. The answers of the
questions “Which programs for activity promotion you would join?” and “Which
activities for weight reduction and change of nutrition would you support?” are used
to define the score of acceptance.

In the five-level Likert (1932) scale (cf. 4.2.3), all answers with "rather yes" and
"yes" are counted as agreeing. The answers "neutral", "rather no" and "no" are not
considered for the acceptance score. As a score (in points) is added the percentage of
agreeing responses. 100 points means that all answers for an activity with "rather
yes" or "yes" were marked. A score of 0 points means that no "rather yes" and no
"yes" answers were given for this activity.

In the question of the vaccination activities "yes" or "no" or a supplementary text,
only the percentage of the "yes" answers is considered, i.e. no response is considered
n n
no".

Personal health promotion activities Accseptance
core

Programs for activity promotion

- Training at the workplace

- Training at home

- Sponsored activity after work

- Training with step counter or watch

- Training within a group of colleagues
Activities for weight reduction and change of nutrition
- Group session nutrition consulting (external)
- Single session nutrition consulting (external)
- Single session nutrition consulting (internal)
- Healthy snacks/food at work

Vaccinating programs

- Vaccinating programs at work

- Vaccinating in private life

Further proposed measures

- Proposed in the MFA survey

- Proposed by the general practitioner

Table 4: Scoring the acceptance of personal health promotion activities

Since the responses to potential future actions are targeted, distortions may occur
because it is not entirely clear how to respond if one of the measures is already im-
plemented. For scoring, except for vaccinations, it is assumed that no response is
given, which indeed lowers the response rate, but does not affect the acceptance rate.
If the hypothesis test (4.3.8) shows that the acceptance is different in experienced
general practitioners’ surgeries, the approach to scoring should be adapted if neces-
sary. The result theoretically could be that all activities are already in use in all gen-
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eral practitioners’ surgeries; that would mean that there would be no improvement of
health management by this research.

4.3.3 Decision criteria: Effectivity

The systematic literature review provided a selection of activities for health man-
agement. All activities have a proven effect to the health of employees. This guaran-
tees that every activity, which is provided, has a positive influence on health man-
agement. However, this result of the literature review could not be used for the quan-
titative analyse. There is a need to transfer it into a figure driven score. For the use
within the multi-criteria decision-making process each activity will appraised with a
factor (score). The scoring is based on figures and the qualitative result of moderate,
no or strong effect is transferred into a ratio.

None effect 0
Low effect 25
Moderate effect 50
Strong effect 75
Very strong effect 100

Each activity will be analysed and the studies, which fits, will be associated to the
activity. The results of the studies will be categorized and transferred in a figure.

The score is made as follows: The literature research is used to identify the studies
for each activity, which show an effect on the disease-related absence. The number
of studies multiplied by the factor of the "Level of Influence" then forms the scoring
value in points.

For example the ,,Workplace Physical Activity Interventions: a Systematic Review*
(Dugdill, Brettle et al., 2008) found out there is a moderate influence through activi-
ties at work and from the use of step counters. This weighting of his research gener-
ates a score of 50 for the training at workplace. The study ,,How do physical activity,
sports, and dietary restraint relate to overweight-associated absenteeism?“ (van
Strien and Koenders, 2010) found evidence that sports leads to reduced overweight
and in their study a reduction of the absence days could be measured. They did not
analyse sports during the work time, because of that the proved efficiency for the
training at the workplace is weighted as low. The two studies together reach 75 of the
possible 200 points or expressed in percentage terms 37.5% - this value is used in
scoring.

The measures to be taken in this research to promote individual health potentials are,
ultimately, medical measures of primary prevention. For this area the general practi-
tioner is to be given a certain competence, which is also seen in the self-assessment.
Although they do not usually have studies that allow them to better assess the impact
on the absence or presence than the literature review, they usually have many years
of experience and can assess the effectiveness of the measures related to the physi-
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cian’s surgery. This fact can be considered by treating the general practitioner's own
experience as one or more studies with a high “Level of influence”. Also, own stud-
ies can be introduced and evaluated regarding their effects.

The qualitative analysis of the individual studies with respect to each activity and the
assessment of their influence level is given in the chapter "Research findings for the
development of a priority concept" as well as the average rating of the General prac-
titioners.

4.3.4 Decision criteria: Costs

The cost benefit analysis of health management is not easy. There are many studies
about the effect of health management activities. However, there are no proved activ-
ities, which lead to a profit. Following IGA report (Brdunig, Haupt et al., 2015) in
two studies there is some evidence of a general profit from health management activ-
ities; i.e. the study provided by the Austrian government (Helmenstein, Kleissner et
al., 2004).

To make the decision possible each activity gets a score for its estimated costs. The
hours, which will be spend by employees and the money the owner of the medical
office must spend - the investment and/or the running annual costs.

The cost factor is fluid. For example, if the general practitioners’ surgeries decide to
hire a fitness trainer for two hours a week and to provide every employee with a
smart watch for measuring their activities. This will cause much higher cost than a
fitness coach who has two meetings with the employee, and the employees can prac-
tice their learned activities at home. The goal of the cost weighting is to provide an
orientation, which is realistic. To achieve this, the costs were primarily measured in
the number of internal and external working hours. This has the advantage that the
result is relative to the wages of the employees. The same principle was used for the
external trainer hours. The costs for a training hour will strongly depend on the re-
gion and the kind of trainer who is in charge. Some activities were fully cost neutral,
for example, vaccines are paid by the health insurances, and even if the doctors are
making the vaccines for their employees, they get money for the work and the vac-
cine.

Each activity causes cost for the general practitioners’ surgeries. To compare these
costs, they were categorized for each element.

1. Number of internal employees’ hours
2. Number of internal leader (doctoral) hours
3. Number of external trainer hours

4. Estimated external costs in Euro

DBA Cedric Ballin



Doctorate in Business Administration

The number of internal employees’ hours is the time the employees need for the ac-
tivity and therefore the time they do not make their daily work. If a training group is
established during the work time, it cost more time than a training group, which
meets after work.

The number of internal leader (doctoral) hours is the time that will be needed by the
physician to push the activities. For example, if the physician provides a nutrition
course himself because he/she has the knowledge this will cost time.

The number of external trainer hours is used for the estimated hours an external
trainer is needed. For example, a fitness coach who visits the office once a month for
two hours, or the hours for an external nutrition coach.

Estimated external costs are the cost, which should be planned for buying equipment,
for example a fitness watch or healthy food.

As measure working hours were taken and not money per hour, because this allows a
better comparison in different regions and with different wages. There are different
wages for the same job depending on the region in Germany. To avoid this gap the
cost analyses are based on the hours that are needed for each activity. The internal
hours are to provide a cost measure that is flexible and keep the activities compara-
ble. To define the real cost of each activity is very difficult because it depends on
many factors. A nutrition course can be a course, which takes once four hours and
then is finished, it can also mean that a trainer visits the organization every month.
To generate results, which could be used in different areas and different organiza-
tions, the measure of hours is an option to keep it more comparable. In the sensibility
test and robustness check different alternatives can be simulated and discussed.

The cost estimate is based on the author's experience and knowledge of the market
and was conducted after consultation with experienced physicians. The cost estimate
uses three categories:

High cost or high time consuming 0
Medium cost or medium time consuming 50
No cost or not time consuming 100

Measures with a low-cost level therefore receive high points for the score.

A "Cost level" collection sheet is used to record the data for scoring the costs. It is
used to define the cost of each activity. It is divided into the three categories above.
The columns "cost of working hours" and "external costs" are given the entry "no",
"medium" or "high", which is then dotted in the "score" column. "Total score" con-
tains the average of the two "score" columns.

This procedure should establish an estimation of the relative cost level and give an
orientation; it does not have the goal to provide hard figures about the activities’ cost.
For a multi-criteria decision analysis (MCDA) according to Ishizaka & Nemery, the
absolute costs are not decisive. It is important for the decision to know how they re-
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late to each other, and how they relate to each other when compared in pairs. To be
able to use the MCDA software, assessments such as "nutritional advice by the phy-
sician himself” is more expensive than "nutritional advice by an external consultant".
This and other qualitative assessment are done in the chapter 6 "Research findings
for the development of a priority concept".

Some activities have clear and transparent costs, because they are paid by the health
insurance. A vaccine is completely paid, but the time that is needed to motivate the
employee to make the vaccines is not included. In one case, it may be easy and only
a reminder for the employee, in other cases this may take a longer time to motivate
an employee to take part in a vaccine program.

4.3.5 Software application: Parameters for M-MACBETH

To prepare the M-MACBETH software for generating the priority list, the parame-
ters developed in the previous sections were entered.

I Crverall

—JJ Acceptance |
4. Costs
4. Efficiency

Fg, Weighting (Qverall)

[Acceptance ]| [Costs] |[Efficienc:y]| [ all lower ] if::t extreme
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k
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Figure 14: Weighting criteria and consistent judgements (Screenshots M-MACBETH)

When comparing the criteria in pairs, the M-MACBETH software automatically
checks whether the comparison data may be contradictory. It would be a contradic-
tion if we were to show in paired comparison that costs are more important than ef-
fectiveness, but they are more important than acceptance and that acceptance is the
most important criterion. This would be revealed if necessary, in the consistency
check. As shown in Figure 14, the weights of the decision criteria are classified as
"judgment consistent".
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Figure 15: Options and activities (Screenshot M-MACBETH)

To prepare the evaluation all the defined activities have been put into the options list
and were linked with the criterion. Distinct colours were selected for the membership
of an activity to a particular group.

The final input of the scoring results is given in the chapter "Research findings for
the development of a priority concept".

In addition to generating a list of priorities, the software provides powerful possibili-
ties, which could also be used by general practitioners' surgeries. This could be the
adding of own activities or the change of the weighting or a portfolio analyse (XY-
Diagram) and a sensibility analysis combined with a robustness check. These anal-
yses could be done for further research and a better learning about the interaction
between the elements.

4.3.6 Sensitivity test and robustness

The decision-making process could be completed by generating the priority list. Both
methodologically and from the perspective of usage, it is important to assess how the
proposed decision-making model behaves if changes are to be made in the weighting
or how long the determined priority sequence applies if uncertainties are within a
certain tolerance range. Due to the high relevance of such considerations, the sensi-
tivity analysis and the robustness check were introduced as a separate step in the
multi-criteria decision-making model, as described in subsection 2.1.5.
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Elakoration of the decision criteria Creating a range of
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the decision criteria decision criteria

Generating a priority list
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Implementation
(or custemizing)

Figure 16: Sensibility test in the multi-criteria decision-making model

Without anticipating the results of the research findings, the following example is
intended to illustrate the sensitivity analysis (Figure 17).

The red vertical line shows the current weighting of the decision criterion "costs",
which is entered on the x-axis: 25%. The y-axis shows the overall rating (considering
the two other decision criteria "acceptance" and "effectiveness"). For each selected
activity, shown as a blue line, the overall score can be read from the intersection of
the red and blue lines. For example, the total scoring of "Healthy food at work" is
68% of the possible 100 points. The “Nutrition intern” (internal nutritional consult-
ing by the doctor) is less favourable than the individual advice with an external nutri-
tion consultant.

For a general practitioner’s surgery, which is economically not so well placed, it
might be useful to assign a higher weight to the costs, for example to 40%. Certainly,
it would be valuable to know for this surgery that, as a result of this weighting, inter-
nal nutritional counselling would perform better than both forms of external nutri-
tional advice. This can be recognized by the dotted red line and the intersection point
of the blue lines of "Nutrition intern" and "Single nutrition ext.". It can also be seen
that, even with even greater weighting of the "Costs" within the food-related activi-
ties, "Nutrition intern" always remains secondary.
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Figure 17: Example of a sensibility analysis (Screenshot M-MACBETH)

4.3.7 Hypotheses

The statistical evaluation of the MFA questionnaires led to the hypotheses presented
in subsection 4.2.7. The extension of the evaluation by the criteria of cost and effec-
tiveness allows hypotheses to be made about the relationships between acceptance
and the individual measures or groups of measures. In addition to the general contri-
bution to the widening of knowledge about primary prevention in general practitioner
practice, the significance test for the preference of effective measures provides an
initial indication as to whether it is realistic that delegation tasks, as proposed in sub-

section 3.2.2 Figure 9 should be adopted.

In detail, the following hypotheses are tested in the chapter "Research findings for

the development of a priority concept":

Hy: MFAs favour the costlier of the individual programs for the promotion of health

(i.e., the two features are correlated strong).

Hy: Cost level and effectivity of the individual programs for health promotion are not

independent (i.e., the two features are correlated strong).

Hy: MFAs prefer the more effective of the individual programs for the promotion of

health (i.e., the two features are correlated strong).

Another reason for these hypothesis tests is the independence of decision-making
criteria. If the decision criteria correlate with one another, changes in the weighting

should be discussed.
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4.3.8 Methods for evaluation of implementation aspects
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Figure 18: Implementation - the last step in the multi-criteria decision-making model

The last step in the multi-criteria decision-making model is the implementation or
adaptation to user-specific needs (Figure 18). Finally, the general practitioner must
decide whether to integrate the proposed measures into his/her practice organization.
To clarify this was the subject of qualitative interviews.

To reflect the results of the MFA survey, four structured interviews were conducted
in each one lasting one hour. In brackets the intended talk time. Before the call or
meeting, the doctors were given a sheet showing the list of results with the priorities,
see Appendix 5, as well as a copy of the cause-effect network with the health man-
agement target system. As the interviews were announced in advance, it was to be
assumed that the doctors had informed themselves as far as possible. The following
paragraphs outline the topics and the planned time of the interviews:

Classification and characteristics of one's own practice (5 min.)

The size (number of MFAs and age structure), specific features and offers, the
existing quality management system and, if available, the health management
system and its anchoring, if necessary individual measures of the practice with
health care were also recorded.
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Comparison of the priorities list with own ideas (15 min.)

Different assessments were made of the priorities list in the weighting and the
ranking of the measures in terms of acceptance, costs and effectiveness. In the
case of serious deviations, the readiness was queried to use a software (e.g. Ex-
cel), if necessary, to be able to carry out user-specific inputs. Furthermore, the
possible time saving using the standardized priority list as compared to own
development was requested.

Factors influencing productivity and performance (20 min.)

Based on the cause-effect network, the interrelationships were discussed, and a
subjective assessment of the control lever was asked: primary prevention - psy-
chosocial well-being - work organization - job design - own leadership quality.
As to the cause-effect network itself, it was asked whether there were missed
any essential relationships or control levers.

Implementation of health management in one's own practice (20 min.)

After clarifying the importance of health management in their own practice, a
possible sequence of the next steps was discussed. The introduction concept
was discussed as to whether health management is seen as an integral part of
quality management or whether it is an independent, permanently installed ini-
tiative or as a sum of individual and situational measures that are deemed to be
reasonable and necessary. Concluding, concepts of "healthy leadership",
"health culture in the medical practice" and "health competence MFA" were
addressed.

The results of the interviews are found in the chapter "Discussions”.

4.4 Ethical considerations

Health is a very personal matter. Therefore, the ethics has been very important in this
research. To avoid problems the ethical rules provided by the University of Glouces-
tershire have been strictly followed. The following subsections describe this back-
ground with a direct reference to the questionnaire.

4.4.1 Data protection and protection of the participants

Following the data protection guidelines of the University of Gloucestershire the
primary responsibility for the conduct of ethical research lies with the researcher.
Where applicable, professional codes of conduct of external organizations take prec-
edence over the University’s expectations and requirements for the conduct of re-
search, although in most cases final approval of research projects remains with the
record of ethical conduct (REC). As there was no direct contact with potentially vul-
nerable individuals, the research did not require REC approval.
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Therefore, the researcher will be responsible towards research participants (including
themselves): to ensure as far as possible that their physical, social and psychological
well-being is not detrimentally affected. Towards other researchers he will avoid,

wherever possible, actions which may have deleterious consequences for other re-
searchers, or which might undermine the reputation of their discipline.

1.

Research will be based, as far as possible and practicable, on the freely given

informed consent of those under study. The researcher will:

o explain to participants the aims, nature, conduct, funding, duration, pur-
pose and consequences of research, and how results will be disseminated;

o give due consideration to the power imbalance between researcher and re-
searched, and the right of participants to refuse participation at any time;

o explain to participants the extent to which they will be afforded anonymi-
ty and confidentiality, and their option to reject data-gathering devices
such as audio recorders etc.

o discuss potential uses of data with participants and obtain their agree-
ment;

o give due consideration to the interests of any ‘gatekeepers’ where access
is gained via a ‘gatekeeper’;

o where research participants are young children or other wvulnerable
groups, consult relevant professionals, parents/guardians and relatives,
and attempt to obtain informed consent of participants, their parents and
those who are in loco parentis;

o anticipate and guard against any possible harmful consequences of re-
search for participants.

The researcher will not use deceptive methods. The anonymity and privacy of

participants will be respected, and personal information will be kept confi-

dential and secure. The researcher complies with the provision of the Data

Protection Act 1998 (UK). While taking every practicable measure to ensure

confidentiality and anonymity, they will also take care not to give unrealistic

assurances or guarantees.

There will not be a requirement for specific approval from the Research Eth-

ics Committee.

Additional to the rules of the University of Gloucestershire the rules of the

German law about data protection (BDSG, 2017) will be respected.
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4.4.2 Anonymity and possible ethical conflicts

Health is a very personal and sensible area. All information, which is generated by
the author, are anonymous at any time, the questionnaire cannot be associated with
one individual person. The questionnaire was given to the participants at an event
and collected after the event. The author could access the database, which includes
all participants of the event, but it is not documented who of the participants com-
pleted a questionnaire. There is no possibility to find out who completed it.

The questionnaire is not asking for the personal health status to avoid possible ethical
dilemmas. A question, which could have had the potential for an ethical conflict, is
the question for a flu vaccine, because an employee in a general practitioner’s sur-
gery could infect ill or elderly people with the flu. However, in Germany the flu vac-
cine is not obligated for healthcare workers. This possible conflict is a political deci-
sion; there was no ethical conflict for the researcher. This means if an employee in a
doctor’s office and has not been vaccinated, they could be a danger to the patients
during the incubation time. The German health office is responsible for such con-
flicts and the law decides if there are forced vaccines.

4.4.3 Role of the researcher and ethical considerations

Following Saunders et al. (2012, p. 236), the ethical issues relating to "right to quali-
ty research" and "maintenance of objectivity" are of particular importance during the
phases of a research process. Qualitative deficiencies jeopardize the reliability, cred-
ibility and transferability of the results. Without objectivity the analysis and the eval-
uation of the data are impaired, in particular the reproductivity of the results relevant
for all research work is endangered.

In the case of the qualified interviews, the ethical consideration is that in addition to
the above-mentioned guarantee of anonymity and confidentiality, the independence
of the interviewees must be guaranteed. None of the interviewees should be aware of
the answers of others in order to avoid possible distortions of third-party comments.

Essentially, the quality of research, as well as objectivity, is affected by two poten-
tials for bias. On the researcher's side, the so-called confirmation bias is the main
factor. On the participant's side, it is the social desirability that can falsify results.
Both are discussed below with reference to the thesis.

Regarding ethical considerations, it should be emphasized that activities with a con-
crete reference to personal health issues (e.g. smoking, drinking habits) have been
deliberately excluded. This avoided both a possible confirmation bias (attitude and
attitude of the author to addictive behaviour) as well as the expected answers with
socially desirable content.

4.4.3.1 Confirmation bias
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“Confirmation bias means that information is searched for, interpreted and remem-
bered in such a way that it systematically impedes the possibility that the hypotheses
could be rejected — that is, it fosters the immunity of the hypothesis. Here the issue is
not the use of deceptive strategies to fake data, but forms of information processing
that take place unintentionally.” (Oswald and Grosjean, 2004, p.79). The term goes
back to the cognitive psychologist Wason (1960), who pointed out that we tend to
choose and interpret our information in a way that confirms our own expectations.
Saunders et al. (2012, p.192) see this as one of the main threats to the reliability of
the research work. For if the prejudices of a researcher leading to the confirmation
bias have a lasting effect on the result, the repeatability of the examinations with the
same or at least similar results by other researchers can no longer be guaranteed.

Before starting to suggest approaches that may involve confirmation bias in this
work, it should not go unmentioned that in modern science theory the assumption of
existence is considered a confirmation bias itself as one of the most serious confirma-
tion biases. For example, Whittlestone (2017) states in his thesis "The importance of
making assumptions: why confirmation is not necessarily a bias": "When we define
confirmation bias more precisely, it becomes evident that much of the research
commonly cited does not show what it claims to. Most (if not all) of the evidence we
discuss against a conceptual bias in the sense of a systematic deviation. This is often
because it is not clear what are the relevant normative standards for the task, the
tasks are too specific to generalize to a 'systematic' tendency, and / or because it's
unclear focal hypothesis. In addition, almost all research has been done at a bias at
the stages of reasoning independently - but we need to understand all stages of the
reasoning process, to the point of actually updating beliefs, if we want to be able to
conclude that reasoning actually systematically favors the focal hypothesis."
(Whittlestone, 2017, p. 193)

A first starting point in self-reflection to uncover possible confirmation biases lies in
the selection process of the activities for personal health promotion to be investigat-
ed. According to which criteria are certain activities accepted as suggestions and oth-
ers not? Here, the chosen selection process is of crucial importance. Restricting the
inclusion of only those measures that have been scientifically proven to reduce ab-
sent time will preclude actions based solely on the author's personal experience and
judgment, as well as those of marketing interests of product manufacturers (e.g. die-
tary supplements) and service providers (e.g. gyms). A typical example is yoga,
which according to the author's experience belongs to the health-promoting personal
measures, for which no scientific proof was found that it reduces the absence rates.

By this selected selection process, a possible problem with confirmations biases is
shifted from the author to the researchers of the respective studies or to reliability of
the institutional level of the publisher.

A disadvantage of the chosen selection process, so to speak a confirmation bias of
the second kind, is the filter of "scientificity". As a rule, only activities were included
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that were marked as peer reviewed by academic journals. Thus, it cannot be ruled out
that there are measures that certainly help in everyday practice but have failed to
appear in an academic journal and to be peer reviewed.

To minimize the risk of confirmation biases regarding possible activities, an open
question was included in the MFA survey with room for own suggestions and in the
structured interviews with the general practitioners, possible further measures were
asked.

The second starting point for a possible confirmation bias lies in the multi-criteria
decision-making model. Here it can be argued that the author's prejudices led to a
one-sided selection of decision-making criteria. Thus, it cannot be denied that the
author attaches significant importance to the acceptance of measures by the employ-
ees and that this becomes more or less obvious when recommending a priority con-
cept. However, this is transparent in the decision-making process and the chosen
approach of consciously considering the diversity of perspectives (ac-
ceptance/employee - effectiveness/doctor - costs/owner) was not least chosen to rule
out unilateral confirmation bias.

Another measure to counteract a confirmation bias lies in the integration of the pro-
posed measures into a comprehensive cause-and-effect structure and in a proven pro-
cess model.

According to Whittlestone's thesis (2017), this study is based on two assumptions:
first, the assumption that health management measures can contribute to improved
performance in general practitioners’ surgeries, and second, that decision-making on
the choice of measures follows a rationality-driven decision-making process.

4.4.3.2 Social desirability

“Social desirability bias refers to the tendency of research subjects to give socially
desirable responses instead of choosing responses that are reflective of their true feel-
ings. The bias in responses due to this personality trait becomes a major issue when
the scope of the study involves socially sensitive issues such as politics, religion, and
environment, or personal issues such as drug use, cheating, and smoking.” (Grimm,
2010, p. Social desirability) the confirmation bias, socially desirable answers endan-
ger the reliability and validity of the research results.

Certainly, the topic of "health" is associated with socially desirable answers. It is
tacitly assumed that "health and wellbeing" should be regarded as desirable condi-
tions, and that activities aimed at doing so should definitely be endorsed. This is es-
pecially true for health professionals, such as the MFAs surveyed here. They are be-
lieved to be open-minded to health management of any kind.

This relationship may lead to a participant bias (Saunders et al., 2012, p.192) when
assessing the acceptance of individual measures as the popularity of measures may
tend to be overstated. This would be important if only one measure were to be as-

DBA Cedric Ballin

131



132

sessed. However, since the preference of several measures is to be assessed in com-
parison, it can be assumed that none of the individual measures turns out to be par-
ticularly socially desirable.

As Grimm (2010) suggests, one of the ways to deal with social desirability is to pro-
vide well-elaborated response options to those questions that are prone to the social
desirability effect. This proposal was followed in questioning the specific activities.
In addition, it is not clear to what extent a truthful answer (instead of the socially
desirable ones) could lead to disadvantages or rejection. The chosen form of anony-
mization does not allow any conclusions to be drawn about an individual person.

In the individual measure "vaccination" a social desirability can conceptually not be
excluded. One focus of public vaccination campaigns aimed at counteracting increas-
ing vaccine drowsiness is so-called herd immunity. This refers to the effect that im-
munity acquired through vaccination is so widespread that unvaccinated individuals
are also protected in the population (the "herd") because the pathogen cannot spread.
Here consciously a "socially desirable" behaviour is propagated, as it also protects
immunocompromised persons (older, newly born, sick, ...) who cannot be vaccinat-
ed. From the answers in the questionnaire it is not clear to what extent the advocacy
of the prevention measure corresponds to vaccination of a personal conviction or a
desired behaviour.

When the general practitioner uses the multi-criteria decision-making model, it can-
not be ruled out that socially desirable behaviour plays a role. So, the general practi-
tioner is certainly aware that the employee orientation today is given an increasingly
high priority. This tends to increase the emphasis on the acceptance of health-
promoting measures. It is not possible to clarify based on interviews whether the lip
service in favour of the employees was filed in the general practitioners' interviews
or whether this corresponds to the actual conviction and the practiced action.

From an ethical point of view, the multi-criteria decision-making model should be
evaluated from the perspective of "maintenance of objectivity". From the author's
point of view, transparency and traceability in the derivation and weighting of the
decision criteria is an essential contribution to the "maintenance of objectivity".

The situation is similar with the statutory duty to quality management. To what ex-
tent this is the simple fulfilment of a socially set framework conditions, more pre-
cisely and strictly formulated a social enforced behaviour, or a lived conviction in the
patient's interest cannot be clarified by the interviews.

4.5 Summary

The aim of the chapter was to discuss and elaborate the methodological foundations
for answering the research questions. At first, the research paradigm was contrasted
in the dimensions "nature of science" and "nature of society". From the resulting pos-
sibilities "radical humanist", "radical structuralist”, "interpretivist" and "functional-
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ist", the latter was identified as the most adequate for this research work and at the
same time closest to personal attitudes.

The four common research philosophies positivism, realism, interpretivism and
pragmatism were presented and underpinned by references to health management.
The research philosophy underlying this research has been identified as a pragmatic
approach based on a conceptual framework that combines HR practices, psychologi-
cal contract, and organizational performance. In this framework, each of the five re-
search questions can be anchored.

The axiological point of view of the research philosophies was a pragmatism one.
The focus is therefore to identify and minimize the effects of biases.

In the ethical considerations, the data protection rules accepted as binding and the
guidelines for the protection of the participants were explained and explicated. Like-
wise, anonymity and possible ethical conflicts were discussed. According to the axio-
logical standpoint of a pragmatism, a possible confirmation bias and possible socially
desirable answers were discussed in the related issues.

The methodological basis for the research philosophies is an explorative and ex-
planatory approach, which is augmented by questionnaires and structured interviews
in a two-stage research design. Accordingly, the methods for developing a question-
naire for acceptance by MFAs and a priority concept were presented. As far as possi-
ble, hypotheses have been prepared for both areas, the validity of which should be
reviewed later.

While this chapter describes the methods used to design the MFA survey and to de-
velop the priority concept, the next two chapters will focus on the application of the
methods and the research findings to be derived from them.
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5. Research findings of the MFA survey

Section 1 of this chapter presents all recorded data in absolute and percentage values.
Attention was paid to assessing qualitative data and assessing them in the context.
The aim of section 2 is to draw a clear picture of the preferences of MFAs based on
the results of the survey. Links e.g. between individual measures and their ac-
ceptance in different age groups are clarified. As a contribution to knowledge about
health management in general practitioners' surgeries, the statements regarding their
statistical significance are examined. This provides a basis for rejecting or retaining
the hypotheses (4.2.7). In section 3 the results are summarized.

5.1 Quantitative and qualitative data from the MFA survey

The questionnaire was printed 400 times. It was distributed on several medical con-
gresses with assistance personal as participants in the period September 2015 to
March 2016. The feedback from the participants was very positive. The response was
higher as estimated and over 50% of the distributed questionnaires have been com-
pleted. Every second participant completed the questionnaire. When the question-
naire was distributed, the moderator asked or invited all participants in the auditori-
um to kindly complete the questionnaire. This may have led to a relatively high re-
sponse quote. Originally, certain software should collect the completed question-
naires. This did not work because the open question could not be processed by it.
However, the questionnaires were collected and evaluated in an Excel table (Appen-
dix 4). Questionnaires which were completed less than 80% were excluded - this was
the case for only ten of the questionnaires.

The following table shows how many questionnaires were distributed. It includes the
absolute number of returned questionnaires and the percentage in relation to the total
number of distributed questionnaires.

Status Number Response rate (%)
Distributed questionnaires 400 100%
Returned questionnaires 204 51%
Analysed questionnaires 194 48.5%

Table 5: Number of questionnaires with return rate

5.1.1 Data on demographic characteristics

Two questions provide information about the participants: the age and the gender.
The data in this first question is quantitative, there were no open questions.

Gender Total | Percentage |
Female 194 100%
Male 0 0%

Table 6: Gender of the MFAs
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The result for gender is a 100 % female. No male completed the questionnaire. To
avoid a mistake, the lists with the participants of the congresses where the question-
naire was distributed were checked really there were no male participants.

The result for the age of the employees is useful to learn about the actual and poten-
tial future problems linked with aging employees and the result is also useful to rec-
ognize age-related preferences.

| Age Total P1 P2

18-25 59 31% 30%
26-35 34 18% 18%
36-45 49 26% 25%
46-55 35 18% 18%
56-65 15 8% 8%
66+ 0

Total answer 192

No answer 2 1%
Total questionnaires 194

Table 7: Age of the MFAs

In the P1 column the percentage is calculated related to the number of total ticks and
in P2 the percentage related to the total number of questionnaires. These two figures
are calculated to show how many participants completed the single question.

5.1.2 Data on the general practitioner’s surgery

In the subsection 4.2.2 the selection of general practitioners’ surgeries has been de-
fined. These are the results of the control questions to be sure the right group of em-
ployees has been targeted.

The questionnaires were distributed on congresses for general practitioners and their
employees. The question for the speciality is to make sure the group of employees
which was selected is correct. During the congress registration, the participants had
to confirm that they are working in a medical doctor’s office, but the speciality was
not interrogated.

What kind of general practitioner’s surgery you work for?
Total P1 P2

General practitioner 165 92% 85%
Gynaecologist 9 5% 5%
Other 6 3% 3%
Total answer 180

No answer 14 7%
Total questionnaires 194

Table 8: Specialization of the doctor's office, in which the MFAs work
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In the P1 column the percentage is calculated related to the number of total ticks and
in P2 the percentage is calculated related to the total number of questionnaires.

The quantitative data on the existing health management programs were generated by
a multiple-choice question. There was no further specification of the kind of activi-
ties. The participants could interpret health management from their point of view.

Are there activities for health management in your general practi-
tioner’s surgery?
Total P1 P2

Yes 45 26% 23%
No 129 74% 66%
Total 174

No answer 20 11%
Total questionnaires 194

Table 9: Existing health management

In the P1 column the percentage is calculated related to the number of total ticks, and
in P2 the percentage is calculated related to the total number of questionnaires.

Additional there are answers to the open questions which provide qualitative data.
There were in total 71 comments. Multiple answers were possible. For categorizing,
the open question was divided in two parts “yes” and “no”. In the following table, the
grouped answers for the questions are summarized. The spellings of the suggested
activities were different but clear enough for categorizing them. The proposed activi-
ties were only difficult to read, but sufficient to categorize them.

Are there activities for health management in your general practi-
tioner’s surgery? If “yes” what kind of activity?

Total | Percentage
Check up 12 30%
Vaccine 14 35%
Nutrition advice 5 12.5%
Healthy food 3 7.5%
Office chair for the back 1 2.5%
Fitness 3 7.5%
Vitamin infusion 2 2%
Total 40

Table 10: Existing health management activities for the open question “yes”

The following question should only be completed if the answer to the question above
was “no”. The results from the qualitative answers were categorized in groups. The
following table above summarizes these answers.
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Are there activities for health management in your general practitioner
surgery? If “no”, why are there no health management activities?

Total | Percentage |
| do not know 9 32%
No interest / nobody care 11 39%
No time 8 29%
Total 28

Table 11: Possible reasons for lack of health management for open question “no”

In the next table, the group who answered “No - there is no health management in the
organisation I work for” is summarized.

Five answers in both parts of the question were not included, because they were not
linked to the question like “I work too much and earn too little” or they were illegible
or not understandable.

5.1.3 Data on the promotion of personal health potentials

The first question was the willingness to participate in health management and its
general acceptance. This was a question with a multiple-choice option and an open
question. The question if a MFA would generally join a health prevention program
was divided in a quantitative and a qualitative question. The participants could an-
swer these questions independently of an existing health management program in
their general practitioners’ surgeries.

The quantitative part of the question was designed as multiple-choice question. It
was combined with an open question afterwards. The following table shows the re-
sult of the quantitative data.

Would you join a health prevention program?

P1 P2
Yes 97 68% 50%
No 46 32% 24%
Total 143
No answer 51 26%

Table 12: Willingness to join a health prevention program

50% of the participants did not answer the question or ticked “No”. These partici-
pants could still answer the open question about health management or tick health
management activities. This reduced the risk that a participant did not understand or
misunderstood what is meant with health management activities.

Additional there were answers to the open question which provided qualitative data.
There were in total above 30 comments. Multiple answers were possible. For catego-
rizing, the open question was divided in two parts “yes” and “no”. In the following
table, the grouped answers for the questions are summarized. The qualitative part of
the question for existing health management was designed as open questions. To use
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the comments as quantitative data the author has grouped them to comparable units.
In the following table, the grouped answers for the first part of the question are
summarized. It only includes the answer if the participant has ticked “Yes - There are
health management activities in my organisation”.

Which health management program would you join?

Back training 4
Movement (Jogging, Trekking, walking,) 5
Wellness and Fitness 5
Yoga and meditation 7
Massage 2
Nutrition program 4

Stress reduction program 2
Total 29

Table 13: Health activities mentioned in the open answer

Why would you not join a health management program?

No time 5

Organisation to small 2

Table 14: Reasons for refusal of health activities in the open answer

Five answers in both parts of the question were not included, because they were not
linked to the questions. Alternatively, the answers were not readable.

The following questions are about different health management activities.

The quantitative data for health management programs with movement promotion is
a multiple-choice question. Many of the participants ticked “no” they would not take
part in health management (table above) but “yes” in several activities. The first table
shows the number of ticks.

Which programs for the activity “movement promotion” you would join?

yes | rather yes |depends| ratherno | no | sum
Training at the workplace (max. 10 min) 43 38 52 30 17 | 180
Training at home (max. 10 min) 26 64 44 34 11 | 179
Sponsored activity after work (Fitness, Yoga, etc.)| 49 62 38 23 13 | 185
With a counter for the steps or a fithess watch 36 51 31 40 24 | 182
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Which programs for the activity “movement promotion” you would join?
yes | ratheryes |depends| ratherno | no | sum
Training within a group of colleagues 25 46 54 36 20 | 181
Table 15: Choice of “movement promotion” programs total ticks
In the following table, the same data as above were used but in percentages.
Which activity of “movement promotion”
you would join? yes | rather yes | depends | rather no | No
Training at the workplace (max. 10 min) 24% 21% 29% 17% 9%
Training at home (max. 10 min) 15% 36% 25% 19% 6%
Sponsored activity after work (Fitness, Yoga, etc.) | 26% 34% 21% 12% 7%
With a counter for the steps or a fitness watch 20% 28% 17% 22% 13%
Training within a group of colleagues 14% 25% 30% 20% 11%

Table 16: Choice of “movement promotion” programs in percentages

The following table summarizes only the “yes” and “no” without a tendency “rather
yes” or “rather no”. The middle choice “depends™ is carried over as the percentage of

“neutral”.

Which programs for the activity “movement promotion” you would join?

Yes Neutral No
Training at the workplace (max. 10 min) 45% 29% 26%
Training at home (max. 10 min) 50% 15% 25%
Sponsored activity after work (Fitness, Yoga, etc.) 60% 24% 19%
With a counter for the steps or a fithess watch 48% 13% 35%
Training within a group of colleagues 39% 20% 31%

Table 17: Choice of “movement promotion” programs reduced to

“«

» “ ”»
yes or no

The quantitative data for health management program for weight reduction and
change of nutrition is presented in the following tables. The first table shows the
number of ticks for each activity and how they are rated.

DBA Cedric Ballin



140

Which activities for weight reduction and change of nutrition would you support?

yes rather yes | depends ralt:)er no |sum
Would you join a group session with an ex-
ternal consultant? 20 40 48 42 29 | 179
Would you join a single session with an ex-
ternal consultant? 26 58 45 27 24 | 180
Would you join a session with a medical phy-
sician from your medical office? 15 31 42 52 36 | 176
Would you like to get healthy snacks/food at
work? 106 47 15 7 183
Table 18: Choice of “Weight reduction and change of nutrition” - total ticks
In the following table, the figures above are used to display the percentages of the
answers.
Which activities for weight reduction and change of nutrition would you support?
Yes rather yes | depends | rather no no
Would you join a group session with
an external consultant? 1% 22% 27% 23% 16%
Would you join a single session with
an external consultant? 14% 32% 25% 15% 13%
Would you join a session with a med-
ical physician from your medical of-
fice? 9% 18% 24% 30% 20%
Would you like to get healthy
shacks/food at work? 58% 26% 8% 4% 4%
Table 19: Choice of “Weight reduction and change of nutrition” - percentages
The following table summarizes only the “yes” and “no” without a tendency “rather
yes” or “rather no”. The middle choice “depends” is carried over as the percentage of
“neutral”.
Which activities for weight reduction and change of nutrition would you support?
Yes Neutral | No
Would you join a group session with an external consultant 34% 26% 40%
Would you join a single session with an external consultant 47% 25% 28%
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Which activities for weight reduction and change of nutrition would you support?

Yes Neutral | No
Wguld you join a session with a medical physician from your medical 26% 249 50%
office
Would you like to get healthy snacks/food at work 84% 8% 8%

Table 20: Choice of “Weight reduction and change of nutrition” program — reduced

2

to “yes” or “no

After the questions on different activities which the participants would prefer, the last
question was focused on vaccines.

Every question has a quantitative and qualitative part. The evaluation of the open
question about vaccines revealed a possible problem within the questionnaire. The
open question result about which vaccines are used leads to answers like “all” or a
list of five or six vaccine names. For the evaluation, the author used a category for
participants who gave a feedback which could be interpreted as all vaccines. This
means if the participant wrote down five or six standard vaccines it was counted as
fully vaccinated. There are typical seasonal vaccines like the seasonal flu vaccine,
they were counted extra. Travel vaccines like the tick-borne encephalitis (TBE) or
the anti-rabies inoculation were counted extra if they were mentioned.

In Germany, there is a group of people who are against vaccines in general. They do
not believe in the effect of vaccines or belief they have a negative effect on the im-
mune system. This discussion is more a discussion about beliefs and less about sci-
ence. To avoid an ethical conflict or discussions with this group the author did not
categorize answers to open questions, which were just against vaccines. There are ten
comments like “I was not ill in the last years therefore I do not need vaccines” or
“My immune system is strong enough”. These comments were interpreted as a nega-
tive answer “No, I do not use vaccines”.

The questions for vaccines are divided in the question for vaccines use in work and
private life. The first question about vaccines was about the acceptance of vaccines
in the private live.

Do you regularly use vaccine in your private life?

Total | Percentage
Yes 145 75%
No 37 19%
No answer 12 6%
Total 194

Table 21: Quantitative data on the use of vaccines in private life
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There were two answers with “no” vaccines in private life but in the open part “no
vaccines” meant all ground vaccines but not the flu vaccine. These two answers were
counted as a “yes” in the table above.

The following table summarizes the evaluation of the open questions for private life
vaccines.

Which vaccines do you use regularly in your private life?
Total
Flu vaccine 38
No flu vaccine 3
Tick-borne encephalitis 38
All vaccines 127
Total (Multiple answers were possible) 206

Table 22: Qualitative Data on the use of vaccines in private life

The vaccines for flu and tick-borne encephalitis were mentioned in the open ques-
tion. The “no flu vaccine” means it was explicitly written down: “Yes, I use vaccines
but no flu vaccine.” For the other vaccines, there were no further comments.

The question about the possible use of vaccines provided by the employer was re-
duced to one question. There was only the choice for “yes” and “no” to generate the
quantitative data.

Would you join a vaccine program at work?

Total | Percentage
Yes 171 88%
No 12 6%
No answer 11 6%
Total 194

Table 23: Quantitative data for vaccine program in work

The open question did provide some examples for vaccines:

Would you join a vaccine program at work? Total

Flu 39
No flu 3
TBE 25
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Would you join a vaccine program at work? Total

All vaccines 127

Table 24: Qualitative data for a vaccine program in work

In the open question three participants wrote they would join a vaccine program, but
they do not want the flu vaccine.

The question for the regular status check was not divided into private and work life.

Do you check your vaccine status regularly?

Total | Percentage
Yes 163 89%
No 20 11%
No answer 11
Total 194

Table 25: Quantitative data on vaccines status check

5.2 Preferences of the MFAs on health-promoting measures

The perspectives of the stakeholders are important for the improvement of health
management. The results of the employees are important because the employees are
the key of every health activity. Their acceptance for activities is needed; without the
allowance of the employee and their agreement, no activity can be implemented.

According to literature review, it was obvious that there are no studies on health
management in general practitioners’ surgeries. This research and the generated in-
formation provide additional information about this group of employees, the MFAs,
and can help to change the health management in these organisations. The research
findings in this point are central for the development of a priority concept — the sub-
ject of the next chapter.

In the first step, the gender and the age group of the MFAs are examined more close-
ly. The following subsection is a closer look at the general medical practice from the
point of view of "health management". The focus is on the measures that should be
included in a priority concept. For these measures, preference profiles are developed.

5.2.1 Gender and age groups of the MFAs

Two demographically relevant characteristics were recorded: the gender and the age
group.
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As already stated in subsection 2.2.2, the MFA profession with a woman share of
98.3% is a typical women's occupation. This is confirmed by the MFA survey, which
according to Table 6 shows a woman share of 100%. For this research, it was there-
fore only necessary to examine whether the share of 100% is a random result or
whether this proportion is in the so-called 95% confidence interval of the “true” val-
ue 98.3%. With the aid of the formula proposed by Pernerstorfer (2009) , the lower
limit of 96.4% was determined for sample size 194 and 100.0% for the upper limit.
That is, the proportion of women found is not a random result; rather, it is significant
at a confidence interval of 95%.

This result is not surprising, but it is important to keep in mind all the generalizations
that may be derived from this research, that all statements refer to the groups "wom-
en". Thus, the following comparison of the age groups also refers to the female pro-
portion of the employed.

The following diagram uses the data from Table 7 "Age of the MFAs" and compares
it with two other available statistics. The blue columns are the percentages of the
respective age group from this MFA survey. The data from the orange columns is
from the Federal Bureau of Statistics (destatis, 2016) and shows the distribution of
the female labour force in the year 2016. The grey column data were taken from the
government report "Health Care Data" (BMG, 2016), which identifies age groups for
the occupational group "doctor’s receptionists". As there is no official data on the
age structure of the MFAs, the data of the group of "doctor's receptionists", which
are one third larger, were used. The data are from the year 2014. The latter two statis-
tics use a different age structure, which has been adapted for this research work for
reasons of better comparability.

Share of age groups in comparison
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Figure 19: Age structure of the MFAs in comparison

At first glance, the highest share with 31% is the age group 18-25 years. On the one
hand, this may be because younger employees may be sent to trainings rather than
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older ones, and on the other hand, the high popularity of the MFA vocational train-
ing: With 15,822 newly concluded training contracts, in 2016 the MFA was one of
the most popular vocational training programs for women (Rank 2). If one adds to
the general MFAs the dentists’ specialized MFAs (with 12,780 Rank 6), the medical
assistants are the most popular profession regardless of gender - before "Office man-
ager" (28,656 contracts) and ‘“Management assistant in retail" (25,191 contracts)
(BIBB, 2016).

The proportion of the age group 26-35 years is the second lowest. This could be be-
cause for a typical female professor at this age, the phase of the family foundations
starts and many women in the family place higher priority, especially since they are
often "only" the second earners. On the other hand, it could be a sign that the expec-
tations of the profession are not fulfilled, and the exit rate increases. For example,
Kathmann and Dingeldey (2013, p. 12) reported an exit rate of up to 54.6% over 15
years.

In addition to the peak of the youngest group, the age group 36 to 45 years has the
highest share. This is untypical in comparison to the age structure of female workers.
Among these, the largest proportion is in the age group 46 to 55 years. This may be
an indication that the medical assistance professions will not be so severely affected
by demographic change.

The share of the age groups 46 to 55 years and 56 to 65 years then decreases again
and above average. Unlike the younger ones, the lack of (or realized) career opportu-
nities are a plausible reason for leaving the professional group of MFAs. The same
trend, albeit less pronounced, can be seen in the group of doctor’s receptionists.

In the overall picture, unlike the general labour market for women, the proportion of
older people does not increase, but decreases from about 35 years. This not only fo-
cuses on the aging problem but also the attractiveness of the occupational field for
health management measures. For the role of the physician as a leader, the age struc-
ture proves to be ambivalent. On the one hand, as long as the MFAs are one of the
most attractive and sought-after occupational profiles, the doctors can rely on the fact
that no job placement problems occur. On the other hand, the attractiveness of the
MFA jobs cannot be indifferent to them as dissatisfied employees without a career
chance causes failures and absent times (Vu-Eickmann and Loerbroks, 2017).

The issues related to the age show that MFAs do not face any demographic change
problems compared to other occupational groups. In this section the age structure is
used to check whether the measures referred to as preference require age group-
specific adjustments.
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5.2.2 Experience with and willingness for health management

The question about the specialisation of the medical physician was important to
check if the target group completed the questionnaire. It was used to prove if the
main employees who completed it are really working in general practitioners’ surger-
ies. From the participants who provided information about the kind of their medical
offices, 92% are working in general practitioners’ surgeries. The rest are working in
specialist practices, which are organized in a comparable way.

In the questionnaire 8% of the participants work for other specialised surgeries. The
female quote there is 100% too and it may be that the activities, which are preferred
by the employees of general practitioner, could be transferred. This point is ad-
dressed under “Conclusions”.

There is a quote of general practitioners’ surgeries that already use health manage-
ment program. 26% (Table 9) have a program for health management. Such as vac-
cine programs or a regular health check-up.

To interpret the results of the questionnaire it was necessary to know how many
SMEs or general practitioners’ surgeries use an implemented health management
system. The literature review identified one study of higher interest in this context.
The results of ,,Health Management in Small and Medium-Sized Enterprises” (Zelfel,
Alles et al., 2011) argue that there is a need to improve the health management in
German SMEs and that the health management is not established in the German
SMEs. The study provides a revealing figure about the dissemination of health man-
agement. The authors made telephone interviews with 1,441 organisations between 1
and 250 employees in seven regions of Germany. The result concerning the usage of
health promotion activity was that 20% of the contacted organisation has made some
kind of health management.

The result from the questionnaires is that 26% of the general practitioners’ surgeries
have a health management program. This means that the quote of health management
in general practitioners’ surgeries compared with the figures provided by Zelfel, Al-
les et al. (2011) 1s 23% higher than in SMEs in general. This is a significant differ-
ence to the average which was identified in the research “Health Management in
Small and Medium-Sized Enterprises - Results of a Representative Survey* (Zelfel,
Alles et al., 2011).

However, this is a positive result for the general practitioners’ surgeries. There is a
higher level of health management and there is potential for improvement. It is fasci-
nating why this quote is higher and if this could be used for the implementation of
health management. The questionnaire of this research was completed in between
end of 2015 and the beginning of 2016. The other one was finished in 2011. The idea
of health management was promoted by many congresses, medical associations,
management associations, the government and insurance companies in the last years.
This would mean that there is a general positive trend for health management. To

DBA Cedric Ballin



Doctorate in Business Administration

prove this, actual studies with figures from 2014 to 2015 would be needed to com-
pare it.

The research from Zelfel, Alles et al. (2011)(Zelfel, Alles et al., 2011) is representa-
tive this could be a reason too. This research is not representative. It is possible but
unlikely that this is the explanation for the difference.

Another reason may be the size of the selected companies. The research from Zelfel,
Alles et al. (2011) includes SMEs without any boundaries. The definition of SMEs is
a wide range from one employee to 250 employees.

A weak point is that there is no clear definition of a health management system. The
research identified several activities for health improvement; however, the literature
research did not provide a definition of a health management system. The author
could identify if these participating companies have implemented health management
activities but not define the health management system. Buying an ergonomic chair
could be a health supporting activity, but it is no health management system.

The results of the open questions are important in this case, they provide an insight
into the existing health management in the general practitioners’ surgeries. Com-
pared to “Health Management in Small and Medium-Sized Enterprises - Results of a
Representative Survey* (Zelfel, Alles et al., 2011) this open question allowed the
author to identify the kind of health management which is used. This is the first re-
search for health management in general practitioners’ surgeries. There are no data
on which health management activities are already in use in these organisations.

The categorized results from the open questions could be compared with the results
from the multiple choices questions. Table 10 “Existing health management activities
for the open question ‘yes’” provide a summary of the open questions. By the litera-
ture review, the author gained an in-depth insight which activities are common for
effective health management. However, the results of the open questions provided
additional information about activities, which were not identified in the literature
review.

Over 30% of the participants who completed the open questions stated that there are
check-ups in their organisation. In the literature research, there were no results for
general check-ups and their efficiency. If the health insurance overtakes the costs this
could be an effective and cheap activity for an organisation. Check-ups with medical
proven effects are provided in Germany by several health insurances for free to mo-
tivate their clients to go to a physician when they are healthy, before they are ill. This
is used as a prevention to identify possible risk factors like overweight and to avoid
them. There are several check-up programs for prostate cancer, breast cancer and
other further diseases. In Germany, this is a political decision which is in the wider
area of health management. However, the acceptance of this activity would be pre-
sumably low. The participant could write down the activities they prefer in the open
questions for preferred health management. However, the qualitative data on this
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show that none of the participants would prefer a check-up. One explanation for the
existing health check-ups could be financial. In the case of general practitioners’ sur-
geries, the physicians can invoice it to the health insurance and earn money with their
own employees.

In total, the answers to the open questions confirm the selection of the multiple-
choice questions through the literature review. The selection involves nearly all ac-
tivities which are still in use. For the implementation of the priority list, this is help-
ful. When a general practitioner already uses health management techniques, they
can use such activities which are not implemented.

This part of the result provides insight if the employees have a positive or negative
attitude to the health management. With 63% acceptance rate a clear majority of the
employees would accept a health management program. This acceptance is important
for the practical use of the activities. The employer knows that their employees
would like to take part.

A quote of participants did not tick “yes” or “no” for the general question. This
group may be undecided, and it could be possible to motivate them to participate in
activities. Another effect is that the participant originally ticked that they would not
take part in a health management program. Afterwards they ticked at which health
management program in their organisation they would take part. This is paradox. An
explanation would be that the participant did not know what a health management
program is. For example, the yearly flu vaccine is a health management activity, but
for the employees it is just the normal yearly flu vaccine. In this case they would tick
“no” for join a health management program and “yes” for the vaccine.

The null hypothesis, formulated in subsection 4.2.7, concerning the willingness to
participate in a health promotion program was as follows:

Hy: The willingness of the MFAs to participate in a health promotion program
is independent of age.

The following table allows the hypothesis test:

Age yes no Ex,;,):g‘t‘ed p-value
18-25 23 17 18.0 0.8100
26-35 20 7 15.7 0.0285
36-45 28 40 21.9 0.0001
46-55 18 10 14.1 0.2746
56-65 8 2 6.3 0.0882

97 76 76 0.0001

Table 26: Hypothesis test: Willingness to participate is independent of age
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In the rows of the table are the age groups, in the columns “yes” and “no” are the
number of ticks in the questionnaires for the willingness to participate or not. In the
column “Expected no” is the calculated number of “no”, assuming the null hypothe-
sis holds, and you can expect the same distribution for “yes” and “no” answers. For
example, in the age group 26-35 the answer “yes” was given by 20 of 97 persons.
That means 20.6%. This percentage applied to the total number 76 of “no”-answers
leads to expected 15.7 persons.

The chi square test calculates the differences between the actual number and the ex-
pected number. From this, the significant level is determined as the probability that
the actual and the expected number are distributed in the same way, the p-value. In
this case the p-value is 0.01%.

Since the p-value is less than 1%, the null hypothesis can be rejected and the counter
hypothesis

Hi: The willingness of the MFAs to participate in a health promotion program
is not independent of age.

must be accepted on a confidence level of 99.9%. If the chi square test is applied to
each age group, the reason becomes clear. The main deviation between real number
and expected number of “no” is the age group 36-45 years with the p-value less than
1% and the age group 26-35 years with a p-value less than 5%. As visualized in Fig-
ure 20. This means e.g. that an institution wants to increase the willingness to partic-
ipate for example by means of information materials or information events, would
need to make special arrangements for the middle-aged group of MFAs to motivate
them.

Willingness to participate
in a health promotion program

40 ¥es mno

Mumber of replies
=]
[

| =

18-25 26-35 36-45 46-55 56-65

Age groups

Figure 20: Different willingness to participate in health-promoting measures

DBA Cedric Ballin

149



150

The next finding concentrates on the occurrence of the combination of the items
“Experience” and “Willingness”. 143 participants responded to the question of exist-
ing health care activities as well as about the willingness to participate.

Experience with and willing for
health promoting activities

Experience "no"
' Experience "yes"

Willingness "yes" Willingness "no"

Figure 21: Group formation with the combination "experience" and "willingness"

The compilation of the response combinations reveals four clearly distinguishable
groups as presented in the figure above. To clarify the differences, the four groups
were labelled by the author with four most succinct names.

The “curious optimists” (51%): with no experience but willing to join — They
form by far the largest group. They are by far the largest group and most like-
ly they expect the greatest effect on their personal well-being.

The “cautious pessimists” (24%): with no experience and (hence) not willing
to join - They form the second-strongest group and answered in the previous-
ly described paradoxical way and often called "no one cares" and "no time"
as possible obstacle grounds. This group is likely to be targeted through de-
tailed information work for health promotion activities.

The “experienced optimists” (16%): with experience and (therefore) ready for
further participation - They make a large part of the 40 responses to already
existing measures and seem to be so satisfied with the past so far that they
would participate in further measures.

The "disappointed" (8%): with experience and (therefore) the lack of willing-
ness to further participation. - The relative low percentage is not necessarily
against the acceptance of the measures; because it is not clear whether other
reasons (e.g. family circumstances) were decisive. These MFAs also replied
in the paradoxical manner described above. In particular, the proposed
measures for the promotion of movement and nutritional advice did not ap-
pear in the open responses of this group.
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The following subsection examines, inter alia, whether there are different preferences
for the individual programs proposed for the group of "experienced" and "willing".

5.2.3 Preference profile to programs of movement promotion

Taking all five proposed activities together, the acceptance of “movement promo-
tion” is good. Following Table 17 the most popular health promotion activity with
60% of the nominations would be the support of private activities like fitness or yo-
ga. This is not a surprise, because the employee could keep on their private sports
and get a part of it paid. This acceptance could be used to motivate employees who
do not take sports at home to start with it. The next activities are closer together: 50%
would join training at home and 45% a daily training program in the office. Training
with a step counter or a fitness watch is between these values and is be advocated by
48%. The "Training within a group of colleagues" with 39% is on the last rank.

In order to gain a deeper insight into the preference structure of MFAs for movement
promotion programs, the Likert (1932) scales (1 for "yes" up to 5 for "no") were
evaluated for each proposed activity by age group.

The following table shows this as an example for the activity "Training at workplace
(max. 10 min)". Prior to the evaluation, it was ensured that the ticks were not created
by chance or by arbitrary ticking. For this purpose, the two null hypotheses "The
Likert (1932) scale values for training at workplace are equally distributed" as well
as "The Likert scale value for training at workplace are normally distributed" were
tested for significance. Equally distributed would mean that each of the five values
would be about the same number, i.e. about 20%, the answer would be "diced".
Normal distribution would mean that the participants most often cross the mean val-
ue (3 - neutral) and the extreme values (1 - yes and 5 - no) do not.

The null hypotheses for normal distributions can be discarded (p < 0.1%) so that the
counter hypotheses "The answers are not normal distributed" are confirmed as "high-
ly significant". The null hypotheses for uniformity distribution are rejected for
"sponsored activity", "training at home" and "step counter or fitness-watch" with
p <0.1%, so that the counter hypotheses "The answers are not equally distributed"
are also as "highly significant" are accepted. The p-value of 1.6% for "Training with-
in a group of colleagues" and the p-value of 2.2% for "Training at workplace” means

that the counter hypotheses are classified as "very significant".

The following table shows the 5 age groups in the columns. The last column contains
the sum, the average or the standard deviation (SD) depending on the line. The first
line shows how many responses for the "Training at workplace" measure was applied
to the "yes" in the respective age group, For example 10 in the age group 36 to 45
years. At the end of the line the sum is indicated. The lines for the different values of
the Likert scale are followed by the total line for the selected activity, here "Training
at workplace". For example, that this measure was answered by 57 participants of the
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age group 18 to 25 years. The following is a line with the average values for the re-
spective age group. The average value is given by the Likert (1932) scale. It should
be noted that a smaller average value means a higher preference. An average less
than “3 — neutral” means that the preference for the measure tends to be "yes". In the
example, the "training at workplace" measure is most preferred by the age group "56
to 65 years". The average of all age groups - here 2.6 - is entered in the last column.
The last line shows, how much the average of the age group deviates from the total
average of the group up or down. In the example, the measure is rated above average
with a good -0.7 deviations from the age group "56 to 65 years".

Age groups / 18t025 | 26t0 35 | 36t0 45 | 46 to 55 | 56 to 65 sum
Likert scale years years years years years average/SD
1—yes 11 5 10 7 4 37
2 - rather yes 14 4 8 10 3 39
3 — neutral 21 11 14 5 3 54
4 - rather no 7 9 8 8 0 32
5-no 4 1 7 4 0 16
Training at workplace 57 30 47 34 10 178
Average 2.6 29 29 2.8 1.9 2.6
Deviation 0,0 0.3 0.3 0.2 -0.7 0.4

Table 27: Preferences and age groups for “Training at workplace”

The illustration of the table as a bar chart shows again clearly the different assess-
ment of the measure by age group. While it is most favoured by the oldest group of
people, the other age groups tend to prefer it less favourably.

Preference profile
"Training at workplace"

56 TO 65 YEARS
46 TO 55 YEARS
36 TO 45 YEARS

26 TO 35 YEARS

| | 18 TO 25 YEARS | ‘

0,8 -0,6 04 -0,2 0,0 0,2 04 0,5 0,8

Figure 22: Differing preferences between the age groups

Such preference profiles can be applied for each of the proposed measures for the
promotion of movement. If the deviation is not attributed to the overall average of a
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measure (2.6) but to the average for all measures (2.7), the overall profile is differen-
tiated according to type of measure and age group.

Preference profiles for movement promotion
and age groups

Training group
e

Stepcounter
M 56 to b5 years
=i 46 to 55 years
SW 36 to 45 years
P m 26 to 35 years
Trainingatm 18 to 25 years

Y - S
Training at workplace _

0,7 0,5 0,3 0,1 0,1 03 0,5 0,7

Figure 23: Preferences for the different measures of movement promotion and age
groups

5.2.3.1 Training in a group with colleagues

As already known, this offer is the most unpopular (average: 2.9 - standard deviation:
0.2). It is the only measure that tends to "rather no" in all age groups. The age group
26 to 35 is the most disinclined. One possible explanation is that it rather avoids
sports activities in an age-mixed group. For this explanation, the same group prefers
the sponsored activities most strongly.

Hy: The preference value of the age group 26 to 35 for the measure "Training
in a group with colleagues"” does not deviate from the other age groups.

The hypothesis test discards the null hypothesis (p<5%) so that the hypothesis can be
assumed to be significant.

In terms of experience, the measure is more likely to be statistically highly signifi-
cant (p<1%) of experienced MFAs (average 2.6) rather than inexperienced (average
3.0).

As is to be expected, the preference of MFAs, which have indicated their general
willingness to participate in health-promoting measures, tends to be better than for
the "unwilling" (average 2.6 resp. 3.6)

5.2.3.2 Step counter or fitness-watch

DBA Cedric Ballin

153



154

This training program is also perceived as being below average by almost all age
groups (average: 2.9 - standard deviation: 0.3). The significant deviation in the age
group is strikingly 56 to 65 years, while all other age groups evaluate this training
form almost equally. A possible explanation would be that the older MFAs are not
accustomed to using training measures with timings. As the hypothesis-test show the
null hypothesis

Hy: The preferences of the age groups 46 to 55 and 56 to 65 do not differ

can be rejected at a high level (p = 3.7%). Since the age group 45 to 54 shows a very
slight deviation direction to "rather yes", the following null hypothesis

Hy: The preference value of the age group 46 to 55 for the measure "Step
counter and Fitness-Watch" does not differ from the other age groups.

was also tested. If you do not want to be satisfied with a confidence level of 90%, the
p-value of 8% is not sufficient to reject the null hypothesis.

Under the aspect of "experience", the measure is more likely to be statistically highly
significant (p <1%) by inexperienced MFAs (average 2.8) rather than by experienced
(average 2.9)

As is to be expected, the preference of MFAs, which have marked their general will-
ingness to join health-promoting activities, tends to be better than that for the "un-
willing" (average 2.5 resp. 3.4).

5.2.3.3 Sponsored activities

This offer is most preferred by all MFAs and is uniform across all age groups with
the lowest standard deviation compared to the other offers (average: 2.4 - standard
deviation: 0.1). Since the middle age groups showed the highest approval in this of-
fer, it was tested whether these values are statistically significant.

’

Hy: The preferential value of age group 26 to 45 for the "Sponsored activities'
measure does not differ from the other age groups.

The significance level of 95% shows that the thesis cannot be rejected or accepted.

In the "experience" aspect, there is no significant (p>5%) difference in the preference
estimation between MFAs with (average 2.3) and without experience (average 2.4).

As is to be expected, the preference of MFAs, which have indicated their general
willingness to join health-promoting activities, tends to be better than that of the
"unwilling" (average 2.1 resp. 3.1).

5.2.3.4 Training at home

This offer is the second most popular offer. Remarkable are the slight deviations both
upwards and downwards (average: 2.6 - standard deviation: 0.2). At least this offer is
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at least preferred by the youngest age group. In this context, the basic principles of
younger people may be that they do not want their leisure time to be influenced by
company initiatives.

Hy: The preference value of age group 18 to 25 for the "Training at home"
measure does not differ from the other age groups.

tested. The significance level of 13.5% shows that the thesis cannot be rejected or
accepted.

In the "experience" aspect, the measure is statistically highly significant (p <1%) of
experienced MFAs (average 2.3) more preferred than of inexperienced (average 2.8).
At 0.5, the range is greatest in the preference evaluation.

As was to be expected, the preference of MFAs, which have struck their general
readiness for health promotion measures, tends to be better than that for the "unwill-
ing" (average 2.5 resp. 3.3)

5.2.3.5 Training at workplace

This offer polarizes most. It has the largest span with -0.6 up and +0.2 down (aver-
age: 2.6 - standard deviation: 0.4). In their approbation the oldest group and the
youngest group agree, albeit to varying degrees. Here, too, the basic principle could
be expressed that the leisure time should not be influenced by company initiatives
and that what can be done at the workplace should also be done there.

Hy: The preference value of the youngest and oldest age group for the "Train-
ing at workplace" measure does not differ from that of middle age groups.

The hypothesis test confirms the contra hypothesis with p <1% as very significant.

In the "experience" aspect, the measure is more likely to be statistically highly signif-
icant (p <1%) of experienced MFAs (average 2.5) rather than inexperienced (average
2.8).

As was to be expected, the preference of MFAs, which have marked their general
readiness for health-promoting measures, tends to be better than that for the "unwill-
ing" (average 2.5 resp. 3.2)

5.2.4 Preference profile to programs of nutrition counselling

Following Table 20 the activities for “healthy snacks/food at work™ are the most
popular among in the group of nutrition (84% approval with “yes” or “rather yes”).
Afterwards all other nutrition activities are under 50% acceptance. The next activity
in the list is a “single meeting with a nutrition consultant” (47%) or a group meeting
(34%). The lowest preference is reached by an “Internal session with a physician
from the medical office” (26%).
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The meeting of a nutrition consult within a group was voted with only 34% which
can be interpreted as denial. An explanation may be that the MFAs do not want to
discuss their nutrition or potential problems of overweight in a group with col-
leagues. These activities may be more cost effective because only one nutrition con-
sultant must be paid for a group meeting. The acceptance is low and there is no hint
in the literature review that in this case group sessions are more effective. The study
“Incentives for smoking cessation.” (Cahill, Hartmann-Boyce et al., 2015) found
evidence that team meetings could have a positive effect, but there is no proof that it
could be transferred from smoking to addiction or overweight.

The last suggested activity “Internal session” is most unpopular within the multiple-
choice questions. It seems that the MFAs do not want her/his employer, in this case
the medical physician as consultant for nutrition. This could have several reasons e.
g. they do not want to talk to their employer about personal health or they do not
trust in the qualification: Generally, a medical physician needs an additional qualifi-
cation for nutrition consulting or must visit special education events. The German
association for physicians provides rules for nationally standardised advanced train-
ing regulations and physicians can make the certification for nutrition consulting.
Compared to the area of movement, general practitioners on the topic of "nutrition"
have less consultancy competence. According to Figure 3, 42% of the general practi-
tioners estimate their expertise in "physical movement" very well, while the rate for
“nutrition counselling” is only 37%.

However, for all nutrition activities the employer has to invest money to provide an
activity. Beside the health management aspect, the offer of healthy food and nutrition
consulting could help to motivate employees. The studies with suggested activities
which were identified in the literature review are not very clear about what explicit
activity will have a positive effect. The World Health Organisation (Engbers, 2007)
argues that workplace programs for improving eating conditions are generally ac-
companied by positive effects, even though these effects are moderate. Through nu-
trition consulting or fruits, the employee’s consumption of fruit, vegetables, and fat
could be influenced. Consultants or other informational strategies can encourage the
consumption of healthier food and to provide healthier food during working hours
can be a positive contribution. The research “A site-specific literature review of poli-
cy and environmental interventions that promote physical activity and nutrition for
cardiovascular health: what works?* (Matson-Koffman, Brownstein et al., 2005)
states that there is strong evidence in this context. However, the employees would
prefer fresh and healthy snacks at work. For the employer, this will cause higher
costs, but it helps to improve the health management and is accepted by the employ-
ees. Additionally, the workplace conditions are improved.

In order to gain a deeper insight into the preference structure of MFAs for programs
of nutrition counselling, the Likert scales (1 for "yes" up to 5 for "no") were evaluat-
ed for each proposed activity by age group.
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As with movement promotion programs prior to the evaluation, it was ensured that
the ticks were not created by chance or by arbitrary ticking. For this purpose, the two
null hypotheses "The Likert scale values for weight reduction and change of nutrition
activities are equally distributed" as well as "The Likert scale value for weight reduc-
tion and change of nutrition activities are normally distributed" were tested for sig-
nificance.

The null hypothesis for normal distributions can be discarded (p < 0.1%) so that the
counter hypotheses "The answers are not normal distributed" are confirmed as "high-
ly significant". The null hypothesis for uniformity distribution is rejected for "healthy
snacks" with p <0.1%, so that the counter hypotheses "The answers are not equally
distributed" is to assume. The p-value of 0.5% for "single session with external con-
sultant" means that the counter hypotheses is classified as "very significant". The
“internal session” with a p-value of 1.7% is also to be rejected. Only in the case of
"group meeting with a nutrition consultant" cannot be excluded at the level of signif-
icance of 5% that the answers are equally distributed, that is, they may have hap-
pened randomly.

The proposed activities for weight reduction and change of nutrition are less popular
than the measures for the promotion of movement, except "healthy snacks”.

Preferences onthe health promotion activities
yes
rather yes
neutral

raither no

no

Figure 24: Evaluation of the Likert scale for all proposed activities

For the bar chart the weighted averages were calculated for each activity. The popu-
larity on the Likert Scale ("yes" to "no") can be read directly from the entered lines.
Average values better than "rather yes" were dark green. Better than "neutral" was
lime green coloured and values under "neutral" were pale red. In order to indicate
possible variations over the age groups, each column was supplemented by the sim-
ple standard deviation. (Approx. 95% of all values are within + 2 SD).

The bars on the left of the diagram contain the food-related activities. In attractive-
ness, they are clearly below the movement-related activities on the right side. In or-
der to find possible causes, a preference profile was created by age group for the ac-
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tivities. The following figure enables to find possible differences in preference de-
pending on age.

The preference profile (Figure 25) shows in the bars the deviation of the age group
average from the average of the activity. Thus, the age group 56-65 assesses all nutri-
tional activities on average with 2.2. The "Healthy Snacks" activity is rated better by
this age group by -0.9, i.e. by 1.3.

5.2.4.1 Healthy snacks

Across all measures and all activities considered, "Healthy Snacks" is rated by the
age group 56-65 years with 1.3 the best result at all. (1.0 would be the theoretical
maximum). This may be since with increasing age many people recognize the value
of healthy nutrition. Yet statistically significant is the null hypothesis

Ho: The preference value of the age group 56 to 65 for the "Healthy Snacks"
measure does not differ from the other age groups.

with a p value> 5% not, so that the null hypothesis can neither be rejected nor con-
firmed.

Age group profiles for nutritional advice

e
Healthy snacks at wor kplace [1.6)
E—
e |
Mutrition consulting interna sngle (3.5)
]
|
Mutrition consulting externa single (2.8)
I
et
Mutrition consulting externa group (3.1)
e
2,0 15 1.0 0.5 0,0 0.5 1.0 15 2,0

Deviation from the average
W 56 to 65 years 46 to 55 years 36 to45 years W26 to35 years 18 to 25 years
Figure 25: Preferences for the different measures of weight reduction and change of

nutrition and age groups

Under the experience aspect, there is no significant (p>5%) difference in the prefer-
ence estimate between experienced MFAs (average 1.7) and inexperienced (average
1.7).

As was to be expected, the preference of MFAs, which have marked their general
readiness for health promotion measures, tends to be better than that for the "unwill-
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ing" (average 1.5 resp. 2.0). The relatively high value despite the lack of willingness
and the relatively small distance to the "willing" shows that rather unmotivated em-
ployees can possibly achieve a direct benefit by concrete measures which promise a
direct benefit.

5.2.4.2 Nutrition consulting internal single

So extremely positive is the age group 56-65 for the "healthy snacks", the rejection
of this age group is so extreme for internal advice on weight reduction and nutritional
change. With 4.1, none of the other measures in any age group is poorer. This may
be since increasing weight and other health problems are not discussed with the phy-
sician in his/her own practice, as his role as an employer is generally viewed as
weighing strengths and weaknesses. However, this null hypothesis

Hy: The preference value of the age group 56 to 65 for the "Internal consult-
ing" measure does not differ from the other age groups.

with p>5% is also statistically not significant, so that the null hypothesis can neither
be rejected nor confirmed.

From the aspect of "experience" can the null hypothesis

Ho: The preference value for MFAs for the "Internal consulting”" measure shows no
difference between experienced and inexperienced general practitioners' practices

be rejected at a high level of significance with p<1%. The counterhypothesis

H,: The preference value for MFAs for the "Internal consulting” measure shows dif-
ferences between experienced and inexperienced general practitioners' practices.

is hereby confirmed. The data analysis shows that inexperienced employees (3.5)
clearly reject this offer rather than experienced (3.1).

As was to be expected, the preference of MFAs, which have indicated their general
willingness to join health-promoting activities, tends to be better than that for the
"unwilling" (average 3.2 resp.)

5.2.4.3 External nutrition consulting single session

As can be seen from the preference profile, the assessments of the individual groups
do not significantly differ from each other.

Under the experience aspect, there is no significant (p>5%) difference in preference
between experienced MFAs (average 2.8) and inexperienced (average 2.8).

As was to be expected, the preference of MFAs, which have marked their general
willingness to join health management activities, tends to be better than that of the
"unwilling" (average 2.4 resp. 3.4). The relatively great difference in the assessment
suggests that there may be reservations about individual discussions, as health and
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nutritional habits are more likely to be attributed to privacy than to the operational
sphere.

5.2.4.4 External nutrition consulting group session

As can be seen from the preference profile, the assessments of the individual age
groups do not differ significantly.

In the "experience" aspect, there is no significant (p>5%) difference in the preference
estimation between experienced MFAs (average 2.9) and inexperienced (average
3.2). Since the p-value is 6%, the counterhypothesis would be at a confidence level
of 94% accepted.

Hi: The preference value for MFAs for the measure "external consulting group ses-
sion" shows differences between experienced and inexperienced general practitioners’
surgeries.

At the same time, inexperienced MFAs (3.2) tend to rate worse than experienced
(2.9)

As was to be expected, the preference of MFAs, which have indicated their general
willingness to participate in health-promoting measures, tends to be better than that
for the "unwilling" (average 2.9 resp. 3.6).

5.2.5 Preference profile to programs of vaccination

Vaccination awareness in the general practitioners’ surgeries is very high. 89% of
MFAs regularly check their vaccination status. The vaccines in general are the best
accepted activity with a ratification of 88% for the question “Would you join a vac-
cine program at work?” Regular vaccinations are made in the private life of 75% of
MFAs. For detailed data see Table 21 to 24.

A very high percentage are already checking their vaccines status or use vaccines
regularly. The high percentage shows the fundamental support for the vaccines in
this employee’s group.

As mentioned above the area of vaccines is discussed by some groups very emotion-
al. This may explain the extreme difference. Based on the evaluation of the question-
naire the number of participants who use the open question was significantly lower
than the number of answered multiple-choice questions.
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Vaccines
Status check
Regularly in private life
Vaccine at work
0 20 40 60 80 100

Yes No no answer

Figure 26: Vaccination status of the MFAs

There was no multiple-choice for the kind of vaccines. Every participant who wrote
TBE vaccine or the flu vaccine needed to know that these vaccines are existing and
remembered the name und wrote it down instead of making a tick. It is likely that
this reduced the number of tick/comments. In the open question about six partici-
pants explicitly denied the flu vaccine, this would be a hint that especially this vac-
cine is not accepted and that it is not a problem of the questionnaire or its structure.

Identification of certain vaccinations (n = 207)

Flu vaccine No flu vaccine

Tick-borne encephalitis All recommanded vaccines

Figure 27: Kind of vaccines

For health management programs the high acceptance and usage can be an advantage
because the acceptance of vaccines could help to raise the rates of flu vaccines which
reduce the absence days (Institut fiir betriebswirtschaftliche Analysen, 2012) and
improve the health management. In opposite to the activities for more movement and
improved nutrition the vaccine could be a punctual action once a year.

The challenge could be that the flu vaccines are a yearly vaccine and the employer
has to motivate the employees every year. The open questions were used by three
participants to deny the use of flu vaccines. An effect of this could be that the ac-
ceptance of this special vaccine is low. However, following the literature review the
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flu vaccine is the most effective vaccine for reduction of absence days and the im-
provement of general health management. Another remarkable aspect is that the level
of vaccines usage is very high in private life and at work. Nearly all participants who
ticked “yes” for private ticked also “yes” for the support of vaccine campaign within
the organisation.

The vaccine-related null hypotheses

Ho: The regular, up-to-date use of the vaccination offer by the MFAs is independent of
age.

Ho: The willingness of the MFAs to be vaccinated by the employer is independent of
age.

Ho: The regular check of the vaccination status of the MFAs is independent of age.

were tested for significance. None of the three null hypotheses could be rejected. It
appears that age and vaccination behaviour are not associated with the age group of
MFAs.

The same applies to the null hypotheses, which are based on experience with health
management and general willingness to participate in activities. The vaccination be-
haviour seems to be independent of this.

This is different with the null hypotheses on the vaccine-related questions:

Hy: The responses to regular vaccination and willingness to be vaccinated in practice
are equally distributed.

Hy: The responses to regular vaccination and the private verification of vaccination
status are equally distributed.

Hy: The responses to the willingness to be vaccinated in practice and the private veri-
fication of the vaccination status are equally distributed.

All null hypotheses can be statistically significantly rejected; it cannot be concluded
from the fact that some MFAs will not be vaccinated in their own surgery that they
can neither check their vaccination status nor can they be vaccinated regularly.

5.2.6 Acceptance of further health management activities

So far, the preferences on the nine "standard" measures have been examined. The
aim of this subsection is to examine the replies to the open questions to examine
whether further measures proposed by the MFAs should be included in addition to
the measures proposed in the literature.

The general acceptance of health management is the basis to motivate employees to
take part in health management activities. After the general acceptance, the ac-
ceptance of single activities is important. As mentioned above several participants
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did tick “no” at the question “Would you join a health management program”. Af-
terwards they ticked several activities they would like. This could mean that an at-
tractive health management activity could lead to employees to take part. This could
motivate employees who do not “like” health management. An employer cannot
force employees to take part in these activities, but the activities could be so attrac-
tive that they are used on a voluntary basis.

The results from the open question provide the activities, which were written down
without any suggestion. It has the disadvantage that the number of comments is less
compared to the number of ticks at the multiple-choice question.

The following table is based on Table 10 and summarizes the answers to the open
questions supplemented by the percentages. In the questionnaire, the open question
about which health management activities the participant would join was positioned
before the multiple-choice question. This is relevant, if participants completed the
questionnaire in a hurry, they would have written their prioritized activity in the open
questions and afterwards marked it in the multiple-choice question.

There results from the open questions are partly coherent with the result from the
multiple-choice questions. Therefore, nutritional, fitness and vaccine-related
measures are not dealt here separately. The by the grey font marked activities are not
included in the list of activities which are provided in the multiple choices question.

Are there activities for health management in your general practi-
tioner’s surgery? If “yes” what kind of activity?

Total | Percentage
Check up 12 30%
Vaccine 14 35%
Nutrition advice 5 12.5%
Healthy food 3 7.5%
Office chair for the back 1 2.5%
Fitness 3 7.5%
Vitamin infusion 2 2%
Total 40

Table 28: Choice of activities in open questions

As described in subsection 5.2.2, check-ups are included in the conventional treat-
ment programs and, as indicated in subsection 2.2.3, are not included in the primary
prevention measures. They are part of the secondary prevention measures and should
therefore not be included.

The “Office chair for the back” was only mentioned by one participant. Following
the research “Effectiveness of participatory ergonomic interventions on health out-
comes: a systematic review* (Rivilis, van Eerd et al., 2008) single actions like buy-
ing ergonomic office chairs do not lead to an improved health management. A sys-
tematic method is needed. The ergonomic chairs are only mentioned by one person.
That does not justify adoption of a general recommendation.
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Whether vitamin infusions can generally be recommended to a large audience, or
whether possible side effects make this seem not advisable, is discussed in medical
circles and non-medical circles. For this reason, and because here again the number
of entries is far too small, the list of recommended measures has not been extended
by this point.

Overall, the open questions did not lead to any broadening of the proposal list.

5.2.7 Preference profiles to combined programs

The nutrition could be combined with activities for movement. However, the activity
programs need to be seen in a wider context including the general area of weight
reduction. There are no studies, which confirm a direct link between physical activi-
ties and lower absent days. The link between movement and weight reduction shows
the influence on the absent days. Movement has a positive influence on being over-
weight, which has an influence on the absent days (Laaksonen et al., 2009) but this
connection is only indirect.

The study “How do physical activity, sports, and dietary restraint relate to over-
weight-associated absenteeism?” (van Strien and Koenders, 2010) endorse this link.
Health management programs, which focus on promoting the physical activities,
combined with other actions could reduce overweight of their employees. In this
linkage, the packages of different activities in health management can be successful.

To find out which combinations of measures were acceptable or rejected, the data-
base with the questionnaires was evaluated as follows:

All of the 5 movement-promoting measures were combined with the 4 food-
promoting measures. This results in a table with 20 entries containing all con-
ceivable two combinations. A single table field contains a certain combination
—e.g. “Training at home” and “Internal nutrition advice”.

The database has been searched for entries that have a value of "1" or "2" on
the Likert scale (“yes” or “rather yes”), both in "Column" activity and "Row"
activity. This entry was then counted as "Yes".

Table 29 shows the number of approving entries per measure combination.

In order to obtain a clear overview, the denominations were converted into percent-
ages and displayed as a bar chart (Figure 28).

The most popular combination of measures is therefore "Sponsored activities -
Healthy snacks at work" with a clear distance from all other combinations. The least
popular is the combination "Training at workplace - internal single consulting". It is
a clear sign that measures taking place in the own medical practice are not so popu-
lar.
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Training | Training at | Sponsored | Step coun- | Training |Sum
Approbation at work- home activities ter with col-
place leagues
External group
consulting 32 33 42 29 34 170
External single 38 47 57 48 37 227
consulting
Internal single 21 24 25 22 24 116
consulting
Healthy snacks at 69 77 08 74 65 383
work
Sum 160 181 222 173 160 896
Table 29: Combination of measures with consent
Preferences for measure combinations
=
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If the "healthy snacks" measure is based on fundamental considerations, e.g. costs,
not offered, the combination "Sponsored activities - External single consulting" is

Figure 28: Approbation for measure combinations

seen as the strongest preferred combination.

Furthermore, the ranking of a nutritional measure cannot be changed by the combina-
tion with a movement measure. For example, e.g. "External single consulting" (rank
2) is more popular than "External group consulting" (rank 3). No matter which
movement measure "external group consulting" is combined, the rank does not

change.

To check whether the refusal behaves in a mirror-like manner, the above-mentioned
database query was carried out analogously with the values 4 and 5 on the Likert
scale ("rather no" and "no"). The values converted into percentages are shown in the

figure.
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Refusal

ES
10
8
6 Training with colleagues
4 Step counter
Sponsored activities
2 ' Training at home
0 Training at workplace

External External Internal Healthy
group single single snacks at
consulting consulting consulting  work

Figure 29: Rejection of action packages

In wide areas, refusal and consent are reflected in a mirror image. Thus, the combina-
tion with the lowest preference is also the combination with the strongest rejection. It
is therefore recommended for a physician who wants to start a health program and
plans to do so with internal counselling and training with colleagues has to realize
resistance.

It is also clear from the "refusal" diagram that group-specific activities are more dif-
ficult compared to individual support. The combination of "external group nutrition
consulting - training with colleagues" is one of the most unpopular.

Finally, the research examined the extent to which a program combination of the ten
proposed measures can be found for each MFA which will be accepted. A program
combination is a package of vaccination in the workplace, a movement program and
a nutrition program. The database with all questionnaires were evaluated and classi-
fied each package as follows.

very suitable

The MFA has evaluated at least one of the exercise programs with 1 on the
Likert scale ("Yes") and at least one of the nutrition programs with 1.

suitable

The MFA has assessed at least one of the exercise programs with 1 on the Lik-
ert scale and at least one of the nutrition programs with 2. The vaccination pro-
gram at the workplace is accepted.

or

The MFA has evaluated at least one of the exercise programs with 2 on the
Likert scale and at least one of the nutrition programs with 1. The vaccination
program at the workplace is accepted.
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not suitable

The vaccination program at the workplace was not selected and all the no-two
combinations were rated higher than 3 ("neutral").

All questionnaires (N=194) were evaluated with this classification. As the following
figure shows, about 24% would find a "very suitable" health program in which they
would participate. A further 66% would find a suitable offer. In sum, therefore, al-
most 90%. For the remaining 10% it would be necessary to examine the obstacles to
participation.

Suitability of activities promoting personal
health potentials

10,3

0% 20% 40% 60% 80% 100%

mvery suitable msuitable msuitable not suitable

Figure 30: Suitability of combined programs

5.3 Summary of results

The following points summarize the research findings of the MFA Survey.

They contain the essential hypotheses and show the contribution to knowledge for
the area "Preference profile of German MFAs in general practitioners' surgeries to
activities promoting personal health potentials".

Moreover, the research question

2. Which of these measures (which indicate a strong link between measures of health
promotion and a direct result in reduction of absenteeism) are already practised and
which are preferred by the staff of the general practitioners’ surgeries?

is answered:

o The MFA survey confirms that the MFA profession is a typical women’s oc-
cupation, which is recognizable by the high proportion of women (98%).
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Compared to the working women the MFAs are significantly younger (36
years compared to 44 years). The age structure with two large age groups
(18-25 years and 36-45 years) is atypical compared to the working women
with the dominant age group 46 to 55 years.

The percentage of general practitioners’ surgeries with health-promoting ac-
tivities is higher than that of SMEs. 26% of general practitioners practice
health management activities. Vaccination programs with 35% are the top
priority, followed by a healthy nutrition (20%) and fitness (8%).

With 63% the willingness to participate in health promotion measures is high.
It is statistically significantly dependent on the age group. The group of mid-
dle-aged MFAs (36 to 45 years) shows the highest proportion of non-
attendance both relatively and absolutely.

The MFAs can be divided into four groups according to their willingness and
experience. The group with "no experience" but "willingness to participate"
has the largest share (51%), whereas the group with "experience" but "not
willing to participate" has the least share (8%).

The consent rates for the five proposed programs for the promotion of move-
ment vary between 60% and 38%. The most popular are "sponsored activi-
ties", the weakest is "training in a group with colleagues". In the overall pic-
ture the preferences for activities and the five age groups are independent of
age. Statistically significant, the following peculiarities can be observed:
- "Training within a group with colleagues" is significantly less preferred
by the age group 26-35 years than in the other age groups
- "Step counter and Fitness-Watch" are clearly not desired by the age
group 56 to 65 years.
- "Training at workplace" is significantly more preferred by the age
group 56 to 65 years than in the other age groups.

Under the aspect of "experience", all measures of promotion of movement,
apart from "sponsored activities", are more likely to be preferred by experi-
enced MFAs than by inexperienced MFAs.

The approval rates for the four proposed programs for weight reduction and
nutrition change vary between 84% and 26%. Most MFAs prefer "healthy
snacks/food at work" most, and the "internal session with a physician from
the medical office" weakest. In the overall picture, the preferences for all ac-
tivities and the five age groups are independent of the age. Statistically signif-
icant, no peculiarities can be observed.

From the point of view of "experience", the measure "internal session with a
physician from the medical office" is more preferred by experienced MFAs
rather than by inexperienced ones. At a slightly lower level of significance
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(6%), this also applies to the “group meeting with a nutrition consultant”
measure.

e As was to be expected, the preference of MFAs, which have marked their
general willingness for health promotion measures, tends to be higher than
that for the "unwilling" MFAs.

e The vaccination status is at an elevated level in general practitioners' surger-
ies. A vaccination program offered by the surgery finds the highest rate of
consent at 88%. Potential upside would still have the annual flu vaccination.
The openness to vaccination is independent of age, previous experience
and/or general willingness to participate in health management activities.

e The suggestions made by the MFAs on the measures of the primary preven-
tion do not go beyond what is found in the literature.

e The most preferred combination with a movement and a nutritional program
is "Sponsored activities (Fitness, Yoga...)" with "Healthy snacks/food at
work". The least coveted combination of measures is "Training within a
group of colleagues" with "Internal nutrition consulting with a physician from
the medical office."

e In the combination of 1 vaccination, 5 movement and 4 nutrition programs,
90% find an offer to which they can say "yes". 10% cannot find a vaccination,
nutritional and movement offer, to which they clearly agree.
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6. Research findings for the development of a priority concept

The findings of the MFA survey, as presented in the previous chapter, are of crucial
importance for the introduction of health management activities, as the acceptance
and the resulting motivation are decisive for the success. Section 1 shows how these
results are used for scoring. With effectivity and cost level two further stakeholder
interests are added to the employee perspective.

Effectivity is the qualitative stakeholder perspective on the proposed measures. Since
MFA primary prevention activities always involve a health aspect, the general practi-
tioner should be included as specialists in his/her role as a physician. In section 2,
besides the results of the literature review, the assessments of general practitioners
are considered, as they result from the qualitative interviews.

The cost level represents the manager and owner's perspective on general practition-
ers’ surgeries. The physician in his/her role as owner and manager is interested in
economic success. The proposed measures may have been accepted by employees
and tested for their effectiveness, but a balanced decision should include the cost
perspective. This is the topic of section 3.

Elaboration of the decision criteria Creating & range of
altematives

Development ofthe

Weighting ofthe decision criteria realistic alternatives

Measurability and indicators of Evaluating each alternative with the
the decision criteria decizion criteria

Generating a priority list

Sensibilty test and
robustness

Implementation
(or custamizing)

Figure 31: Multi-criteria decision-making model: Scoring the decision criteria

An assessment of the expected costs and an assessment of the effectiveness are there-
fore made for each of the ten recommended measures. With these inputs, the creation
of a priority list is then made in section 4 in accordance with the multi-criteria deci-
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sion-making model presented in Figure 2. The priority list generated with the M-
MACBETH software (Bana e Costa, De Corte et al., 2014) shows a ranking of all
measures considering all three decision criteria, thus presenting the most favourable
activities. Moreover, comparative considerations are made in this section, if only one
or two of the dimensions of the decision are put into focus. This may be important in
the implementation.

A sensitivity analysis and a robustness check are carried out in section 5 with the aid
of the M-MACBETH software (Bana e Costa, De Corte et al., 2014). This is done to
check the order of the priorities for the case of changes and insecurities in weighting.

Subsection 4.3.7 sets out hypotheses that cover both the behaviour of MFAs in terms
of other perspectives and the relationship of decision criteria among themselves. Sec-
tion 6 tests these hypotheses and presents correlations.

For the prioritisation the criteria weighting, the acceptance score, the efficiency and
the cost level score are needed. Each perspective has an influence on the priority de-
pending on its weighting. The criteria weighting is central for the decision-making
process. It defines the relevance or the importance of the degree of goal achievement.
Each criterion and each activity are compared pairwise with each other. In this ana-
lyse three criteria are applied.

e Acceptance - weighting in relation 50%
e Effectivity - weighting in relation 25%
e Cost level - weighting in relation 25%

Each criterion needs a weighting compared to the other. Together all three perspec-
tives are weighted with 100% in sum.

6.1 Scoring the acceptance

The questionnaire gave the primary data for the acceptance. The percentage of ac-
ceptance is used as a score. As described in subsection 4.3.2 the score of 100 points
which is the maximum on the positive side of the scale is identical with 100%. Zero
percent is the opposite with zero points as the negative side of the scale. Table 16 is
used here as a template and Table 17 (activity promotion), Table 20 (weight reduc-
tion and change of nutrition), and Table 23 (vaccines) lead to the entries into the
scoring table for acceptance. The original envisaged inclusion of further measures
proposed by the MFAs of primary prevention did not occur after analysis of the qual-
itative responses (5.2.6). Similarly, the inclusion of private vaccination programs did
not take place, since the proposals mentioned therein are all contained in the standard
vaccinations customary in Germany, or in the proposal on “Vaccinating programs at
workplace”. The other measures proposed by the general practitioner in this section
are a placeholder, which will only be used in subsection 7.3.5 “Adaptation to own
ideas”.
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Personal health promotion activities Acceptance
Score

Programs for activity promotion

- Training at the workplace 45%

- Training at home 50%

- Sponsored activity after work 60%

- Training with step counter or fitness watch 48%

- Training within a group of colleagues 39%

Activities for weight reduction and change of nutrition

- Group session nutrition consulting (external) 34%

- Single session nutrition consulting (external) 47%

- Single session nutrition consulting (internal) 26%

- Healthy snacks/food at work 84%

Vaccinating programs

- Vaccinating programs at work 88%

- Vaccinating in private life no entry

Further proposed measures

- Proposed in the MFA survey no entry

- Proposed by the general practitioner dummy

Table 30: Scoring the acceptance of personal health promotion activities

The acceptance of the employees is a knock-out criterion. If the activity is not ac-
cepted by the employees, it could not be implemented. However, no activity was
totally denied by the employees.

Before the further proceeding, it is to be examined whether a knock-out criterion is
present under acceptance aspects, which would exclude one or more alternatives
from further consideration. This would be, for example, if one of the measures is
rejected by a majority.

For example, it would be possible to rule out a measure that would be rated as "rather
no" or "no" by more than 50%. "Single session nutrition consulting (internal)" would
be a candidate who just misses the mark. There are just 50% of the negative rates and
no more than 50%. But it would not make sense to take it from the selection list,
since the individual general practitioners would be in a position to promote ac-
ceptance among their own employees and thereby receive more approval.

6.2 Scoring the effectivity

After the score for the acceptance the score for the effectiveness is needed. This in-
formation concerning the acceptance of employees is combined with the score of
effectiveness. For this score the relevant data and studies from the literature review
are categorized and weighted. The weighting is provided by the studies which were
identified by the author’s research. The results from the literature provide activities
with proven effect to the health of employees. For the analysis each activity got a
score for effectiveness which was supplemented by a rating of the interviewed gen-
eral practitioners.
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For example the ,,Workplace Physical Activity Interventions: a Systematic Review*
(Dugdill, Brettle et al., 2008) found out there is a moderate influence through activi-
ties at work and from the use of step counters’ this weighting of his research gener-
ates 50 points for the training at workplace. The study ,,How do physical activity,
sports, and dietary restraint relate to overweight-associated absenteeism?“ (van
Strien and Koenders, 2010) found evidence that sports leads to reduced overweight
and in their study a reduction of the absence days could be measured. They did not
analyse sports during the work time, because of that the proved efficiency for the
training at the workplace is weighted as low by 25 points.

The following table includes the relevant studies for each activity and the level of
influence each activity has. The influence is classified through the weighting the
study provides for this activity

Activity promotion Studies Level of
influence Score
Training at the workplace | Dugdill et al., 2008 Moderate 50
van Strien & Koenders, 2010 low 25
Abraham & Graham-Rowe, 2009 | low 25
Average 33
Training at home | van Strien & Koenders, 2010 | Low 25
Average 25
Sponsored activity after van Strien & Koenders, 2010 Low o5
work
Average 25
Training with step coun- Dugdill et al., 2008 strong 75
ter or fitness watch Abraham & Graham-Rowe, 2009 | low 25
van Strien & Koenders, 2010 moderate 50
Average 50
Training within col- Abraham & Graham-Rowe, 2009 | Low o5
leagues
Average 25

Table 31: Effectiveness of activity programs

The next activities are about the nutrition and weight reduction activities. For these
activities a score is needed, too. In the next paragraphs the weighting for the nutrition
activities is described.

The journal article ,,Are worksite interventions effective in increasing physical ac-
tivity?“ (Abraham and Graham-Rowe, 2009) provide evidence that worksite inter-
ventions have a small positive effect. This effect was weighted for the scoring as low
effect for all trainings except sports with a pedometer.

The study ,,How do physical activity, sports, and dietary restraint relate to over-
weight-associated absenteeism?* (van Strien and Koenders, 2010) the authors found
evidence that reduced overweight leads to reduced absent days. They stated that con-
sulting about dieting would help to reduce absent days. The research “Monitoring
and Evaluation of Worksite Health Promotion Programs - Current state of knowledge
and implications for practice” (Engbers, 2007) provides evidence that activities
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against overweight have a positive influence on the health management. It states that
the overweight is an upcoming problem for the health management. There is no clear
statement about how strong the effect is. The weighting in the table is low.

The research ,,A site-specific literature review of policy and environmental interven-
tions that promote physical activity and nutrition for cardiovascular health: what
works?* (Matson-Koffman, Brownstein et al., 2005) has a focus on the health im-
provement by political campaigns and in governmental organisations. There is also a
part of the research about the positive influence of nutrition activities in organisa-
tions. The authors provided evidence that there is a strong positive influence from
healthy food at work and moderate influence for consulting and information activi-
ties.

The journal article ‘“Health-related behaviours and sickness absence from
work“‘(Laaksonen et al., 2009) found strong evidence that overweight has a negative
influence on the absent days. In this article the authors do not provide a suggestion
for activities which are recommended or tested. Therefore, this article was not in-
cluded in the table.

The weighting for the activities is summarized in the following table.

Nutrition Studies Level of s
. core
influence
Group nutrition consulting van Strien & Koenders, moderate 50
(external) 2010
Engbers, 2007 low 25
Matson-Koffman et al., moderate 50
2005
Average 42
Single nutrition consulting van Strien & Koenders, moderate 50
(external) 2010
Engbers, 2007 low 25
Matson-Koffman et al., moderate 50
2005
Average 42
Nutrition consulting by medical | van Strien & Koenders, moderate 50
doctor from the medical office 2010
Engbers, 2007 low 25
Matson-Koffman et al., moderate 50
2005
Average 36
Healthy snacks/food at work van Strien & Koenders, moderate
2010 50
Engbers, 2007 low 25
Matson-Koffman et al., strong 75
2005
Average 50

Table 32: Effectiveness score of nutrition programs

The last part of the questionnaire was about the vaccines. There was robust evidence
for the use of vaccines during the literature review. The research ,,Occupational vac-
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cination of health care workers: Uptake, attitudes and potential solutions* (Little,
Goodrigde et al., 2015) and the research ,,Healthcare workers and immunity to infec-
tious diseases™ (Vagholkar, Ng et al., 2008) both provided evidence that vaccine
have a very strong and positive influence on the absent days. Both do not separate
employees in hospital and general practitioners’ surgeries.

Vaccine Studies Level of S
. core
influence
Vaccinating program at work Little et al. (2015) strong 100
Vagholkar et al. (2012) strong 100
Average 100

Table 33: Effectiveness score for vaccine program activities

With the final scoring for the vaccines the weighting for the effectivity of the identi-
fied activities based on the literature review is completed.

The following table summarizes all the above results. In the column marked in yel-
low, the measures of the proposed standard measure are shown, the entries for the
blue-marked effectivity determinations have been taken from the above tables.

Personal health S EffeCﬁSVity
. o ege tu-

promotion activities dios core

Programs for activity promotion

- Training at the workplace 3 33%

- Training at home 1 25%

- Sponsored activity after work 1 25%

- Training with step counter or watch 3 50%

- Training within a 1 259
group of colleagues

Activities for weight reduction and

change of nutrition

- Group session nutrition 3 42%
consulting (external)

- Single session nutrition 3 42%
consulting (external)

- Single s‘ess19n nutrition 3 36%
consulting (internal)

- Healthy snacks/food at work 3 50%

Vaccinating programs

- Vaccinating programs at work 2 100%

Table 34: Score of the effectivity of personal health promotion activities

According to the evaluation of studies, vaccination at the workplace (100%), healthy
snacks or food at the workplace (50%) as well as the training with step counter or
fitness-watch (50%) are the most effective measures from the point of view of reduc-
ing absenteeism.

As with the decision criterion acceptance it is to be examined whether a knock-out
criterion is present under effectivity aspects, which would exclude one or more alter-
natives from further consideration. This would be, for example, if one of the
measures has only a very poor indication of effectivity.
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For the studies, this can be excluded by the procedure in the literature review, since
only studies which have an effect of the measures on the absence are expressly taken.

6.3 Scoring the cost level

The score for acceptance and efficiency are defined. The last missing perspective is
the cost factor.

Following the methodology presented in subsection 4.3.4, the score for the cost level
is calculated. The scoring is based on figures and the qualitative result of moderate,
no or strong effect is transferred into a ratio

High cost or high time consuming 0
Medium cost or medium time consuming 50
No cost or not time consuming 100

The cost types to consider are:
Number of internal employees’ hours
Number of internal leader (doctoral) hours
Number of external trainer hours
Estimated external costs in Euro

As described in subsection 4.3.4, the application of the multi-criteria decision-
making software M-Macbeth (Bana e Costa et al., 2014) is not so much the absolute
cost, but the cost relation. So, it is enough to note that "Sponsored activity" causes
higher external costs than "training within a group of colleagues". Each position gets
a weighting for the estimated costs for working hours and a weighting for the esti-
mated costs.

From the aspect of working hours, the three advisory activities are at the highest lev-
el. The second highest category after working hours is the "training within a group of
colleagues". This is not the cost of the consultant or the physician themselves, but the
employees who participate in the training. Since several employees are participating
at the same time and the organization of groups requires a lot of organizational effort
and time, relatively high costs are incurred, even if the hourly rate of the MFAs is not
too high. The concept "training at the workplace" assumes that, such as 10 minutes
of exercise at the workplace, so it costs working time, but there are no side-effects.
Therefore, the concept is rated "low". All other activities are subject to so few efforts
that they can be rated as "none" in the overall comparison.

Options Cost of work- | Score | Cost Score
ing hours

Training

Training at the workplace Low 75 Low 75

Training at home None 100 None 100

Sponsored activity after work None 100 Medium 50

Training with step counter None 100 Medium 50

Training within colleagues Medium 50 Low 75
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Options Cost of work- | Score | Cost Score
ing hours

Nutrition

Group nutrition consulting (external) High 0 Medium 50

Single nutrition consulting (external) High 0 Medium 50

Nutrition consulting by medical doctor from | High 0 Low 75

the medical office (internal)

Snacks/food at work None 100 High 0

Vaccines

Vaccinating program at work None 100 None 100

Vaccinating at home None 100 None 100

Table 35: Scoring the cost level

The "Healthy Snacks/Food at Work" are to be assessed at the highest level in terms
of external fix or acquisition costs. No matter how the concept is organized, there are
daily costs that are attributable to this measure. Less costs, but still relatively high,
are required if external consulting is necessary for nutritional advice. For the spon-
sored activities, which are on the same level "medium", the external costs are fees for
fitness studios, yoga classes etc. Similar measures are to be evaluated here for "Step
counter and fitness watch" as they have some extent of equipment, although devel-
opments like mobile apps can be expected to reduce costs. At a low-cost level, activi-
ties are concentrated in the workplace, as this requires a somewhat higher demand
for space and, in the case of internal consultation, the possible takeover or participa-
tion in course fees for advisory recommendations. The costs for the vaccines are not
relevant because the standard vaccines are all paid by the health insurances. If the
physicians vaccinate their employees, they will be paid like vaccinating a normal
patient. The employees do not have to pay for it.

Personal health promotion activities Cost level
Total Score

Programs for activity promotion

- Training at the workplace 75%

- Training at home 100%

- Sponsored activity after work 75%

- Training with step counter or fitness watch 75%

- Training within a group of colleagues 62%

Activities for weight reduction and change of nutrition

- Group session nutrition consulting (external) 25%

- Single session nutrition consulting (external) 25%

- Single session nutrition consulting (internal) 37%

- Healthy snacks/food at work 50%

Vaccinating programs

- Vaccinating programs at work 100%

- Vaccinating in private life no entry

Further proposed measures

- Proposed in the MFA survey no entry

- Proposed by the general practitioner dummy

Table 36: Building the score of the costs of personal health promotion activities
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The following table summarizes all the above results. In the column marked in yel-
low, the measures of the proposed standard measures are shown, the entries for the
blue-marked cost level determinations have been taken from the above table.

6.4 Generating a priority list

The section above provides all generated data in a score system. The next step is the
transfer of these data into the M-MACBETH software (Bana e Costa et al., 2014) to
analyse them.

The tables 30, 34, and 36 with the scores for each perspective was used as data basis
for the following transfer into the software. The transfer started with the three criteria
and the weighting of each criterion. The software provides the possibly to make a
consistency check for this weighting. This test was made, and the weightings are
consistent. This is important because inconsistent data could not be analysed with the
software. In the next step all the defined activities were put into the options list.

For a better overview each activity (option) group has the same colour. This has no
influence on the results it is just made to keep it more optical clear. Each of the three
groups has its own colour. The nutrition activities are blue, the activity promotion
options are pink, and the vaccine option is green.

f Options L& )
- |+ Mame Shart narme
Trairing at the workplace | Trairing at wark,
Training at home Training at home
Sponzored achivity after work, Sponzored activity
Training with step counter Step counter
Training within colleagues Training colleagues
Group nutrition conzulting [external) Group nutrition ext.
Single nutrition conzulting [external] Single nutrition ext
Mutrition consulting by medical doctar from the medical office Mutrition intern
Healthy food at work, Healthy food at work,
Waccinating prograrn at work, accinating at work,
Add | Remove | Properties | Ferformances
— — —

Figure 32: Options and activities list (screenshot)

The ten options were listed, and the score had to be transferred. Every element got its
performance from the main score table. The figure shows e.g. the performance of
“Training at work™ on “Acceptance”.

B N
Mew performance @
Performance of Training at work on Acceptance
= LCancel

Figure 33: Score as performance indicator for a certain option/activity and decision
criterion (screenshot)
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The final table was completed with all scores.

+ Table of performanceu @
(O ptiorz Acceptance | Costz | Efficiency

Training at work, 47 Fia] a3
Training at home 4E 100 ]
Sponsared activit 57 75 =ii]
Step counter 45 75 66
Training colleagues kn [ 16
Group nutrtion ext. kil 25 12
Single nutrition ext 43 25 12
Mutrition inkern Kil Krl a2
Healthy food at work, =] 50 58
Waccinating at work, as 100 100

Figure 34: Table of performance (screenshot)

This was the last step which was needed to start the analysis. All scores can be used
for the calculation. The final priority list can be calculated by one click on. The
software calculates the “Overall performance” in relation to all weightings and
scores. The yellow highlighted column “Overall” of the “Table of scores” is ordered
from the option with the highest performance to the lowest. Together with the
column “Options” the both columns form the “Priority list”.

The other columns contain the decision criteria. In each line, the performance on the
individual decision criteria is displayed as well as the overall performance. The
overall performance results as the weighted average of the individual performances.
The weights used here are in the last line.

i |
Table of scares @
Options Owerall |Acceptance Costz | Efficiency
[ all upper ] 100.00 100.00 100.00 100.00
Yaccinating at work 94 _00 88._00 100.00 100.00
Healthy food at work 66.50 79.00 50.00 58.00
Training at home 60_50 4€_00 100.00 50.00
Sponsored activity 53.75 57.00 75.00 50.00
Step counter 57_75 45_00 75_00 &8_00
Training at work 48 _00 42 .00 75.00 33.00
Single nutrition ext 38.25 43.00 25.00 42 .00
Training colleagues 38.00 37.00 &2_00 16.00
Mutrition intern 35.25 31.00 37.00 42 .00
Group nutrition ext. 32.25 31.00 Z5.00 42 .00
[ all lower ] 0.00 0.00 0.00 o.00
Weights : 0.5000 0.2500 0.2500
L

Figure 35: Priority list (screenshot)

With an overall performance of 94%, vaccination programs are clearly ranked 1; they
are therefore to be realized with highest priority. This final list could directly be used
by general practitioners’ surgeries to improve their health management. This will be
discussed in the next section.

The vaccines have the best score in every criterion group. It does not matter how the
criterion are weighted between each other, if the option is on the first place at all cat-
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egorise it will be on first place at the final ranking. The very high acceptance com-
bined with no cost and strongly proved efficiency seems invincible. The distance
between the vaccines with a score of 94 to the second place “healthy food at work”
with a score of 66.5 is acceptable for this research. Compared to all other activities
this is the widest distance. All other options are closer to each other.

The healthy food at the second position is a surprise. The rating for the costs is high
but the employees prefer this option. The general practitioner needs to decide if this
option is possible or if the costs are too high. A supported program for training at
home could be a cheaper alternative.

Nearly with the same score, the financial supported activity at home has the next
position. Generally, the movement promotion options are close together. The training
with colleagues is below the other activity promotion options. The block of worst
rated options is the area of nutrition consulting. They are all positioned in the last
third of the list. However, these activities are still activities with a proven effect, and
it is much better to implement these activities than activities with no effect. All these
options can be used for the improvement of health management.

To be able to better compare the scores of the options in the individual decision-
making criteria, the above list of priorities was presented with the software MS-Excel
in a three-dimensional decision space.

Priority list as 3D

| B8 Vaccinations

37 Training with colleagues 79 Healthy snads

100 57 Sponsored activity

43 Single nutriti
a0 ingle nutrition (et | 43 Training at work
80 31 Group nutrition (ext) 45 Stepcourter
70 /

iR 31 Nutritionintem 46 Trainingat home
50
50 ]

30

20
& — i
0 / L EFFECTIVITY

HIGH <- COSTLEVEL ->LOW

ACCEFTAMCE

Figure 36: Priority list in a 3D-overview

On the x-axis, the overall performance is entered for the decision criterion “Cost lev-
el”. The higher the performance, the lower the cost level. The y-axis, which runs
from the front to the rear in the depth, contains the performance for the criterion of
“Effectivity”. The up-going z-axis is provided for the scoring of the “Acceptance”.
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For each option, the three values for cost (x), effectivity (y), and acceptance (z) show
a unique point that indicates how the option is relative to other options. For each op-
tion, a column is entered at the respective point. The height of the column corre-
sponds to their acceptance score. Thus, the column for vaccinations, coloured green
as above, stands at the rear right to 100 (most favourable cost level) and 100 (highest
efficiency). The height of the column is 88, which corresponds to the entered ac-
ceptance value.

If this measure has already been implemented, it is interesting to know what the next
optimal areas are. If two decision dimensions are combined, three areas and the asso-
ciated basic attitudes are distinguishable:

e High acceptance and high effectivity, but also high costs (x-axis left, y-axis
rear, z-axis fig. 41): this category includes the "Healthy Snacks/food at
work". The decision for this measure is in line with the basic attitude: "The
main thing is that something comes out of it and it is accepted, whatever the
cost." (Overall performance: 66.5%)

e Low cost and high acceptance, but low effectivity (x-axis right, y-axis front, z-
axis top fig. 41): this category includes "Sponsored activity". The decision for
this measure corresponds to the basic attitude: "The main thing, it comes with
the employees and costs little." (Overall performance: 59.8%)

o High effectivity and low cost, but low acceptance (x-axis right, y-axis rear, z-
axis bottom fig. 41): this category includes "Training with step coun-
ter/fitness watch". The decision for this measure corresponds to the basic atti-
tude: "The main thing, it comes out something and it does not cost much, I
will motivate the staff for it." (Overall performance: 57.8%)

If one adds the "golden middle ground", the most important action strategies for im-
plementation are recognizable.

o Medium acceptance, medium effectivity and low cost (x-axis right, y-axis cen-
tered, z-axis center fig. 38) — This category includes “Training at home”.
(Overall performance: 60.5%)

6.5 Sensitivity and robustness test

In this section, the possibilities of the software analysis are used, and the weighting
of the criteria is changed to simulate different result and to learn more about the ro-
bustness and change of the priority list if the data input is different.

6.5.1 Sensitivity versus changes in the acceptance weighting

A first variation shows what would change in the "priority performance", if the
weighting of the acceptance would change. Currently, the acceptance is 50%
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weighted. In the following M-MACBETH screenshot, this is recognizable by the
vertical red line intersecting the x-axis (acceptance) at 50%.

The intersections of the red line with the lines for the individual measures show the
percentage of the overall score in the value on the y-axis. The red line cuts, for ex-
ample, the green line for "vaccinating at work" is 94%. The intersection with the blue
line for "Healthy food at work" is around 67%. The purple lines for "Sponsored ac-
tivity" and "training at home" are around 60%. The current overall scoring can be
read off the red line.

In the current scoring (Figure 35) "Training at home" is slightly above the "Spon-
sored activity". If the red weighting line, e.g. is shifted right to 70%, the priority
changes, "Sponsored activity" reach a higher overall score than "Training at home".
At the same time, it becomes clear that a higher weighting of "Acceptance" does not
lead to a change in the order of "Healthy food at work" and "Vaccinating at work".

score Overall
|Au:u:eptanu:e j £0.00 m
100 all upper

| Training at work [ o
I+ Training at home a0 ‘"“—«—_______H Wi ,
¥ Sponsored activity Vaccinating at work
L Ste.p- .cc-u s 80 4 Healthy food at work
[ Training colleagues
[ Group nutrition ext. 70 -
B 5ingle nutrition ext
[ Nutrition intern 61.0 4 N
¥ Healthy food at work Sponsored activity
v Vaccinating at work 50 -
[+ [all upper] Training at home
[ [all lower] 40 4

3,]} 4

Zﬂ. .
[+ Intersection

10
|Hea|th1,r food at workﬂ

.|:|. .

Sponsored activity  Jig 0 10 2[27.9]40 50 60 70 B0 90 100 %

Figure 37: Sensitivity and robustness check for “Acceptance”

The intersection point (27.9; 61.0) shown in the diagram indicates the point from
which "Healthy food at work" is ranked higher than "Sponsored activity", when the
acceptance is more than 28% in the total weight or otherwise spoken: Even if all
three criteria were balanced (33.3%), the priorities list would not change.
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[ [all upper]

Single nutrition ext
[ [all lower ] . g

score Overall I
. —
100 ’ s all upper
| Training at work : : [ ek
M Training at home 90 - 1 .
[ Sponsored activity 1 :
| Ste.p e e 80 - : ; Healthy food at work
[ Training colleagues ] !
v Group nutrition ext. 70 4 I ;
¥ Single nutrition ext ey :
[v Nutrition intern &0 _///f’: ;
[+ Healthy food at work . :
[ Vaccinating at work 50 4 - -
o

36.7 H——==mt=—"]
30 4 Group nutrition ext.
E Nutrition intern
20 .
v Intersection 3
10 :
|Nutrition intern j i
0 7 i
|Sing|e nutrition ext j 0 '.1;}'2;}' 3'3.'3' '54}'5:.}'?;}'5:.}'9;}'164} .,

s

Figure 38: Sensitivity check for “Acceptance” within “Nutrition’

If one examines the sensitivity and robustness to fluctuations in the weight of ac-
ceptance only within the group "nutrition", there is also a great stability in the priori-
ty sequence. Only if the weighting was only one third, "Single nutrition ext." would
be pushed before "Nutrition intern".

A similar picture emerges if you examine the group "Training" for sensitivity and
robustness. Only if the acceptance is weighted with less than 40%, "Sponsored ac-
tivity" is displaced from the first place within the group.

6.5.2 Sensitivity versus changes in the effectivity weighting

The effectiveness is balanced with the cost level. They account for 25%. As shown in
the following figure, changing the weighting of effectiveness cannot change the rank
of "Vaccinating at work". Starting with a weighting of 36%, the "Step counter"
measure becomes the highest priority measure within the training measures. From an
(unrealistic) weighting of around 70%, this measure rises to second place and is rated
higher in the overall score than the nutritional measure "Healthy food at work".
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Effectivity b

| Training at work

[+ Training at home

¥ Sponsored activity
v Step counter

[ Training colleagues
[ Group nutrition ext.
[ Single nutrition ext
[ Mutrition intern

¥ Healthy food at work
v Vaccinating at work
¥ [all upper ]

[ [all lower ]

v Intersection

-]
-]

| Step counter

|Training at home

score Overall
25.00
100
o=
80
s |
) [
B0 -
40 -
30 -
20 -
10 4
'III'-IIII Y SRR e ey
0 10 20 J36.0| 50 60 70 80 90100 %

1]

Vaccinating at work
[ all upper]

Step counter
Healthy food at work

Training at home
Sponsored activity

Figure 39: Sensitivity and robustness check for “Effectivity”

The following figure shows that the proposed training measures with regard to effec-
tiveness are robust against any changes in weighting. The priority sequence does not
change, regardless of whether the red weight line is shifted left or right. There are no
intersections of the lines assigned to the activities.

| Effectivity

=
| Training at work
M Training at home |
[ Sponsored activity
[~ step counter
[ Training colleagues
¥ Group nutrition ext.
[+ Single nutrition ext
¥ Nutrition intern
¥ Healthy food at work
[ Vaccinating at work
[+ [all upper]
[ [all lower ]

]

|5ing|e nutrition ext ﬂ

| Nutrition intern

score Overall

25.00

100

\_\\

s

0 10 20 30 40 50 &0 70 80 90100 %

11]

[ all upper]

Healthy food at work

Group nutrition ext.
Single nutrition ext
Nutrition intern

Figure 40: Sensitivity and robustness check for “Effectivity” and “Nutrition”
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6.5.3 Sensitivity versus changes in the cost level weighting

Effectiveness and cost level are both weighted at 25%. Since vaccination is one of
the most cost-effective measures, a change in prioritization against other measures is
not to be expected. This is also confirmed by the sensitivity analysis. Looking at the
graph for the cost-sensitivity of the training measures shows that only a change
would be expected if the weighting (unrealistic) of costs would fall below 16%.

score Overall

|Costs =l 25,00 1

100 Training at home
[+ Training at work [ all upger]
[+ Training at home 90 4
v Sponsored activity
[v Step counter 80 -
v Training colleagues Training at work
[ Group nutrition ext. 70 Sponsored activity
[ Single nutrition ext Step counter
[ Mutrition intern Bl - Training colleagues
[ Healthy food at work BE.G
[ Vaccinating at work &0
[ [all upper ] L~
[ [all lower ] 40 -f"f/f

30 4

2\1} 4
¥ Intersection
|5tep counter j

0 3 T T T T T T T T T T T T T T T T T T

|Tra|n|ng at home j 0 {15.7| 30 40 50 60 70 80 90 100 %

Figure 41: Sensitivity and robustness check for “Costs” and “Training”

score Overall

|Costs =l 25,00 AUl

100 all upper
| Training at work [ ek
M Training at home I
[ Sponsored activity
[ Step counter 80 -
[ Training colleagues
v Group nutrition ext. 70 4
¥ Single nutrition ext P
[v Nutrition intern &0 -
[+ Healthy food at work
[ Vaccinating at work R0 Healthy food at work
[ [all upper]
[ [alll E

[all lower ] @ [ Nutrition intern
30 - Hx\
Group nutrition ext.

20 4 Single nutrition ext
[+ Intersection

10
|Nutrition intern j

1} -

|5ing|e nutrition ext j 0 '.1;}'2;} y aliﬂ.{ll ' IE:I}I?:I}IE:I}IEII}I1'IZI!-I}'}G

Figure 42: Sensitivity and robustness check for “Costs” and “Nutrition”
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If costs are gaining a higher impact on the decision, the ranking of the measure
"Group nutrition consulting extern" decreases. If the weighting is 40%, this measure
falls short of the (unpopular) measure "Internal nutrition consulting", as the figure
above shows.

6.6 Hypotheses on scoring

In chapter 4 “Methodology” the following hypotheses were made:

Hy: MFAs favour the costlier of the individual programs for the promotion of health
(i.e., the two features are correlated strong).

Hy: Cost level and effectivity of the individual programs for health promotion are not
independent (i.e., the two features are correlated strong).

Hy: MFAs prefer the more effective of the individual programs for the promotion of
health (i.e., the two features are correlated strong).

Another reason for the hypotheses tests was to determine whether the decision crite-
ria are independent of each other.

In order to test the hypotheses, the following procedure was used: Firstly, for each
combination of the decision criteria, a scatter diagram was drawn up. In addition, the
so-called correlation coefficient, a measure of the possible relationship, was deter-
mined. A line, the so-called regression line, was entered into the scatter diagram. As
explained in section 4.2.7, the comparison of observed values with expected values is
required for the hypothesis test. For the respective null hypothesis, the expected val-
ue was assumed to be the value as obtained from the regression line.

The first null hypothesis asserts that the MFAs prefer cost-intensive measures. The
more expensive a measure is, according to the hypothesis, the more it is preferred. In
order to check the assertion, the following scatter diagram was created with the
columns "Costs" and "Acceptance" from Figure 35.

In the scatter diagram, a blue dot is entered for each measure of the priority list. On
the x-axis the cost performance and on the y-axis the acceptance. "Training at home"
has, for example, the coordinates (100;46) - it is cost-effective with medium
acceptance. With the straight line, which is likewise colored blue, the trend line or
regression line, an attempt is made to find a straight line with which the blue points
have as small a distance as possible. The corresponding straight line formula is
shown in the diagram at the lower right.

Using this formula, a table of the expected values can be compiled. According to the
formula, the expected acceptance value of y=0.3338*%62+29.07 results for a cost
value of 62. The correlation coefficient is 0.48 (i.e. a weak corelation). Table 37
contains, for all existing cost values from the priority list, the values calculated with
this formula and thus expected, assuming that the null hypothesis applies.
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Correlation: Cost level - Acceptance
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y =0,3338x+29,07

Figure 43: Scatter diagram for the correlation: Cost level - Acceptance

Cost level Expected

Acceptance
Vaccinating at work 100 62
Healthy food at work 50 46
Training at home 100 62
Sponsored activity 75 54
Step counter 75 54
Training at work 75 54
Single nutrition ext. 25 37
Training colleagues 62 50
Nutrition intern 37 41
Group nutrition ext. 25 37

Table 37: Data for testing the null hypothesis on cost -> acceptance

This table was used for the chi square test with the result that the null hypothesis can
be rejected at a very high level of significance (p<0.1%) and therefore the counter
hypothesis Hi applies:

H;: MFAs do not favour the costlier of the individual programs for health promotion
(i.e., the two features are not correlated strong).

The counterhypothesis also applies in the direction of acceptance at the cost level.
That is, higher/lower acceptance is not associated with higher/lower costs.

The null hypothesis for the relationship of the cost level to effectiveness and vice
versa was tested in the same way. If the null hypothesis were applied, it would mean
that more expensive measures are more effective. This null hypothesis can also be
rejected at a statistically highly significant level. The following counter hypothesis
applies:
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H;: Cost level and effectivity of the individual programs for health promotion are in-
dependent (i.e., the two features are not correlated strong).

Another picture results when the null hypothesis is tested for dependence on effec-
tiveness and acceptance. Even the scatter diagram and the high correlation coeffi-
cient of 0.77 suggest that the null hypothesis cannot be rejected. The high p-value
(p>38%) confirms this so that no statistically relevant statements can be made about
the correlation between the effectiveness and the acceptance of the measures by the
MFAs.

As a possible cause of a causal link, it can be assumed that the MFAs may have a
high degree of knowledge about the effectiveness of the measures due to their train-
ing and experience. Especially when vaccinating, the effectiveness of the measures is
intensively informed, so that the "reputation" of the measure determines its ac-
ceptance. On the other hand, the estimation of efficacy here is based on studies that
are not well-known, which would lead to a causal link. Similarly, there is a presump-
tion of causality when one assumes that the MFA prefers the measures which they
presume to allow their physician to express an appreciation when given to them.

Also, the reverse causal link, namely, that the acceptance affects the effectiveness is
not excluded. The more a measure is accepted, the higher is the chance that it may
prove effective. The "belief in success" in the sense of a placebo effect and the "self-
fulfilling prophecy" addressed here would be the explanatory patterns.

Correlation: Effectivity - Acceptance
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0
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y=0,6708x+16,425

Figure 44: Scatter diagram for the correlation: Effectivity - Acceptance

6.7 Summary of results

The following points summarize the research findings of the development of a priori-
ty concept.
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They contain the result of the scoring, the sensitivity tests, and the essential hypothe-
ses and show the contribution to knowledge for the area "Decision-making in Ger-
man general practitioners' surgeries to activities promoting personal health poten-
tials".

Moreover, the research question

3. On what basis can the implementation of these activities be prioritized by a multiple
criteria decision-making model, which considers relevant stakeholder perspectives?

is answered:

o The three key stakeholders’ perspectives staff (MFAs), medical professionals
(general practitioner) and owners (managers) are covered by the decision-
making criteria for acceptance, effectiveness and cost level.

e For each of the decision-making criteria, acceptance, effectiveness and cost
level, it is possible to develop comprehensible and largely reliable assess-
ments, which enable a prioritization.

e The decision-making criteria for acceptance and cost level as well as cost
level and effectiveness are statistically significantly independent of each oth-
er. A link between acceptance and effectiveness cannot be statistically signif-
icantly confirmed or rebutted.

e The assumption that MFAs’ preferences are based on favouring costlier
measures must be rejected. The assumption that MFAs prefer to take
measures with high effectivity can neither be rejected nor confirmed.

e The only measure that achieves more than 50% of the performance points for
all three decision-making criteria is "Vaccination at work". It is the measure
that should be taken with the highest priority. The recommendation is robust;
even with changes in the weighting, it remains the first rank.

e Measures that are best for a one-dimensional view:
- Healthy food at work: Acceptance - "What matters most for the staff."
- Training with step counter/fitness watch: Effectivity - "Main thing it helps."
- Training at home: Cost level - "But it must not cost anything."

e Measures which, in two decision-making dimensions, account for more than
50% of the points are:
- Healthy snacks/food at work: Acceptance and effectiveness
- Sponsored activity: Acceptance and Cost level
- Training with step counter/fitness watch: Effectivity and Cost level
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e The sensitivity and robustness test also show high stability in the priority list
for non-vaccine-related measures. Only fundamental changes in the
weighting lead to significant changes in the ranking.
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7. Discussion

This chapter looks at how to realize the findings into a general practitioner’ surgery,
that is, the implementation. As Figure 18 shows, this is the last step in the multi-
criteria decision-making model. The first section presents the results of the qualita-
tive interviews general practitioners about the established priority list and possible
implementation concepts. The concept proposed as a standard is discussed regarding
its adaptability to the individual general practitioner's surgery.

Thereby, three consecutive approaches are discussed.

The first sees the promotion of MFA personal health potential as a more or less
unique, situational action. The setting is: The general practitioner is convinced of the
correctness of the concept and now plans to implement it as quickly as possible in his
own practice without any further implications. The implementation aspects to be
considered are presented in section 1.

The second setting sees the standard proposal on primary prevention as a first key
step towards a more comprehensive and ambitious doctor's health management pro-
ject, based on the recognition that employee health can be a key success factor for
the practice and, in the longer term, not to be underestimated represents a competi-
tive factor. This section illustrates what steps still need to be taken to meet the re-
quirements of a sophisticated health management system.

From a holistic view of practice management, health management can be embedded
in a more comprehensive quality management system. This third setting outlines the
relationship between this study and the establishment of a quality management sys-
tem.

All three settings were addressed in the interviews with general practitioners and
discussed as alternatives.

While the three settings emphasize the content aspect of an implementation, the last
section deals with the psychological contract that represents the processual aspect. It
is worked out what requirements its fulfilment places on the general practitioner.

7.1 Results of structured interviews with general practitioners

As described in 4.3.8, structured interviews were conducted in November and De-
cember 2017 with four different general practitioners. All interviews were conducted
using the interview guide as presented in Appendix 5. The aim was to reflect the re-
sults of the MFA surveys and to discuss the introduction of health promotion
measures for MFAs. The time required for each interview was limited to one hour
each. Answers were documented in Appendix 5.
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7.1.1 Characteristics of the interviewed general practitioners’ surgeries

It goes without saying that four qualified interviews cannot form a representative
basis. Nonetheless, the interviews conducted were very enlightening and, regarding
the insights gained in health management, characterized by a high degree of diversi-
ty. This was not least because the four selected interview partners had four funda-
mentally different characteristics. To simplify the reference to the different types,
they have been labelled by the author with succinct names.

General practitioner’s surgery A: in the following called "classic" - is a classic
general practitioner’s practice with an older, doctorate holder (64 years) in a
prosperous suburb of a German city, characterized by good middle-class rela-
tionships. Employed is a full-time MFA (55 years old), supported by one to
two helpers plus a helping husband. The range of services includes acupuncture
and naturopathy as a special feature. There are no special offers for primary
prevention. Also, the MFAs do not perform primary prevention or primary care
tasks. Due to illness absence often leads to increased burden of work and long-
er working hours of the assisting husband. As health-promoting measures a
stress-free work environment as well as free acupuncture and naturopathic ad-
vice by the owner are highlighted.

General practitioner’s surgery B: hereafter referred to as the "young doctor" - is
a general practitioner and internist with a doctorate. He is relatively young (age
35) and has recently taken over a practice in the centre of a German city. As an
additional education he has a management qualification. Under his leadership,
three other doctors are working, supported by a total of eight part-time MFAs.
In addition to acupuncture, homeopathy and naturopathy, travel and tropical
medicine services are offered. Prevention and preventive medicine are a focus
of practice in which tasks are also delegated to the MFAs, with special mention
being made of NLP (Neuro-Linguistic Programming) activities. In the MFA
tasks of primary care were expressly called blood glucose and blood pressure
measurement. Absenteeism is rare and may be recorded and evaluated.

General practitioner’s surgery C: hereafter referred to as "Holistic" - is a family
practice for general medicine and naturopathy with a female owner with a doc-
torate (51 years) on the outskirts of a German city. Patients come from all
walks of life and include children and adolescents cared for by a second female
doctor. One full-time, five part-time MFAs and two trainees (18 to 45 years)
support the doctors, who mention acupuncture and numerous naturopathic
treatments, as well as yoga as a special performance focus. The involvement of
the MFAs is an integral part of the practice concept, which is very strongly
geared to the individuality of the patients but also explicitly to the individuality
of the MFAs. More detailed information can be found in section 7.5. Tasks of
primary care are "barely" performed by MFAs. Abnormalities due to absentee-
ism often occur; absenteeism is recorded via the time recording system, but no
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cause-related evaluation takes place. The range of practiced health-promoting
measures ranges from "rest periods", "drinks", weekly "fruit and vegetable
box", sporadic yoga to "fresh air during lunch break" (in the nearby park).

General practitioner’s surgery D: hereafter referred to as the "Experienced" —
The owner (64 years old with doctorate) has set up and expanded a general
practice in the city centre of a large German city with several employed doc-
tors. The principal areas of activity include occupational medicine and, as so
often associated with it, travel medicine. Three full-time and five part-time
MFAs of all ages are employed. Primary prevention offers are part of the
standard range of services complemented by a comprehensive range of medical
check-ups. The delegation of primary prevention tasks to MFAs is planned (to
a limited and still to be determined extent). General medical care tasks are not
part of the range of services. Disorders due to illness-related absences occur,
are also recorded in time, but not evaluated due to labour law concerns. The
need for health promotion measures for the MFAs is recognized, but - except
for vaccines - insufficiently implemented.

It is striking that three of the four interviewees specifically call acupuncture as a ser-
vice offering, which is probably because in addition to the belief that acupuncture
can heal and relieve pain, the costs are covered by the statutory health insurance
companies. The "Experienced" (D) expressed that he did not want to include these
points in the range of services given his age. The same applies to naturopathy, how-
ever, there is due to the wide range of medical treatment no continuous coverage of
all health insurance guaranteed.

The concept of "delegation of tasks of primary prevention to MFAs", as set out and
explained in subsection 3.2.2, seems to have reached the doctors. Except for the
"Classic" this was confirmed as a useful concept. A consultation with the "Classic"
confirmed that the assistant was a "doctor’s receptionist" who was not trained as a
MFA with an expanded job profile.

7.1.2 Comparison with the priority list

The second part of the interviews was used to compare the ten proposed measures in
the priority list with the ideas and experiences of general practitioners. First, it was
asked if measures and/or decision criteria were missing.

As was the case with the open questions of the MFA Survey, first check-ups were
mentioned as a missing measure, but here again, as it turned out, they could not be
classified as primary prevention measures. Also, in the proposal "team events (excur-
sions, celebrations, etc.)" showed the discussion that it is more likely to promote the
working environment and thus increase the psychosocial well-being, as the primary
prevention. (If it were, otherwise, the health insurance funds, which pay direct prima-
ry prevention measures, would also have to contribute to the costs of company out-
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ings and Christmas parties.) The suggestion "sugar-free drinks in the workplace" is
not explicitly mentioned in the priority list but can be subsumed to “Healthy snacks
at work”. The same is true for the suggestion "Promoting self-initiative", which can
be flexibly classified under "Sponsored activities after work".

In the decision criteria, none was considered missing despite an explicit inquiry. The
weights for acceptance / effectiveness / cost level were distributed as follows:

The Classic -30/30/40
The Young doctor -40/40/20
The Holistic -33/33/33
The Experienced -70/25/ 5
Average -43/30/27
Priority list -50/25/25

The overview shows that the weighting used for the development of the priority list
and the average for the structured interviews are very close to each other.

Acceptance is rated relatively low by "The Classic". This reflects the attitude "Health
is not something you can manage" (translated by the author). "The Experienced"
with the highest weight emphasizes that "... you always have to talk to the MFA first
..."" (translated by the author), then adds: "But even with low acceptance I offer
measures, if I am convinced." (translated by the author). "The Holistic" finally sees
the MFA Survey as a regular task.

The effectiveness is considered by the "The Young doctor" as important as the ac-
ceptance. While the relative low weight of effectiveness of the "The Experienced"
and "The Classic" reflects years of experience with efficacy claims.

The cost level only plays a dominant role for "The classic". This is due to the size of
the practice. "We have to look where we are staying, and I do not like investing in
measures that I do not know if they will do anything." (translated by the author) -
This quote proves the high weighting of the cost level in this case.

The individually adopted weighting scheme was combined with the table in the in-
terview guide. For each of the ten measures the assumed acceptance, the effective-
ness and the cost level were estimated in the interviews. Compared to the priority
list, the following results are obtained:

“Vaccination programs” are also ranked number one in the GP’s evaluation of
the priority list, but the distance to the other measures is not as clear as in the
evaluation of the MFA survey. This is probably because one of the practices is
more likely to be seen as vaccine-critical, at least for flu vaccines, and that the
assessment of the costs was not as extremely favourable. Inquiries showed that
answering the question the general practitioners has forgotten that all costs are
covered by the health insurance also in the vaccination of own employees.

DBA Cedric Ballin



Doctorate in Business Administration

For the measure "Internal Nutrition Advice" the GP interviews rank 2nd, while
the same measure is only ranked 9th in the priority list of MFAs. This is due to
the large differences in all three decision criteria. For example, the difference
in acceptance score is 38. While the MFA survey's acceptance is only 31
points, the surveyed GPs count 69 points. The costs are also estimated to be
higher than comparable market values. The effectiveness - in the priority list
based on the literature research - is estimated to be much higher (56 points in-
stead of 42 points). The high rating reflects the high estimation of one's own
performance. In addition, one of the four doctors interviewed has additional
training in nutritional medicine, so he may be inclined to rate the impact of
healthy eating particularly high.

If one ignores "Internal Nutrition Advice", as this may pose a problem, as ex-
plained in the previous paragraph, "Healthy food at work" is ranked second in
both analyses.

The readiness for the measures "Vaccination programs" and "Training at
home" differs most in GP interviews and MFA survey. Vaccination is 88%
percent preferred in the MFA survey, while the GP evaluation shows 56%. Ac-
cording to the MFA survey, 46% would approve of "Training at home", while
the general practitioners assume 31% as acceptance rate. Conversely, the
measures "Internal Nutrition Advice" and "External Nutrition Advice in
Groups" are overestimated. This means, the general practitioners surveyed be-
lieve that the measure is popular, while in fact it does not receive any special
appreciation from the MFAs.

The evaluation of the differences between "assumed acceptance" in the GP survey
compared to the preference profiles of the MFA survey is revealing. This may be due
to the specific circumstances and peculiarities of the individual general practitioner’s
surgery, but at the same time it is a clear indication of the need for an employee sur-
vey when measures are introduced.

7.1.3 Factors influencing productivity and performance

In this part of the GP interviews, physicians were asked to rate the importance of key
influencers and levers as shown in Figure 10 for the reduction of absent days. The
levers proposed were primary prevention, work organization, workflow and leader-
ship quality and competence, that is, the elements that can be directly influenced by
the general practitioner and that then affect productivity and performance.

The table below summarizes the discussion results. The respective answers were
discussed and then classified by agreement into the categories "low (4) / medium (3)
/ high (2) / very high (1)".
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Average The Young The Experi- The Holistic | The Classic
doctor enced
Job design 1.8 1 3 2 1
Work design 2.0 2 3 1 2
Leadership 2.8 3 1 3 4
Prevention 3.5 4 3 4 3

Table 38: Importance of levers for reducing absent days — extracted from the inter-
views with the general practitioners

The importance of primary prevention measures for MFAs has been consistently
rated as low, even though they were considered as a first good-to-be-heard initiative.
With "The Classic" and "The Holistic", the viewpoint of seeing primary prevention
as a contribution to productivity and performance collided with the professional self-
image. The situation is similar with the self-image as a leader and manager: "That
does not matter as much as the individuality of the employees" (translated by the au-
thor). The importance of a good working environment (referred to in the impact net-
work as psychosocial well-being) is consistently confirmed, although leadership
quality is not seen as a decisive factor, as is the health-promoting organization of
work organization and job design.

As a further starting point for performance improvement, in addition to measures for
team building, it was suggested that new or improved opportunities be created to find
short-term MFA substitutions.

7.1.4 Implementation of health management

The first question was why a medical practice should introduce a health management
’s” quote "4 company
that works with people's health should embody this through healthy employees” (Ap-
pendix 5 B 4.2 - translated by the author) expresses the core idea. The note "Employ-
ees learn from it and patients become role models" (translated by the author) also
shows the potential marketing aspect in addition to the organizational aspect. “The

Holistic” general practitioner points to the “limitations of a small business™: "... but 1

system compared to other organizations. The “Young Doctor

do not want to give additional staff additional tasks and burdens in addition to our
‘everyday madness’” (Appendix 5 C 1.5 mail - translated by the author).

The possible implementation concepts are discussed in more detail in the following
sections of this chapter. Two quotes are made to point out possible introduction diffi-
culties: "Ever since my additional qualification in psychosomatics, it has become
clear to me that health management has too many manifold aspects to develop a
catchy and coherent concept.” (Appendix 5 C 4.3 — translated by the author) - "It
depends on the personal relationship. Health is not a management object. It is
enough if the businesspeople have already decided in the hospital. Doctors are not
managers. " (Appendix 5 A 4.3 - translated by the author).
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Similar ambivalences occur in the question of the concepts propagated by some med-
ical associations, such as "healthy leadership", "health culture in physician’s office"
or "health literacy MFA". The span ranged from "... I consider exaggerated, collid-
ing with my understanding of the physician ... I see with discomfort the development
at the medical council” (Appendix 5 A 4.4 — translated by the author) up to "It would
be good if these concepts were better known and implemented ..." (Appendix 5 D 4.4
— translated by the author) or "Could have a (medium) contribution to the practice

afford.” (Appendix 5 D 4.4. - translated by the author).

7.2 Implementation of the standard proposal

In this section, the implementation is developed as a "stand-alone measure". It is as-
sumed that the general practitioner considers the standard proposal to be adequate
and that implementation aspects are the focus of attention.

In three of the four interviews this was felt to be the most obvious suggestion. “The
Holistic” is reluctant to use standards and sees the promotion of personal health po-
tential as a process: "In our practice, this is an ongoing process that involves many
individual discussions. Employees are individuals." (Appendix 5 C 2.5 - translated
by the author).

The time required to work out a concept like the standard proposal was estimated at
eight to ten hours. If the standard recommendation is used, the effort is reduced to
two hours according to the estimates of the general practitioners.

The result from a multi-criteria-decision analysis is not one solution. It provides a list
of possible solution sorted after priorities. This is important for the use in the practi-
cal work of general practitioners’ surgeries. These organisations have limited re-
sources of time and money to improve their health management. To avoid inefficient
health management program or programs which are not accepted by their employees,
the research findings for the development of a priority concept in chapter 6 are im-
portant. The priority list (Figure 35, 36) also respects the different financial possibili-
ties of general practitioners’ surgeries. They can individually decide if they imple-
ment one or more options. If one option is too expensive the next activity could be
selected. This structure allows a result which is very close to the practical work.
None of the studies provides a suggestion for the one best activity and no organisa-
tion is forced to use this activity. The result depends on the individual weighting of
each element and it is still useful in the daily work if it is adjusted to the individual
needs of one organisation.

However, the promotion of personal health potentials is an ongoing process and the
list as standalone To-Do-List could be not enough.

The recommendation for the practical use is the following
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1. Commit yourself as an employer to the goal of health management: Improve
the health of employees

Think about the budget for the implementation

Define status

Coordinate the activities with the employees

Implement activities

Be patient

Measure the result

Nowunhkwb

At first the employer needs to make a personal decision. It seems that the promotion
of personal health potentials leads to a higher performance and more profit, but it is a
long-term process and this research did not find evidence that the result guarantees a
positive return of investment. This means any general practitioners’ surgery needs to
think about the investment they want or can make in the promotion of personal
health management and if they can handle the uncertainty of return. It will cost re-
sources. Afterwards the status about the actual primary prevention is needed. The
commitment with the employees is important to support the implementation of the
activities. This could be done with the provided questionnaire or through personal
discussions with the employees. After this the activities from the list could be im-
plemented. In the best case this are all activities, but this will often be too difficult or
time consuming. However, every activity is effective and even one implemented ac-
tivity goes in the right direction. The implemented activities need time to work until
they produce an effect. The best rated activity of vaccines will need at least one flu
season to provide a result. Monitor the results in the organisation. These results will
be measurable through the number of absent days, but it is important to document
them and to exclude unexpected events e. g. through accidents in the private life.

If the general practitioner wants to become active in all three areas of vaccination,
movement and nutrition, the following paragraphs provide concrete implementation
instructions for the three most prioritized measures.

7.2.1 Specificity of vaccination programs

In Germany, there is no vaccination requirement, so that participation in vaccination
programs is voluntary. At the same time, vaccination is clearly the most effective
measure with the highest detectable effect on days lost.

There are several studies, which proved that for example a flu vaccine reduced the
average of absent days. The study "Occupational vaccination of health care workers:
Uptake, attitudes and potential solutions" (Little, Goodrigde et al., 2015) and the
study "Healthcare workers and immunity to infectious diseases" (Vagholkar, Ng et
al., 2008) provide evidence to have a very strong and positive influence on the absent
days.

Although the coverage rate for MFAs is above average compared to other occupa-
tional groups, there are still two gaps (5.2.5). First, the difference between "private
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vaccination" (75%) and "vaccine at work" (88%). Here, through education and in-
formation by the doctor, a considerable potential can be opened relatively easily by
clearly communicating the offer for vaccination in one's own practice. On the other
hand, analysing the open questions reveals that around 5% of MFAs have unclear
ideas about the effects of vaccinations such as "My immune system is strong
enough". Again, an open discussion with the general practitioner could help.

Specifically, with regard to flu vaccination, some MFAs are uncertain or ignorant
that they belong to the risk groups in several respects in the sense of the Standing
Vaccination Commission (STIKO, 2017), the German immunization agency at the
Robert Koch Institute RKI (2017): "Vaccination should be given as part of an in-
creased professional risk to

* persons at increased risk (for example, medical personnel) and

* persons in facilities with extensive public traffic

* persons who can act as a potential source of infection for those at risk.

This vaccination recommendation shows the MFA’s own risk of becoming ill, the
risk to other persons acting as germ carriers and the impairment of patient safety (e.g.
older people with weak immune systems).

Since, as mentioned earlier, flu vaccines are new every year and, unlike many other
vaccines, no permanent protection is built, the challenge is to motivate each year
again.

7.2.2 Design of the measure ""Healthy Snacks"

The cross-group popularity of the measure among employees was noted in paragraph
5.2.4.1. With regard to the effectiveness and the cost level, this measure cannot score
very well.

The effectiveness, as understood in this research, is mainly focused on long-term
effects. The following article draws attention to the short-term, so to speak, every-
day effect: "The possibility of providing light meals in the breaks, vitamins and min-
erals (e.g. through a fruit basket) ensures a much flatter drop in the performance
curve over the whole working period, a less strong "midday low" and for intact de-
fences of the employees. The investment in a fruit basket is also perceived by em-
ployees as a sign of appreciation. " (Barré, 2014).

But not every food and drink are suitable as a small snack. Although chocolate bars
and other sweets deliver energy immediately, they quickly turn hungry again. A bet-
ter alternative is nuts (are rich in protein, vitamins and minerals), fruits, sliced
vegetables or a yogurt. The compilation of healthy eating offers at the workplace
could be an opportunity for the employer to find feasible and attractive solutions in
teamwork in discussion with the MFAs.

In a representative study, one of the largest health insurers in Germany, Techniker
Krankenkasse (TK), compared the eating behaviour of employed persons between

DBA Cedric Ballin

199



200

2013 and 2017 (TK, 2017). When asked what their nutrition is all about, 45 percent
of respondents said they wanted to eat healthy food first and foremost. In the last
survey on the dietary behaviour of people in Germany in 2013, only 35 percent said
so. For the first time "healthy" is more in demand than "delicious" (41 percent). The
criteria "low-calorie" and "fast" are also losing relevance. This trend is visualized in
following figure.

Healthy eating becomes more important
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Figure 45: The trend to healthy snacks at work (TK, 2017 - translated by the author)

Despite the trend change, the change in nutrition remains a difficult matter. In the
same study, participants were asked about the reasons that stand in the way of a
healthy nutrition. "To feed myself healthier, I lack ... time and rest (56%), staying
power (46%), will (43%), money (29%), cooking skills (28%), better working condi-
tions (26%), knowledge (25%), family support (22%), advice (21%), interest (2%),
nothing - already eat healthy (10%) " (TK, 2017 - translated by the author). For the
general practitioner’s surgery that is willing to implement, this makes it possible to
identify possible obstacles in the implementation.

At another point in the study, one-quarter of women say, “they do not have time to
take a break and eat on the side”. A circumstance that could also apply to the most
hectic practice operation (and perhaps even higher.)

7.2.3 Design of the measure "Training at Home"

"Training at home" (cf. preference profile 5.2.3.4) is among the measures with the
least variation within the age group. To explain this, one should first consider the
characteristics of the measures "Training at workplace", "Step counter" and "Train-
ing with colleagues". In contrast to "Training at home" they limit the customizability.
Training in the workplace is due to the spatial limitations; not for all ideas there is a
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suitable environment, e.g. for laying out a yoga mat. Step counter means restricting
the variety of movement options to walking and/or jogging, and "training with col-
leagues" requires responding to the ideas of others. "Training at home" as well as
"sponsored activities" clarify the need for individuality.

Therefore, any general practitioner willing to implement should approve any idea of
a personal exercise program that results in exercise and movement. The support can
take many forms and differ significantly from employee to employee. In detail, one
could mention:

o Paying for DVDs and other media with a focus on exercise and gymnastics
programs (e.g. Zumba, aerobics, ski gymnastics, stretching, back exercises,

)

o Paying for DVDs and other media with a focus on relaxation and concentra-
tion exercises as well as anti-stress content (e.g. Yoga, Chi Gong, Tai Chi,
Feldenkreis, progressive muscle relaxation according to Jacobsen, ...)

o Paying for small equipment for physical activity promotion (e.g. dumbbells,
stretch bands, sitting balls, home trainer, ...)

o Encourage to travel to work by bike or on foot, or at least to do sections of the
way (e.g. the way to the nearest subway station) in this way.

o Encouragement to recognize "opportunities for movement" (e.g. use stairs in-
stead of elevators wherever possible)

o Encouragement to plan leisure activities also under the aspect of exercise
training.

In principle, it can be recommended to show generosity in these areas, since these are
not cost-intensive measures and the appraisal effect is in the foreground. In addition,
medical advice and medical expertise is needed to design a home-based training pro-
gram that can be tailored to the individual needs of the MFA.

As with all primary prevention measures, the role model of the physician is also im-
portant as it enhances credibility.

7.2.4 Measures combinations

Generally, the result of the literature review was that there is not one special activity,
which leads to better primary prevention. The combination of several activities
seems to be the best way for an improved promotion of personal health potentials.
Van Strien & Koenders (2010) provides evidence for this. Following this argumenta-
tion, a bundle of health activities needs to be tested. However, there is no result for
such bundles in the literature review. It could be that the combination of options from
all areas which are used can lead to better results than the use of one single action.
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The use of two or more activities should lead to a better result than one. However,
there are no studies about negative interaction when several activities are used simul-
taneously. There is no hint for such negative interaction, but it would be possible for
example, that a strict diet combined with sports can have such negative effects. Fol-
lowing this the recommendation is to implement more than one health activity.

The results from subsection 5.2.7 "Preference profiles to combined programs" can
provide valuable information on the acceptance of the measures. Figure 36 "Priority
list in a 3D overview" in section 6.4 shows starting points for the evaluation of com-
bined measures according to different decision criteria.

7.3 Adaptations of the standard proposal

7.3.1 Adaptation to age structure

If a physician’s surgery has a specific age structure, many young, middle or older
MFA:s, it does not need to make any special arrangements for the first three measures
proposed in the priority list. The acceptance of these measures is independent of age.

Only in the case of the following three measures should the age structure be consid-
ered as a plan-relevant factor (5.2.3, Figure 23):

- "Training within a group with colleagues" is significantly less preferred by the age
group 26-35 years than in the other age groups - It is possible that this age group may
feel under-challenged, because within the peer group there are hardly any differentia-
tions.

- "Step counter and Fitness-Watch" are clearly not desired by the age group 56 to 65
years. - If the implementing general practitioner strives for these measures, for ex-
ample because she/he is convinced that this provides a good means of steering and
controlling to promote the effectiveness of the measure, he will have to reckon with
the resistance of employees of the age group 56-65 years.

- "Training at workplace" is significantly more preferred by the age group 56 to 65
years than in the other age groups. - This measure, in contrast to the above, suggests
that the older employees have a closer connection to the social environment of prac-
tice. A physician who has an interest in pursuing the consistent implementation of a
movement program, because, for example, he is convinced that the consistent and
lasting implementation is crucial. The implementation in the workplace ensures the
permanent participation of the employees.

7.3.2 Adjustment to cost situation

To adapt to specific cost situations, it is advisable to look at the sensitivity analysis
for changes in the cost weighting (Subsection 6.5.3).
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Figure 41 on sensitivity and robustness shows for the group "physical activity pro-
motion" that even with a significant increase in the cost level, the proposed "training
at home" measure cannot be superseded by any other measure in the overall assess-
ment, and the other measures of the group does not change their positions in the pri-
ority list.

A slightly different picture is shown in the group "Nutrition" (Figure 42). Although
the suggested measure "Healthy snacks at work" cannot be supplanted from the top
rank by weighting changes, but from 40% weighting for the cost level there is a shift
in the further nutritional measures. The "internal nutrition consulting by the physi-
cian himself” then receives a better overall rating than the other two nutritional
measures.

7.3.3 Adaptation to acceptance

Employee surveys are among the three most important tools for analyzing the state of
health in German small and medium-sized enterprises, in addition to the analysis of
reports on absenteeism (Liieren, Stickling et al., 2015). They form the basis for the
targeted participation of employees in the design of health-promoting measures.
Therefore, in forming the priority list, the acceptance was weighted at 50%. The in-
dividual physician must decide for his practice whether he will follow this suggestion
and thereby give the employees' preferences the highest weight in his decision.

As explained in subsection 6.5.1, the list of priorities is not sensitive to a lower
weighting of the acceptance. Even if all three criteria are equally weighted (one third
acceptance), the priority remains for the three measures proposed here. If the physi-
cian gives a significantly higher weight to the opinion of the employees, the "spon-
sored activity" is one of the first three measures to be prioritized and "Training at
home" falls behind.

7.3.4 Adaptation to effectivity

The situation is similar with adaptations to different weights for the effectiveness. As
far as nutrition measures are concerned, the physician does not need to think twice,
as Figure 40 shows that no weight change leads to a change in the order of priority.
In the case of training measures, changes only occur if the weighting rises above
35%. Then the "Step counter and fitness-watch" measure will be added to the three
most important measures. However, this can sometimes become a problem because,
as shown in subsection 5.2.3, this measure tends to be rejected by the age group 56-
65 years (Figure 23).

7.3.5 Adaptation to own ideas

The adaptation to own ideas can be sought in several ways. To be able to make these
adjustments, the data collection sheets for scoring results from Appendix 7 supple-
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mented with the priority list could be provided as Excel worksheets with completed
entries. Below is shown how to proceed with individual changes if necessary.

- The implementing general practitioner or the MFAs propose their own measure,
which is not included in the previous proposals. In the "Acceptance" worksheet, the
proposed measure is added by overwriting in the "Further proposed measures" group.

- The acceptance of the individual measures is assessed differently than in the MFA
Survey. In the column Score the other value is entered.

- The effectiveness is assessed differently. For example, recent studies may be added
that demonstrate another efficacy. Accordingly, the number of studies contained in
the Excel sheet and their "level of influence" should be changed. Likewise, the un-
derweights for literature review (75%) and the result for the GP interviews can be
changed in the Excel sheet.

- The cost level is assessed differently. Here, too, the individual scores can be
changed in the worksheet and the weighting between the two columns "experience
and market observation" and "GP interviews" changed.

- The weighting between the individual decision criteria can be changed in the work-
sheet "Priority list".

The changes can be made either by the MFA or by the general practitioner. Only low
Excel knowledge is required.

The question asked in the GP interviews about the willingness to adapt to own deci-
sions to use software (Appendix 5 - question 2.6) was only supported by “The Young
doctor”. Everyone else saw it as "foo much administrative work to the detriment of

I Y]

the patients”, “... plus too much computer insecurity.” (translated by the author).

7.4 Development of a project ""Health Management System"'

This section assumes that the general practitioner considers the standard proposal
presented in the previous section as a first step towards the introduction of a health
management system. In comparison with the cause-effect network on the target sys-
tem of a health management system in the general practitioner’s surgery (Appendix
5) and the Rhodes and Steers (1978) model of employee attendance (cf. 3.1.3), it is
shown which next steps would make sense after the primary prevention measures
have been started.

This was discussed in the interviews as a potential advancement and seen by “The
Young doctor” and “The Experienced” as a promising approach.

Generally, it needs some effort for every organization, and so for a general practi-
tioner’s surgery to implement a health management system. The priority list is a help
and it provides proven options for the health management with a focus on promoting
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personal health potentials. It does not provide a full-service implementation of a
health management system. Such an implementation will need time and resources.
The general practitioners’ surgeries need to invest and spend money to improve the
health management and finally to enhance profit by it.

7.4.1 Target system and leadership ability

In section 3.3.3 "Deriving priorities for German general practitioners’ surgeries", the
leadership ability was identified as one of the most effective factors for the success-
ful introduction of a health management system (Table 2: Cross-impact matrix of the
interaction of health management goals). Therefore "Development and permanent
anchoring of the management system" according to Walter (2007) is in the fore-
ground. Here, it would first be necessary to clarify the goals to be achieved with
health management. In addition to the objective of "emotional well-being" and the
associated "reduction of absence days" in this research, according to Liierfen et al.
(2015 - translated by the author) other goals like

- Increase job satisfaction

- Improving the mental health of the employees

- Strengthening the personal health competence of employees
- Increase efficiency / competitiveness / productivity

- Improvement of the working environment

- Improvement of the employer image

- Strengthening the personal responsibility of employees

- Quality improvement

- Reduction of the labour turnover rate

- Reduction of occupational accidents

may be desirable. Here, the general practitioners would be required, depending on
management style in consultation with their employees, to develop goals and their
relevance to their own practices, to agree and to prepare the implementation. The
afore mentioned objectives were identified in a survey of SME companies (N=401)
and would need to be reviewed to see if they are relevant to microenterprises such as
a general practitioner’s surgery. If necessary, cross-impact matrix would be expand-
ed to include new targets and to complement the interrelationships.

In the same study (LiierBen et al., 2015, p. 18 — translated by the author) finds the
thesis “Leaders play a crucial role in the implementation of a corporate health man-
agement" with about 94% an overly clear advocacy, which can probably be adopted
without too much restrictions for the general practitioner’s surgery.

The challenge for the general practitioner relates to both indirect and direct leader-
ship. "Indirect leadership of an organization's management refers to the organization-
al framework. Direct leadership, on the other hand, is personal-interactive. It serves
to implement structural leadership strategies and controls employee behaviours. It
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depends essentially on direct leadership, whether employees are valued and
acknowledged, if they feel that they are treated fairly and encouraged. (Imarinen and
Tempel, 2002 - translated by the author)

In addition, leadership is always associated with exemplary function and thus exerts
a considerable influence on health management. "In addition to their role in manag-
ing their own health behaviours, leaders are also a key factor in implementing work-
place health management measures. They act as promoters of the approaches by not
only being able to provide information, but also propagating and often implementing
measures. Through their power in the organization they can legitimize change pro-
cesses and provide necessary resources. ..."(Wunderer 2007, p. 160, cited in Braun
(2016) - translated by the author). It is worryingly true that studies on the health be-
haviour of physicians suggest that they are difficult to set an example: "Studies on
the result that physicians due to various specific work, scarce time and personnel
resources, low levels of job satisfaction, low levels of social support as well as oner-
ous treatment situations and decisions cannot be cited as examples ... " (Eikamp,
2015 - translated by the author).

In addition to the definition of targets and a health promotion-oriented leadership
behaviour, the establishment of a controlling structure is necessary to be able to
achieve constant improvements and to control the success of the measures. Without
controlling the measure success, it is hard to speak of a management system. If the
objective is to reduce absenteeism, at least a periodic review of the sickness rate
should take place, a controlling instrument that is described in the (LiierfBen,
Stickling et al., 2015) and is used by around 55% of SMEs that already measure the
success of health management measures. If further objectives are defined, appropri-
ate indicators such as ROI or employee satisfaction index must be prepared.

7.4.2 Further measures of primary prevention

The results of this research refer to three areas of primary prevention: vaccination,
movement, nutrition. According to the Prevention Report (Schempp and Strippel,
2016), "addictive substance use" and "stress management" moreover must be men-
tioned. Following the self-assessment of general practitioners presented in section
2.2.7, they are also among the areas in which general practitioners have sufficient
competence, so that MFAs, after appropriate preparation, could also perform coun-
selling tasks and, as described in 3.3.3 would contribute to an improvement in the
range of services of the surgery. However, delegation readiness is not comparably
high for these areas (Figure 9).

The addiction prevention was not included in the suggestions for health management
activities, even though there are studies about positive effects of addiction prevention
(Laaksonen et al., 2009). Indeed, the abuse of alcohol or drugs can have a negative
impact on the health of the employees. Smoking prevention or alcohol abuse were
not taken in the possible activities because no good prevention strategy or activity
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which could be used by the physician could be identified. Beside this it is not possi-
ble to provide anonymous help within a small organisation. There are only two or
three MFAs and the general practitioner; if the MFA take part in an addiction pre-
vention program this could hardly remain anonymous. For the MFA survey there had
been an ethical dilemma too, because most participants would not have answered
honestly, if they had been asked about addiction problems. However, if the individu-
al physician can invalidate the above arguments for himself and his practice, he
should include the control of addictive substance use in his health management pro-
gram.

Finally, there is one study which provides a very good citation which points out a
general dilemma of the health management in this point. Laaksonen et al. (2009)
argue “Smoking and high relative weight were most strongly associated with sick-
ness absence, while the associations of other studied health-related behaviours were
weaker. The associations were stronger for medically confirmed sickness absence
spells for which heavy smoking and obesity more than doubled the risk of sickness
absence in men and nearly doubled it in women. *“. The problem is identified but
there are no activities or only activities with a very limited effect.

Similarly, stress management measures have the potential to increase emotional well-
being. Following the explanations of the Literature integration in subsection 3.2.2,
the emotional well-being of MFAs depends not only on the health-promoting
measures as analysed in this research, but also on health-promoting work organiza-
tion and job design, as well as the leadership ability of the general practitioners as the
employer. Apart from being able to form stress-related as well as stress-reducing
circumstances, the leader, his behaviour, and his relationship with him, are essential-
ly responsible for the work organization and also the job design. As stated in Braun
(2016) and Eikamp (2015), stress management measures in this area require at least a
reflective attitude of the executive. If general practitioners wish to establish credible
health management in their surgery, sooner or later they will need to incorporate
these aspects into their health management system design.

The review of the acceptance of MFAs, as proposed in this research and the system-
atic inclusion of other decision-making criteria could prove helpful.

"With regard to measures to increase psychosocial well-being, employee coaching,
anti-stress training, team training and discussions with other contact persons, each
with just under 80% positive answers, are considered helpful. Such measures are also
very popular in business practice and are considered to be particularly effective be-
cause they are interactive. "- (Braun, 2016 - translated by the author).

The effort to "stress management" is often considered high. However, it should not
be overlooked that the "Mental Risk Assessment" and its documentation is one of the
compulsory tasks of which even microenterprises are not excluded (ArbSchG).
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7.4.3 Further measures to reduce risk factors

In addition to primary prevention, there are other measures that promote the targets
of holistic, comprehensive health management. Like the primary prevention, they can
be subsumed under the term "reduction of risk factors". Specifically, these are acci-
dent prevention, occupational safety and hygiene measures as well as measures for
ergonomic workplace design. Mental and behavioural problems as well as burnout
symptoms are also risk factors.

If there is an activity, which provides a better protection of accident, there is no need
to ask the employees, because this activity or change in the workflow has to be made.
That is not a question of stakeholder involvement. There is no fix definition of health
management and it could be argued that work safety is not health management. It
could be an argument for this interpretation that in Germany the health prevention is
made by physicians and the work safety by engineers with another qualification and
a more technical engineering focus. Especially for general practitioners’ surgeries,
the brochure "Risk Assessment for Medical Practices" contains a comprehensive
description of all risk factors (BGW, 2017).

Concerning infectious disease and other hygienic measures the general practitioners’
surgeries are regularly monitored by several governmental institutions. They take
care that anti-infection rules are followed. Every medical physician must take care
that his surgery is clean and fits the regulations. The obliged quality management
system in the general practitioners’ surgeries supports this, too.

The area of healthy office equipment like ergonomic chairs or monitor filter was
completely excluded from the MFA survey. The author found a strong and clear me-
ta-study which provided evidence that in general there is no effect to health: “Work-
place interventions to prevent musculoskeletal and visual symptoms and disorders
among computer users: a systematic review” (Brewer et al., 2006). Following this
study, the peer reviewed literature does provide few studies with good quality which
provide evidence for the effects of office ergonomic interventions on musculoskele-
tal or visual health. However, it could be criticized to exclude the ergonomic, but this
research did not provide studies for the use of ergonomic chairs or office equipment
which could be transferred to the general practitioner’s surgery and provide a proven
positive effect.

The same argumentation is valid for health supporting clothes like orthopaedic shoes.
For example, orthopaedic shoes may influence the health of an employee and in the
end the absent days are decreasing but this assumption is an isolated single activity
and no study is hardening the assumption.

The prevention of mental disorder was also not included; even it is one of the areas
causal for highest absent rates. At German congresses of occupational medicines, the
theme mental disorder burnout was discussed very intensive. Mental illness causes
second most absence days and it is a growing problem for years (Grobe et al., 2011).
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The TK Health report states: "That [the lack of time to compensate for stress] does
not remain without health consequences. For 15 years, absenteeism has been rising
due to stress-related illnesses such as anxiety and stress disorders in all age groups,
but especially among middle-aged workers. On average, the 30- to 44-year-olds are
absent 2.4 days a year due to mental disorders. No other diagnostic chapter is respon-
sible for more absenteeism in this age group. " (Grobe, Steinmann et al., 2016 -
translated by the author).

7.5 Integration of the proposed concept into quality management

As shown in subsection 2.2.6, general practitioners are committed to quality man-
agement. Part of the medical profession is not only a chore but is also used by many
doctors to increase the efficiency of the practice. This section briefly outlines the
starting points for integrating the proposed concept into the quality management sys-
tem. An approach, that was approved by all general practitioners in the interviews.

According to § 135a SGB V: "... to safeguard and further develop the quality of the
services provided by them" ... "Contract doctors, medical care centres, licensed hos-
pitals, providers of pension benefits or rehabilitation measures and facilities with
which a health care contract exists ... are obliged ... to participate in inter-facility
measures of quality assurance which aim in particular to improve the quality of re-
sults and to introduce and further develop quality management within the facility”
(translated by the author).

On this legal basis, G-BA (2016) has developed a framework directive on require-
ments for in-house quality management for contract physicians, hospitals and other
medical institutions. As goals are mentioned in it: “Quality management means the
systematic and continuous implementation of activities designed to achieve sustained
quality promotion in the context of patient care. Concretely, quality management
means that organization, work and treatment processes are defined and regularly
checked internally together with the results. If necessary, structures and processes are
then adapted and improved. At the same time, the orientation of the processes to pro-
fessional standards, legal and contractual bases in the respective institution should be
supported. The benefits of quality management as an important approach to promot-
ing patient safety should be made clear to all stakeholders. Patient-oriented process
optimization and patient satisfaction are the focus. In addition, quality management
should help increase the satisfaction of everyone involved in the process. " (p. 4 -
translated by the author)

Quality management includes in particular the so-called basic elements (G-BA,
2016)§ 3 — translated by author, italics by the author):

* Patient orientation including patient safety
» Employee orientation including employee safety
* Process orientation
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« Communication and cooperation
* Information security and privacy
* Responsibility and leadership

In the context of this study, it should be emphasized that the QM guidelines in their
version valid since November 2016 have recently explicitly called for the inclusion
of the employee perspective, as incorporated in the MFA survey and the decision
model: "Systematically integrating the employee perspective - In addition to regular
patient surveys, in the future also employees - if possible anonymous - to be inter-
viewed. This gives the practice management suggestions for changes and potential
for improvement "- (KVB, 2017 - translated by the author).

Even before the further development of the QM guidelines, “The Holistic” practiced
quality management with a focus on patient and employee orientation, as the follow-
ing explanations vividly demonstrate:

173

... The MFAs discuss a lot during routine
routines. It is advisable to do sports, talk about healthy nutrition, get into yoga, etc. -
tells us that we also do yoga for the team. But that's just as individual as my consul-
tation. We pay close attention to who, how and when it fits. A homebound elderly
lady will expect something different than a 22-year-old young man. Just as there is
no "relaxation process" for everyone, it is necessary to pick the individual where he
is. And so, for one patient, this may be newspaper reading or sudoku games, while
for another, the walk, the church choir, meditation, autogenic training can be used to
prevent stress. I already had MFAs who were very involved. One member of staff has
trained in metabolic balancing and offered regular one-on-one talks and courses.
Currently, a former employee at weekend offers balanced nutrition courses. We have
offered courses on diapers and pads. One patient offers yoga in our rooms 3 times a
week. I let the staff come. If an MFA is interested, it will be very supportive, ...”
(translated by the author)

The relationship between the proposed primary prevention measures and the quality
of the practice is initially not obvious and directly identifiable. But Gavartina (2014,
p.2) states in a survey of 2,000 specialists: "Ensuring medical care depends on both
the general practitioner and the MFA and can be significantly influenced by the per-
ception of satisfaction factors and the organization of care. " (Translated by the au-
thor). Szecsenyi et al. (2011) can provide statistically considerable evidence that the
MFAs satisfaction is decisive: "However, the correlation between the job satisfaction
[of the physician] and the patient satisfaction is lower and not significant. Interesting-
ly, the job satisfaction of the non-physicians seems to be more associated with pa-
tient satisfaction than physician satisfaction. " (N=676 primary care practices in
Germany). Vu-Eickmann and Loerbroks (2017, p.4) conclude that working condi-
tions and lack of social recognition have an impact on MFA job satisfaction as a re-
sult of 26 qualitative interviews, which is a key determinant of patient care quality.
Ultimately, if the general practitioners give “their” MFAs health management ser-
vices, it is also an act of social recognition and appreciation of their work. Stressful
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and dissatisfied employees make more mistakes, as noted by Gehring and Schwap-
pach (2014) in their study of 630 doctors and MFAs in German-Swiss medical prac-
tices.

These and other contexts are included in the Rhodes and Steers (1978) model
adapted for physician's office in subsection 3.1.3 “Applying the model to general
practitioners’ surgeries”. Although it is primarily about attendance or absence, the
illustrated, fundamental relationships between job satisfaction and motivation can be
successfully transferred to the quality management in general practitioners’ surger-
ies.

The proposed measures contribute both to patient orientation and safety and to em-
ployee orientation. The latter also because they consider the preferences and the em-
ployee in his individuality. In particular, when the "health on their own" by the
MFAs in the specifically requested team discussions (G-BA, 2016), a starting point
could be set here, and then later tackle the action priorities "work organization" and
"leadership quality" identified in the target system.

“Quality management supports the practice management and the team in structuring
work processes, defining responsibilities and identifying risks at an early stage. The
aim is to align all activities consistently with professional, legal and contractual fun-
damentals - and to orient themselves as close as possible to the needs of patients and
employees.” KBV (2015- translated by the author)

In this research, a decision-making procedure on "health management" was presented
on selected primary prevention measures. The presented decision criteria (ac-
ceptance, effectiveness and cost level) as well as the associated multicriteria deci-
sion-making model can be transferred to other explicitly mentioned application areas
of quality management in the medical practice:

- Complaint management
- Risk management

- Interface management

- Error management

- Emergency management
- Hygiene management

7.6 Bridging the implementation gap

Before the implementation gap at the introduction of the priority list for primary pre-
vention is discussed, the importance of primary prevention for the German general
practitioners’ surgeries is to be made clear first. This is necessary to work out the
terms of a successful implementation.
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7.6.1 The relevance of primary prevention for MFAs

The delegation of medical activities to qualified non-medical professionals such as
MFAs is often seen as a solution to the problem of the shortage of physicians and the
unequal distribution of urban and rural areas. Dini, Heintze et al. (2012) investigated
in their project AGnES (community-based, e-health-assisted, systemic intervention
to reduce physicians' workloads) for the German federal state Mecklenburg-
Vorpommern possible relief effects due to the fulfilment of home visits by the
MFAs. In the preventive area, more than 60% of the general practitioners (n=515)
rated fall prophylaxis, vaccinations and nutrition advice as important. Although this
result is not representative for the whole of Germany, since Mecklenburg-
Vorpommern is a typical area state, it shows, as already noted by Regus (2012), that
measures to promote personal health potential, especially in the case of MFAs, are
not only have a lifestyle aspect, but also a high importance in job and work design.

The final report on a study in the metropolitan state of Nordrhein-Westfalen (Dini,
Hirth et al., 2018), shows a similar result in the field of diagnostics, which is based
on the "survey of vaccination and smoking status and current drug therapy (incl. self-
medication)" as a task with a high delegation potential. Only 7% of the 724 general
practitioners responding consider this task to be undelegated, and the potential for
expansion is classified as "very high". The implementation of the vaccination itself is
part of the task "medication of intramuscularly injections" into the field of therapy
and treatment and is considered by 11% of the responding family doctors (n=723) as
non-delegable. In the field of training and counselling, the task "supporting patients
with necessary lifestyle changes (nutrition, exercise, social contacts)" is classified as
non-delegable by almost 12% of general practitioners (n=702), the expansion poten-
tial is also considered "very high" here.

While the focus for the above studies is on the physician's relief by delegation to the
MFA, the project "Competence Development of Health Professionals in the Context
of Lifelong Learning (KeGL)" is about a reorientation of the professional profile of
the MFAs (Babitsch and von Moeller, 2017), which includes the delegation, but
which focuses on a broader competence aspect and corresponding training modules.
"From the point of view of the 43 experts surveyed, the development of new forms of
supply (larger, more complex units), changes within the supply areas and the emer-
gence of new interfaces between changes across occupational groups relevant to out-
patient, inpatient and public health care for those working in pharmacies and doctor's
and dental practices. In addition to adapting to scientific advances in medicine, den-
tistry, pharmacy and technology, the professional groups MFA, ZFA, PCA and PTA
are responsible for new areas of activity and segments, the redistribution of activities
within the teams and new forms of cooperation with other health professions. In ad-
dition, new forms of communication and increasing consulting activities are re-
quired. From an expert's point of view, aspects related to patient safety, delegation,
technology and case orientation as well as interfaces with other health professions
represent occupational changes for the MFA occupational group." (Babitsch and von
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Moeller, 2017, p. 8 — translated by the author). The MFAs surveyed (n=67) see the
increasing importance of prevention/health promotion and recognize that patient ed-
ucation (information, training and counselling) is also playing an increasingly im-
portant role. "Prioritizing the results of the expert interviews and the employees
around the employer survey led to the identification of occupational and cross-
occupational topics on which the initiation of further or new competences is desira-
ble. Prevention and health promotion are one such area." (Babitsch and von Moeller,
2017, p. 11 — translated by the author).

7.6.2 Content-oriented and process-oriented perspectives on implementation

Summarizing the Literature review on the implementation gap from section 3.2.6,
two levels can be distinguished. On the one hand, the content level, which deals with
the question of "what should be implemented", and on the other hand the processual
level, which revolves around the question of "how is implemented and how is this
perceived".

The proposed introduction notes on the personal health promoting activities and the
adaptation possibilities of the standard proposal, as well as its situation-specific inte-
gration possibilities into a quality management concept discuss to a large extent the
content aspect of the implementation. The importance of primary prevention in a
changing field of tasks and occupations, as described in the previous paragraphs,
must also be attributed to the content level. Standardization, decision-making and
prioritization play an important role for a successful implementation for this level.

Bowen and Ostroff (2004) criticized the one-sided focus on the content-based ap-
proach, where researchers take into account the inherent virtues (or vices) associated
with the content of HR practices to explain performance (Sanders et al. 2014, p.
489). While the content-based approach focuses more on individual HR practice in
order to achieve a specific goal, the process-oriented approach focuses on creating
strong situations in the form of shared meaning about the content, which ultimately
performance increase. The process-oriented approach to HRM highlights the im-
portance of the psychological processes through which employees interpret and re-
spond to the information conveyed in HR practices (Bowen and Ostroff (2004);
Ehrnrooth and Bjérkman (2012) — cited in Piening, Baluch et al. (2014, p. 546)).

This puts the psychological contract in the spotlight, which for the general practition-
er’s surgery mainly represents the process-oriented aspect. If you follow Sanders et
al. (2014, p. 492), an implementation challenge is to make the original intention of
the key stakeholder as unadulterated as possible and unchanged to the employees.
The work of Nishii et al. (2008) has highlighted the role of key stakeholders, espe-
cially the employee's immediate manager. Following this line of reasoning, the ques-
tion of what roles and behaviours line managers should perform in order to signal
concern for well-being is receiving growing attention (Shipton, Sanders et al., 2015).
Since in the general practitioner’s surgery the key stakeholder is also the immediate

DBA Cedric Ballin

213



214

manager and holder of the psychological contract at the same time, no friction alder
is to be feared in this respect.

7.6.3 The psychological contract and leadership ability

However, this gives the person and personality of the physician and his or her capa-
bility to fulfil the psychological contract and the associated leadership ability a high
relevance. This coincides with the cross-impact matrix derived from literature re-
view, in which leadership ability was identified as one of the strongest impact factors
(see Table 2).

The employee's question about the "why" (Nishii, 2008) or, more generally, "sense-
giving", raises an aspect of the implementation process that, although not a direct
part of the psychological contract, has a lasting effect on its fulfilment. It is the ques-
tion of the credibility of the employer and his/her motivations associated with the
introduction. Shipton et al. (2015) found that where employees perceived that HR
practices were implemented with an eye to their needs and aspirations, they were
more inclined to report positive attitudes and to behave in a way conducive to the
achievement of organisational goals. Nishii et al. (2008) draw attention to the fact
that the success of health and well-being measures depends not so much on their con-
tent, but on the employer’s management-philosophy and the motivation behind rec-
ognized by the employee.

Scharf, Vu-Eickmann et al. (2019) surveyed 887 employed MFAs between Septem-
ber 2016 and April 2017. A 20-item questionnaire measured desired improvements.
Those desired improvements, which were closely related to leadership ability were
among the most common mentions: “I would like the physicians to have educational
opportunities related to organizational leadership” (75.1%). — “I wish for more ap-
preciation for my work from my supervisor” (60.8%) — “I wish for more understand-
ing by my supervisor” (60.3%). This reveals possible difficulties in the implementa-
tion with regard to the relational promises to fulfil the psychological contract.

The same study also examined the transactional aspect of performance-based remu-
neration, which is considered by Atkinson (2005), Millward and Brewerton (1999),
and Pate, Martin et al. (2003) as hygiene factor and precondition for the fulfilment of
relational promises. “I would like to have a higher salary” was with 759 mentions
(87%) the most expressed desire for improvement. Scharf et al. (2019a) explain: The
issue of a low salary remains a crucial aspect, nonetheless. The average monthly
gross salary of fulltime employees in the service sector in Germany has amounted to
3,719€ in 2017 (Statistisches Bundesamt, 2018). MFAs usually receive a gross salary
far below that average. In our study, for instance, only 58.2% of MFAs working full-
time reported to receive a gross salary of at least 2,000€. Close associations of low
income with poor health have repeatedly been documented (Wood et al., 2012; Mar-
tikainen et al., 2003; Lynch and Kaplan, 1997) and should be considered when ad-
dressing needs to improve the working life of MFAs.
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In a second evaluation, Scharf, Loerbroks et al. (2019) note that needs pertaining to
working conditions and reward from the supervisor were the strongest determinants
of MFAs' consideration of leaving their employer or profession. The difficulties re-
sulting from fulfilling the relational promise of "a pleasant and safe working envi-
ronment" can be described as follows: While MFAs are dissatisfied with many of
their working conditions (e.g., salary, multitasking), it seems that they perceive very
limited opportunities to change those conditions (Vu-Eickmann et al., 2017). If they
would want to talk about improving their working conditions, MFAs would need to
contact (and potentially criticize) their supervisor, since there are no employee repre-
sentatives in small outpatient practices with few MFAs (Vu-Eickmann et al., 2018).
In outpatient practices, the direct supervisors of MFAs are commonly physicians
who employ the MFA and on whom they are thus financially dependent. Therefore,
most MFAs dissatisfied with their working conditions report to primarily pursue in-
dividual-level strategies, which mainly pertain to exit strategies and thus the inten-
tion to leave the employer or the intention to leave the profession (Kathmann and
Dingeldey, 2014; Vu-Eickmann et al., 2018).

In his socio-technical system analysis and evaluation of medical practices, Majumdar
(2004) points to other fundamental problems which, in the author's view and experi-
ence, make it difficult to fulfil the psychological contract and thus constitute a cause
of the implementation gap should be considered:

- Management and management skills have not been systematically taught and are
not sufficiently imparted in training and education of general practitioners. The gen-
eral practitioners can have a preventive effect on many possible problems if they are
conscious and targeted of the optimal work structures, conditions and priorities for
them (e.g. practice form, more collegial exchange, unique selling points, etc.) This
applies in particular regarding the psychological contract, the fulfilment of which is a
prerequisite for the necessary commitment of the employees.

- The central importance of personal competences, especially in the form of self-
management competence, has so far been little or no account taken in the medical
qualification phase.

- Management and management tasks are often perceived as at odds with one's own
professional self-image. Following Ulich (1981) in the context of a psychologically
qualified approach, it is necessary to take them seriously and to support the general
practitioner in developing appropriate awareness of the problem and in taking a con-
scious point of view, which then forms the basis for truly "wanted", targeted and
self-motivated action within the framework of quality management.

- The particularly close, reciprocal relationships between professional (including
cooperation with MFAs and dealing with patients) and non-professional (including
life partners) tasks and areas of private life require a high level of self-competence to
identify "blind spots".
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- Self-management as part of the leadership ability is diagnostically and intervening
as an essential "leverage" in the context of management development in owner-
centred small businesses.

This assessment of the importance of leadership ability has been reinforced by the
qualitative interviews with general practitioners on the preference profiles. Although
the survey is not representative, the fact that only one general practitioner inter-
viewed put the question of the importance of leadership ability first deserves to be
taken. Significantly, this assessment came from the physician, who corresponded to
the "Experienced" profile.

7.7 Summary of results

The following points summarize the research findings of the chapter “discussions”

They contain three approaches to introduce the proposed measures and thus contrib-
ute to knowledge for the area "Implementing primary prevention measures in Ger-
man general practitioners’ surgeries".

Moreover, the research questions

4. How can the procedure of decision-making be adapted to the specific conditions of
an individual general practitioner surgery?

5. What approaches should the general practitioner (as owner) consider if he/she wish-
es to set priorities for the introduction of a health management system?

are answered:
e The procedure of decision-making can be adapted:
- by the design of the proposed measure
- to the age structure of the staff
- to the weighting of the decision criteria
- by adding own measures

e As part of the "standard proposal" introductory approach, general practition-
ers should prioritize the three measures "Vaccination", "Healthy snack at
work" and "Training at home".

e To use the list of suggestions as a starting point for the approach "health
management", the general practitioner should review beyond the measures for
personal health promotion, her/his target system for "work organization",
"job design" and "leadership ability".
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e To extend the approach of "health management" to the approach "quality
management", the target system should be focused on "patient orientation”
and extended by the elements "process orientation"”, "information security
and privacy" as well as "communication and cooperation”.

e For a process-oriented approach to the implementation of health management
systems, the need for leadership ability of general practitioners was devel-
oped as a prerequisite for fulfilling the psychological contract.
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8. Conclusions

This research aims to improve the knowledge in health management at general prac-
titioners’ surgeries in Germany with a focus on activities promoting the employees’
health potentials. The previous chapters contain a great deal of information and evi-
dence in this respect. This last chapter highlights the salient points that may be used
for drawing conclusions and which indicate the possible contributions of this study.
The contributions relate to empirical research, methodology and practical applica-
tion. The limitations of the research undertaken, and possible future research ques-
tions based on the outcomes are also considered in this chapter.

Since this chapter is a summary, the literature sources are not specified in detail ex-
cept for key results. Rather, it should be referred to the respective sections and pas-
sages in the previous chapters.

8.1 Contribution to empirical research

The overall aim of this research was to develop a concept to support stakeholders in
promoting health supporting activities which facilitate personal health potentials and
help improve the performance of German general practitioners’ surgeries.

The development of such a concept affects different areas of research. On the one
hand, there is health management itself, which includes measures to promote person-
al health potential. Closely associated with this are HRM theories that examine the
employee-related connections between HR practices and organizational performance.
Since German general practitioners’ surgeries are usually micro-enterprises, research
results of the small firm theories had to be considered as far as possible. The pragma-
tist approach taken in this DBA-thesis points to an area that examines the interface
between theory and practice and whose inadequate support for theory is often de-
scribed as an "implementation gap".

The literature review found that the following areas can be considered as little ex-
plored (under-researched):

- Health management in general practitioners’ surgeries

- Human resource management in micro-enterprises

- Psychological contract in micro-enterprises

- Implementation of health management measures

In the following it is shown, which contribution this work contributes to the closing
of the research gaps and which further implications can be drawn out. As a pragma-
tist, the researcher is faced with the fact that there are no theories relevant to health
management in micro-enterprises or to the management of general practitioners’ sur-
geries — let alone that they are also classified as robust and data-driven. As far as
possible, individual aspects of the theories were substantiated by empirical studies on
the MFA working environment, which were then integrated into a more comprehen-

DBA Cedric Ballin



Doctorate in Business Administration

sive framework in combination with the personal contract, which was considered
appropriate for the situation.

8.1.1 Health management in general practitioners’ surgeries

As a contribution to health management, the author developed a target system for
health management in general practitioners’ surgeries based on a proposal by Walter
(2007). Adapted to the circumstances of a micro-enterprise, it includes the goals of
increasing leadership ability, strengthening social and human capital, improving
health and well-being and improving performance, quality and economic efficiency.
Within the area strengthening social and human capital, the sub-goals of health-
promoting work design and work organisation and personal health potential (preven-
tion) has been identified. The sub-goal for general practitioners’ surgeries prevention
was determined as having the highest potential for action. To give this sub-goal a
particularly high priority is justified by the special role and importance of prevention
measures in the professional field of MFAs. Prevention is one of the most likely to
be delegated by the general practitioner. If an MFA can gain personal experience
with preventive measures, this suggests that she can also contribute them to the pa-
tient relationship in a successful and competent manner.

As a further contribution to health management, activities that promote personal
health potential and help prevent illnesses in the workplace were identified in a sys-
tematic literature research. For them, it was examined which peer reviewed articles
document a reduction of absence. Vaccination programmes, programmes for activity
promotion (5 different measures) and activities for weight reduction and change of
nutrition (4 measures) met the selection criteria.

The success of these proposed activities essentially depends on the acceptance by the
employees. In general practitioners’ surgeries, measures to promote health are ad-
dressed to the MFAs. In a survey, MFAs of general practitioners’ surgeries were
asked about their preferences for primary prevention measures. Compared to other
occupations, this occupational group has an extremely high proportion of women.
The age structure with two local maxima (instead of one) is atypical. The evaluation
of the MFA survey provided a comprehensive preference profile for primary preven-
tion. Both willingness to take part in measures and experiences with health-
promoting activities were examined. The acceptance was evaluated for ten different
prevention measures in the fields of vaccination, nutrition and movement. Age and
experience-related differences were examined by hypothesis testing for statistical
significance.

Possible combinations of measures were evaluated. The most preferred combination
with a movement and a nutritional program is "Sponsored activities (Fitness, Yo-
ga...)" with "Healthy snacks/food at work". The least coveted combination of
measures is "Training within a group of colleagues" with "Internal nutrition consult-
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ing with a physician from the medical office." For almost 90% of the MFAs, at least
one combination was attractive.

When surveying MFAs according to their preferences, data were also collected to
assess whether general practitioners’ surgeries problems are to be expected as a way
of demographic change. The comparison of the age distribution of the MFAs sur-
veyed with the average profiles of female German employees and employees in
health professions clearly shows that the challenges for general practitioners’ surger-
ies are significantly lower.

Acceptance is not the only criterion used to decide on the introduction of preventive
measures in general practitioners’ surgeries. There are also other criteria such as ef-
fectiveness and cost level. Assessment methods have been proposed for these crite-
ria. For prioritization, a multi-criteria decision model was developed and applied.
The result, the priority list, was subjected to a sensitivity analysis to examine how
robust the model is against changing criteria weights.

The assumption that MFAs favour cost-intensive or particularly effective measures
was also investigated. The hypothesis test revealed: MFAs do not favour the costlier
individual programs for health promotion. The hypothesis, MFAs prefer the more
effective of the individual programs for the promotion of health, cannot be rejected
or confirmed.

The hypothesis that expensive measures have a higher effectiveness and vice versa
was tested, too. It must be dismissed, so that the counterhypothesis applies: Cost lev-
el and effectivity of the individual programs for health promotion are in-dependent
(i.e., the two features are not correlated strong).

The promotion of personal health potentials (primary prevention) is only a sub-goal
of health management in general practitioners’ surgeries, which can be assessed in
terms of acceptance, cost level and effectiveness. The same can be achieved for the
other sub-goals such as leadership quality, psychosocial well-being, or risk factors.
As further implication, a system can be set up that compares the status of health
management in individual general practitioners’ surgeries and can be integrated into
more comprehensive quality management systems. To promote the achievement of
goals, a pool of best practices can be built up.

8.1.2 Human resource management

As Peccei et al. (2013) point out, the theoretical and empirical picture of the process-
es and mechanisms that combine HR practices, health and well-being with organiza-
tional performance is very complex. On the one hand, there is the fundamental theo-
retical question of whether health-promoting measures only do not contribute to the
increase in performance but can also be counterproductive under certain circum-
stances. On the other hand, a large number of contingency and context factors make
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it difficult to develop a coherent overall model. This work addresses the topic of
health management and human resource management for the first time.

To answer the question of whether health and well-being is more likely to cause con-
flicting outcomes or mutual gains in terms of performance in German general practi-
tioners’ surgeries, this study contributes by examining two work science models.
Within these models wherever possible, evidence is substantiated by empirical stud-
ies. These models are the general process model of attendance (Rhodes and Steers,
1978) and the causal model of absenteeism (Brooke, 1986).

For the general process model of attendance (Rhodes and Steers, 1978), the author
examined whether this process model can also be applied to the circumstances of a
general practitioner's surgery. This research proves that the variables identified in the
general process model, which have an influence on the presence and absence, can be
applied to the work situation of MFAs in general practitioners' surgeries. It has been
demonstrated that taking on primary prevention tasks by MFAs, which are closely
related to their own primary prevention, offering the opportunity to improve the vari-
able "job situation". For the variable "employee value and job expectations", low
recognition and low income have been identified as factors influencing attendance.
The high part-time rate and the associated permanent work-privacy conflict affect the
variable "satisfaction with job situation". The variable "pressure to attend" is charac-
terized by the balance between work ethic, loyalty to the (small) team and the eco-
nomic pressure. In addition to these variables influencing motivation over the long
term, the factor illness was identified as a short-term effective of the variable "ability
to attend". This factor, in turn, is influenced by primary prevention, the subject of
this research. Overall, the general process model of attendance (Rhodes and Steers,
1978) suggests that mutual gains will occur, as the expected increase in competence
and takeover of new tasks, for example in patient counselling and care, will increase
motivation and reduces absenteeism and thus increases performance.

The causal model of absenteeism (Brooke, 1986) is used to investigate and analyse
the direct (endogenous) and indirect (exogenous) influencing factors on absenteeism.
Apart from “alcohol involvement”, absence is essentially caused by the endogenous
factors of “satisfaction”, “job involvement” and “commitment”, as well as “health
status”. For general practitioners’ surgeries, all empirical studies were evaluated,
which prove an effect on the endogenous factors affecting the exogenous factors. It
becomes clear that primary prevention and the possible expansion of the range of
tasks can also be accompanied by conflict outcomes. Taking on new tasks can lead to
“overload”, “role conflicts” and “role ambiguity”, which in turn directly burden

health status and are exacerbated and amplified by dissatisfaction.

One contribution of this DBA-thesis to empirical research into the link between HR
practices and organisation performance is to find that there are so many contingency
factors in the German general practitioners’ surgeries that none of the HR theories
have an adequate systematic model of impact and explanation. As contingency fac-
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tors which, despite the homogeneity of the general practitioners’ surgeries, prevent to
include the embedding in a theory, were found: high proportion of part-time employ-
ees, extremely high proportion of female employees, atypical age pyramid, lack of
role of trade unions and professional associations, classification of a doctor's office
as a service and business enterprise, permanent structural changes in the public
health system, regulated market with unclear competitive conditions and the size of
the organisation as a micro-enterprise.

8.1.3 Small-, medium-, and micro-enterprises

The size of an organization is not just a contingency factor. It is inversely propor-
tional to the number of researches (and inversely proportional to the economic im-
portance).

A first promising approach to the formation of an HRM model for general practition-
ers’ surgeries was found in the application of the psychological contract for "Build-
ing high performance employment relationships in small firms" (Atkinson, 2007).
From differing industries, manufacturing, financial services and information technol-
ogy, and company sizes, it is shown that it is possible to develop a psychological
contract based on cognitive and affective trust and on distributive and interactional
justice, which is to be performance-enhancing results. The underlying empirical re-
search (Atkinson, 2005) is based on SMEs with 65 to 90 employees. Even for SMEs
with a much larger number of employees, Atkinson (2005) argues there is no need to
make distinctions in terms of the content of the contract.

The author sees it as a further contribution to empirical research that after examina-
tion and follow-up of the arguments for the psychological contract, the presented
results are not only for larger enterprises applicable, but also for micro-enterprises —
as it is general practitioners’ surgeries with 1-5 employees. According to this, ex-
pected performance increases are not solely dependent on a specific HR practice, but
on the mutual fulfilment of the psychological contract by the employer and the em-
ployee. From this point of view, the employee attitudes, motivation from the process
model for attendance (Rhodes and Steers, 1978) and satisfaction and commitment
from the causal model for absenteeism (Brooke, 1986) are to be supplemented by the
level of trust.

As a further contribution to empirical research specifically for general practitioners’
surgeries, the author proposes an extension and adaptation of an operational model
proposed by Katou (2013), that is linking HR practices, the psychological contract
and the organizational performance. It is assumed that the state of the psychological
contract and related changes control and mediate the relationship between HR prac-
tices and organizational performance. The fulfilment of transactional and relational
promises by the employer leads to attitudes of the employees, which enable and
promote the fulfilment of the transactional and relational promises for their part. The
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factors influencing the promises are based on the best practice proposals of the CIPD
fact sheets (2008).

Although this model also has only been validated for SMEs with more than 20 em-
ployees using factor-analytical methods, the considerations and discussions made in
this DBA-thesis suggest that it also suitable to be a framework for research. The fig-
ure below shows the model in its further development and adaptation for general
practitioners’ surgeries. Under HR Practices such ones have been included, which,
according to an expert survey, will be of high or increasing importance for MFAs in
the future. As a reference for Organizational Performance, in addition to Efficiency
and Effectiveness, the basic elements of the QM Guidelines (GB-A, 2016), which are
mandatory for doctors, were included as indicators. The Employee Attitudes were
supplemented by Trust and italicized, as were the other points Personal health pro-
motion, Employee orientation and Leadership that were specifically examined in this
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Figure 46: Operational HRM-Model for German general practitioners’ surgeries
(source: Katou (2013) — supplements by the author)

In addition to the research purpose, the framework can serve as a training and educa-
tion reference model for general practitioners, providing a holistic framework for
teaching management and leadership skills. It leaves room for different leadership
styles and enables the performance alignment of the individual practice. It familiariz-
es the physician as an employer with the expectations addressed to him/her. In the
MFA vocational training, it can be used to clarify the overall context and at the same
time clarifies the expectations MFAs can have on the physician as an employer and
what can be expected of her.
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8.1.4 Implementation gap

The operational model presented above accomplishes a contribution to bridge the
implementation gap, since it brings together the content perspective of an HR prac-
tice with the process perspective inherent in the psychological contract.

In terms of content, the contribution is made via empirical reasoned standardization.
This concerns both the target system for health management in general practitioners’
surgeries and the preference profile of the MFAs and the three implementation con-
cepts developed for the implementation of the priority list with the proposed
measures to promote the personal health potentials. For SMEs and micro-enterprises,
the deployment of empirically justified, theoretically sound and, if necessary, adapt-
able standardizations is of great importance due to the time and induction efforts.

The contribution of a better understanding of the psychological contract is essentially
to be seen in the fact that it focuses the socio-psychological aspect of the implemen-
tation from the very beginning. Also, content-based and proven concepts can only be
implemented in a targeted manner and perceived as successful if they are presented
credibly and meet with mutual trust. This is the only way to use commitment, satis-
faction and motivation to achieve the performance improvement hoped for by the
respective HR practice.

In this context, a difference in the psychological contract between SMEs and micro-
enterprises such as general practitioners’ surgeries should be noted. The relationship
between the physician and the MFA is very close. Both are in daily, direct contact
and have numerous opportunities to communicate goals, intentions, expectations and
perceptions. In larger organizations, there is almost always only indirect contact,
which takes place over several stages. Each stage carries the risk that the original
goals, intentions and expectations of the "owner" will be distorted by intermediary
interaction and communication processes and will not be preserved and perceived in
their originality.

This brings to the fore another aspect as a contribution, the physician's self-image as
a manager and her/his leadership ability. Empirical findings for the leadership of
general practitioners are scarcely available. Majumdar (2004) investigated the need
for this qualification and stated, that it is not the subject of medical studies. The doc-
tor is educated as a specialist and not as a leader.

This is in line with the findings of the literature review, which examined which con-
trol levers are most effective for the implementation of a health management system
in general practitioners’ surgeries. Thus, the promotion of personal health potential,
the subject matter and contribution of this DBA-thesis, is most important, followed
by the improvement of the leadership ability of general practitioners and a health
enhancing job design.
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8.2 Contribution to methodology

From a methodological point of view, this study was carried out with a two-stage
research design that follows a pragmatic philosophy. The first stage was carried out
using a quantitative method as an MFA survey. Its results were incorporated into a
broader qualitative oriented decision-making process to prioritize prevention
measures, which was reflected in qualitative interviews with general practitioners in
the second stage. The author feels committed to pragmatism and accordingly con-
cepts, theories and models become particularly relevant if they have a high degree of
relevance to the general practitioners’ surgeries in their consequences.

As a pragmatist, the author acknowledges that there are manifold ways to interpret
excerpts of reality and conduct research. Different perspectives lead to different per-
spectives of the same reality section, which in turn lead to different decisions with
possible options for action. To show how these different perspectives of different
stakeholders can be handled in a systematic (and thus interactional and distributive
justice) decision-making process and implemented in a goal-oriented list of priorities,
is as a result the author's main contribution to methodology. The overall concept as
used throughout in the development of the priority list is shown in the following fig-

ure.
Targets Decision situations Measures
- Health management
- Complaint management - Error management
: - Risk management - Emergency management :
E."abQFQﬂOn .Ofﬁ.}e - Interface management - Hygiene management Crearmga r.ange of
decisioncriteria alternatives
Weighting ofthe Development of the
decision criteria realisticalternatives
Measurability and indicators of Evaluating each alternative
the decision criteria with the decision criteria

Generating a priority list

Sensibility testand
robustness analysis

Implementation
(or customizing)

Figure 47: The multi-criteria decision-making model for German general practition-
ers’ surgeries
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For measures to promote the personal health potential of MFAs, the different per-
spectives of acceptance, effectiveness and cost level were identified, which then find
their way into the decision-making method as decision criteria in the 7argets branch.
For further development, they must then be weighted in consultation with stakehold-
ers and provided with possible indicators for evaluation.

For the Measures branch, the first step is to identify as many alternatives as possible
that could contribute. In order to ensure manageability, the realistic alternatives will
then be filtered out, if possible, also in consultation with the stakeholders. In the case
of health management in general practitioners' practice, the initial more than 25,000
articles in relevant databases were restricted into a drill-down process to those for
which peer-reviewed articles demonstrated the efficiency of reducing absence was
documented. Finally, ten preventive measures for MFAs were shortlisted after the
exclusion of further measures which are more likely to be classified as individual
medical treatment (e.g. alcohol and other addiction problems) and then an evaluation
according to the criteria of acceptance, effectiveness and cost level was carried out.

Acceptance was assessed according to the preference profile, and the peer-reviewed
articles were used to assess effectiveness. The cost level was estimated based on
practical values in a pair-by-case comparison.

A prioritizing concept is, on closer inspection, a ranking problem in which the differ-
ent perceptions of the stakeholders are placed in a comprehensible order. One meth-
od of solving ranking problems is multi-criteria decision analysis (MCDA). This
method was developed to provide answers to complex questions with several diver-
gent stakeholder interests (Ishizaka and Nemery, 2013). The idea of MCDA is not to
find the one correct decision, which solves the problem, but the results will be a list
with all possible activities ordered by priorities. The priority list generated with the
M-MACBETH software (Bana e Costa, De Corte et al., 2014) shows a ranking of all
measures considering all three decision criteria, thus presenting the most favourable
activities (see Figure 36). The results were then also used with M-MACBETH soft-
ware executing a sensitivity analysis to determine the extent to which deviations in
assessment and weighting by the stakeholder perspectives lead to a different ranking
of priorities. The outcomes were included as a contribution to empirical research.

In the second stage of this research, the manageability and completeness of the deci-
sion model was examined in structured interviews. This revealed that the average of
the weighting of the decision criteria acceptance, effectiveness and cost level in the
structured interviews does not deviate significantly from the proposed weightings in
the priority list.

From a methodological point of view, the proposed decision-making model can be
seen as part of the operating model (Figure 46) as a participatory model for negotiat-
ing the psychological contract. For the employer, the understanding of the employ-
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ees’ preferences becomes clearer, and the latter, in turn, will appreciate that not only
their preferences are considered, but that their interests are also considered in the
weighting and evaluation of the decision criteria. It seems obvious that satisfaction,
motivation, commitment and level of trust improve promisingly.

As a method for bridging the implementation gap, it can make a valuable contribu-
tion, especially if, as described above, it has been used as a participatory model of
action, as mutual knowledge of stakeholder perspectives has an interest-balancing
effect.

The decision-making model applied in this research, uses the acceptance by employ-
ees, cost level and professional effectiveness as decision criteria. These reflect the
perspectives of internal stakeholders. As an increasingly important perspective of
public stakeholders, which should be taken into account in all decisions, the "CO2
resource consumption" could be included in the decision-making process as an addi-
tional standardized decision criterion. At first glance, this does not seem to be im-
portant in primary prevention measures. If one considers that, for example, individu-
al trips to the fitness centre mean significantly more CO2 equivalents than group
training at the workplace or that different diets can lead to significantly different eco-
logical burdens, it quickly becomes clear that even micro-enterprises can, or should,
incorporate environmental considerations in their decisions. This criterion would
then be conceivable, for example, a weight of 10%. As an indicator, the author would
recommend the so-called "Ecological Footprint", which is increasingly available for
various activities. According to the methodology, the weighting should be checked
for robustness by means of sensitivity analyses.

As a further contribution to methodology, the cross-impact matrix practiced by the
author and designed for this purpose will be seen. In a given target system where
sub-targets can reinforce each other, can be conflicting with each other, or have no
dependencies, a cross-impact matrix can, following Zangemeister (2014) be used to
identify the target that is the first to be addressed. The interdependencies between
two targets are examined based on theoretical and empirical models and are recorded
weighted according to the strength of the relationship. In this DBA thesis, the method
for the target system of health management in the general practitioners’ surgeries
was developed and resulted in the conclusion that primary prevention, leadership
ability and job design come first, as they have a particularly high impact on the other
targets.

8.3 Contribution to practice

In developing an operating model (Figure 46) based on a framework with two sys-
tems (Katou, 2013) adopted by HR professionals, the psychological contract system
and the HR practices system, the author suggests that the model presented in this
DBA thesis may contribute to HR practice. The developed decision-making model
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for the priority list (Figure 47) also contributes to HR practice by using it at the inter-
face of theory and practice to close the implementation gap.

There is no Human Resource Management concept for German general practitioners,
so this work is breaking new ground. With the preference profiles, the prepared
measures (standard proposal) and the implementation recommendations, the practical
doctors are provided with instruments that facilitate practice management and save
valuable time of the general practitioners as it was confirmed in the qualified inter-
views.

The benefit and value of the framework beyond the time saved results from the pos-
sibility of using the framework to reflect the link between HR practice and perfor-
mance. The impulse to see the framework of one's own surgery in the categories of
the psychological contract helps to improve one's own management skills, which are
not part of the training as a general practitioner. The mutual fulfilment of the psycho-
logical contract as an indispensable prerequisite for the implementation of any HR
practice - and health management is just one of many recommended - to recognize
ensures the sustainable success. This becomes all the more important as the cost
pressure and the quality requirements increase. Thus, not only the medical profes-
sional qualification, but also the motivation, satisfaction and commitment of the
MFA team becomes more important.

Another benefit of the framework is the ability to use the indicators for fulfilling the
psychological contract to develop a profile of strengths and weaknesses for one's
own surgery and thus position oneself in the competition. First, in comparison with
other general practitioners’ surgeries, but also in comparison with the competitors
mentioned in sub-section 2.2.3: Group practices and practice sharing, specialist sur-
geries, or medical care centres. If general practice is aimed at a high proportion of
lucrative private patients, the indicators and the framework also offer the opportunity
to put one's own practice to the test.

The decision-making model (Figure 47) shows the structure of the model and at the
same time identifies comparable decision situations from the quality management of
a physician's practice, in which, in the author's opinion, the model could be used
equally. For example, in hygiene management, the permanent compliance with disin-
fection measures can only be guaranteed if they are accepted and internalized by the
MFAs. The assessment of effectiveness, like primary prevention, is based on the ex-
pertise of the physician and the MFAs, as well as on relevant studies, literature re-
views and guidelines from the medical associations and professional organizations.
For example, in order to increase effectiveness, the medical associations recommend
not only suitable emergency equipment as part of emergency management, but also
regular team training. The third criterion, the cost level, could be estimated like that
of primary prevention. The main cost factor is the time spent. If, for example, com-
plaint management complies with the rule that "complaints are whenever possible, a
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matter for the boss", this is more cost-intensive than the friendly handling of patients,
in order to counter the complaints in advance.

A further benefit and contribution to HR practice is seen in the fact that the devel-
oped models can be adapted to other situations and questions, i.e. have a generic
character, which is briefly outlined below.

8.3.1 Adaptation to individual stakeholder realities

For the multi-criteria decision-making model developed, the options for adapting
own measures, changing weightings, considering the age structure and selecting pos-
sible individual measures were explained. Without much effort, the multi-criteria
decision-making model can be flexibly adapted to individual circumstances, both in
terms of criteria and measures. In addition to the decision criteria acceptance, effec-
tiveness and cost level, further decision criteria can be included. Likewise, the
weights can be changed and the indicators for the measurability of the criteria. The
proposed ten measures can be replaced or supplemented by own proposals. This al-
lows general practitioners to create a list of priorities tailored to their own needs.

8.3.2 Specializations of medical practices with MFAs

A first approach to the transfer of outcomes would be the specialists from different
medical disciplines, who also employ MFAs. In square brackets the number of phy-
sicians according to the statistics of the Medical Chamber (2017).

Paediatrician practices [physicians in child and adolescent medicine 14,466, of which
outpatient 7,244]: Structurally, these surgeries are best compared to the general prac-
titioner’s surgery, so that the results of the MFA survey could most likely be trans-
ferred to MFAs in such practices. Only the domiciliary visit function differs. The
issue of prevention by vaccination has a much higher importance in paediatrician
practices, since the basic immunizations are already being carried out in the infant
age.

Specialists for geriatric: The (few) specialist surgeries with a focus on geriatrics
show a similarly high transfer potential. In them, the domiciliary visit is rather in the
foreground. In the case of vaccinations, the focus is clearly on influenza vaccination,
as the older persons are among the risk groups, while the further vaccination protec-
tion has often been reached in the final. In a MFA survey, it is possible that the val-
ues for movement promotion and nutritional advice would be higher for this group,
since the activity can be experienced for the MFA, where malnutrition and lack of
exercise may lead to.

Internists [52,158, of which 25,289 outpatients]: Also, specialized practice with a
focus on internal medicine has similar structures as general practitioners’ surgeries.
Even there, primary prevention (including vaccination) belongs to the original tasks,
so that the related tasks for the MFA have a special meaning and influence their pref-
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erence profile with it. However, the "Internist" usually eliminates the obligation to
make home visits. Since the other working environment is comparable to that of a
general practitioner’s surgery, it is likely that the list of priorities from the MFA sur-
vey would be very similar.

Diabetologists: For MFAs at diabetologists (Diabetes is one of the most widespread
common diseases in Germany) is like MFAs in geriatrics. Their attitude towards per-
sonal health promotion measures is also likely to be influenced by the fact that they
are given daily sight of the consequences of malnutrition and lack of exercise.

Gynaecologist and obstetrics [18,253, of which 11,500 outpatients]: The vaccination
spectrum offered is essentially reduced to the HPV vaccination, which could also be
carried out by the MFA. The tasks of the care of the physician are just as limited as
the tasks of primary prevention, if one does not foresee that the advice of pregnant
women is often directed towards movement, nutrition, alcohol and nicotine waiver.

Occupational physicians [3,282]: The range of vaccinations in the priority list is ex-
tended, as they often also make vaccination for travel. The use of the vaccinations
recommended by the STIKO is currently not possible due to a gap in the Prevention
Act (DGAUM, 2017). Therefore, the adoption of these tasks for MFAs is not yet a
realistic perspective. Occupational physicians are often involved in the introduction
of health management systems in large and midsize enterprises, thus further possibil-
ities and concepts for health-promoting measures exist, in which MFAs are involved
or could be involved. Occupational physicians are more often concerned with the
stress-causing factors such as work organization, job design and leadership behaviour
than general practitioners. The MFAs that support them are likely to have a higher
sensitivity to these influencing factors of health.

In total, this will increase the number of MFAs that could benefit from the introduc-
tion of measures to promote personal health potential by a total of around 50,000 to a
total of around 250,000.

8.3.3 MFAs in surgeries in other fields

The surgeries mentioned above in which MFAs are active are characterized by the
fact that they have a different, but still existing, proximity to primary prevention.
This is not usually the case with other disciplines such as radiology, orthopaedics,
urology, etc. Correspondingly, the medical competence is not exactly in the area of
prevention and the MFA performs tasks in the medical field. (e.g. hearing tests at ear,
nose and throat specialists).

For these disciplines, the results of the MFA survey and the priority list can only be
applied with restriction, because some measures e.g. vaccinations or internal nutri-
tion counselling cannot be executed. In addition, the medical specialists as competi-
tors of general practitioners have a higher throughput and thus often also a more
anonymous relation to the patient (cf. 2.2.3). This makes it difficult to live and prop-
agate a whole-person approach, such as primary prevention.
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Although the priority list and the framework for the MFAs employed in these organi-
zations (around 350,000 additional persons) is not directly implementable, it can be
helpful in developing a "Healthy in Health Professions" mission statement.

8.4 Limitations of the research

The conclusions presented above were obtained from data from a survey of about
200 MFAs, the evaluation of studies and qualitative interviews with typed general
practitioners. The design of data collection and evaluation was structured and docu-
mented in such a way that it leads to valid and replicable results. However, it must be
recognised that, as with any research, there are limitations.

The MFA survey as the basis of the preference profile was created by surveying
MFAs participating in training events. Limitations lie in the choice of participants,
randomizing over the time and location as well as possible fashion trends in the
healthcare sector.

The selection of participants was limited to those MFAs who could participate in
training events. MFAs without readiness and/or opportunity to train may have differ-
ent preferences.

Although the selection of events for the survey was based on a representative princi-
ple, it did not rule out possible distortions caused by random waves of disease (e.g.
flu or measles waves affecting vaccination preferences). The same applies to the se-
lection of the places where the surveys took place. In this way, it cannot be ruled out
that regions with different social structures has also responded differently.

Limitations based on fashion trends in healthcare mean that different interest groups
bring prevention-relevant health issues such as certain types of yoga, Xi gong, die-
tary supplements, diets, etc. to the fore in the media, which next season, according to
a fashion trend, will no longer show up. This circumstance may have influenced the
open question envisaged in the MFA survey.

Limitations in terms of studies concern, on the one hand, the selection of measures to
promote personal health potential and, on the other hand, the structure of the opera-
tions model (Figure 46). The exclusive use of peer-reviewed articles is a harsh yard-
stick that may ultimately have led to prevention measures that are effective but not
published in peer-reviewed articles were not included in the survey.

The limitations of the operations model lie in the modelling underlying assumptions,
which were almost taken over during the further development. According to Katou
(2013) these are the following four points:

First, there is a lack of psychological contract research referring to employer
and employee promises fulfilment. Second, there is a lack of previous psycho-
logical contract research treating organizational performance as the ultimate
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dependent variable. Third, there is a scarcity of research considering that HR
practices are antecedents of employer and employee promises fulfilment, espe-
cially for non-Western contexts investigating the HR practices — psychological
contract - organizational performance relationship. Fourth, although the con-
cept of psychological contract originated from outside HRM literature, it is
used in explaining how HR practices predict employee attitudes and behaviours
within the psychological contract.

Finally, it should be noted that a general limitation arises from the fact that it is ulti-
mately an investigation and disclosure of personal health behaviour and lifestyle.
Since this is more or less aware of all involved, for the MFAs as well as for the phy-
sicians, only the question of Majumdar (2004) concerning social desirability can be
quoted: Do they want, what they should want?

8.5 Future research

This section subsumes the contributions from the previous sections and proposes
further research that build on this DBA thesis. The main concern of this research is to
further consolidate, stabilize and demonstrate a wider range of applications for the
both models, the operational HRM-Model (Figure 46) and the decision-making mod-
el (Figure 47).

At the heart of the operational HRM-Model is the psychological contract, for which,
according to the author, it should be investigated whether “mental models” (Biggs et
al., 2011) can be used to achieve an even better understanding of the relationships,
especially in the health sector. This applies both to the different concepts that the
partners of the social contract associate with the respective content, such as employee
satisfaction, as well as to the influencing factors, such as feedback for performance
by the manager, which are culturally influenced and shaped by different experiences
of socialization.

Further research could help to further investigate the relationship structure within the
operations model and strengthen the empirical basis for the general practitioners'
surgeries, including long-term studies. Addressing the largely unexplored leadership
behaviour of physicians could help to better understand the dynamics of the model
and gain a better insight into the relationship between leadership ability and organi-
zational performance.

German General practitioners’ surgeries are owner-managed micro-enterprises. For
them, this DBA-research has developed an operational model that considers their
specific HR practices, their specific interpretations of the psychological contract and
their specific performance requirements. For similar structured micro-enterprises
such as lawyers' and notaries' offices, the approach would have to be explored in
terms of direct transferability. The transferability of the results is based on the target
system for the standardization of health management in SMEs. For general practi-

DBA Cedric Ballin



Doctorate in Business Administration

tioners’ surgeries, it has proved to be an appropriate framework for the development
of a priority approach. Further research could demonstrate the potential benefits, but
also limitations, by standardizing health management in model development and im-
plementation for SMEs that cannot afford comprehensive research themselves.

For SMEs that are not classified as micro-enterprises, the decision-making model
comes into focus. As stated above, it can be used as a participatory model of proce-
dure for the negotiation of the psychological contract. If one sees decision-making in
complex situations as an important leadership responsibility and management task,
further research into the scope of application of this approach could make a sustaina-
ble contribution to future leadership and management activities - both under theoreti-
cal and practical relevant aspects.

8.6 Summary

In summary, the author argues that this DBA-research study contributes to the body
of knowledge both in developing and presenting models for operating and decision-
making in health management of German practitioners’ surgeries.

As a core contribution to empirical research in health management, the preference
profile of MFAs and a priority concept for implementation are developed that takes
employee preferences into account. The operational HRM model serves as a contri-
bution to empirical research, which opens further starting points for debates on the
link between HR practice and organisational performance, such as the fulfilment of
the psychological contract in micro-enterprises like general practitioners’ surgeries.
The implementation of primary prevention based on the priority concept of measures
of primary prevention is a further contribution to empirical research.

The core contribution to methodology is the decision-making model for general prac-
titioners, on the basis of which the priority concept was developed taking into ac-
count different stakeholder perspectives. As a further contribution to the methodolo-
gy, alternative generation is carried out in the decision-making model. A cross-
impact analysis shows that the introduction of measures to promote personal health
potential (primary prevention) compared to others like i.e. job design is most target-
ed.

The contribution to practice argues that no model for HRM and health management
for German general practitioners’ surgery is available and that the two models devel-
oped make a significant contribution to HRM and HR practices. Both models were
focused on general practitioners in their development and were based on evaluations
of the occupational field of MFAs. As a further contribution of practice, a check is
carried out for other MFAs’ fields of activities and profession (e.g. for specialist
practices).
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The limitations result from the general difficulties that studies with a social science
background raise. These relate to the evaluation of surveys, assumptions on model
development and questions of social desirability.

Further research can explore relevance beyond micro-enterprises to SMEs in general,
demonstrating the relevance of the two models in other environments as participative
approaches. This would create additional benefits for HRM theories and HR practic-
es in management and leadership.
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10. Appendices

Appendix 1: Abbreviations

AGnES

AHP
AApprO

AMO
ANP
ArbSchG

ASiG

BAK
BARMER GEK
BDSG

BetrVG

BG

BGB
BGW

BIBB

BMG

BSC
BZgA

destatis

Community-based, e-health-assisted, systemic intervention
to reduce physicians' workloads (German: Arztentlastende,
Gemeindenahe, E-Healthgestiitzte, Systemische Interven-
tion)

Analytic hierarchy process

Medical Licensure Act for Physicians (German: Approba-
tionsordnung fiir Arzte)

Ability (A), Motivation (M) and Opportunity (O)
Analytic network process

German Occupational Safety and Health Act (German: Ar-
beitsschutzgesetz)

German Occupational Safety Act (German: Arbeitssicherheits-
gesetz)

German Medical Association (German: Bundesédrztekam-
mer)

Name of a great health insurance company (German:
Barmer Ersatzkasse und ehemals Gmiinder Ersatzkasse)

German law about data protection (German: Bun-
desdatenschutzgesetz)

Works Constitution Act (German: Betriebsverfassungsge-
setz)

German employer's liability insurance association (German:
Berufsgenossenschaft)

German Civil Code (German: Biirgerliches Gesetzbuch)

Liability Insurance Association for Health Service and Welfare
Work (German: Berufsgenossenschaft fiir Gesundheit und
Wohlfahrtspflege)

Federal Institute for Vocational Education and Training
(German: Bundesinstitut fiir Berufsbildung)

Federal Ministry of Health (German: Bundesministerium fiir
Gesundheit)

Balanced Scorecard

Federal Centre for Health Education (German: Bundeszent-
rale fiir gesundheitliche Aufkldrung)

Federal Statistical Office (German: Statistisches Bun-
desamt)

DBA Cedric Ballin



Doctorate in Business Administration

DGAUM

DGUV

DissOnline

DNB

DVD
ENT
EPA

EStG
EThOS
G-BA

GewStG
GKV

GOA

GP
HIV

HPV

HPWP
HR
HRM
HzV

ICD10

IGA

IGeL

KeGL
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German Society of Occupational and Environmental Medicine
(German: Deutsche Gesellschaft fiir Arbeitsmedizin und Um-
weltmedizin e. V.)

German Social Accident Insurance (German: Deutsche Gesetz-
liche Unfallversicherung)

Thesis Online Service of DNB (German: Dissertationen
Online)

German National Library (German: Deutsche Nationalbibli-
othek)

Digital Versatile Disc
Ear-nose-threat

European Practice Assessment (German: Europdisches
Praxisassessment)

Income Tax Act (German: Einkommensteuergesetz)
Electronic Thesis Online Service

Federal Joint Committee of Insurance Companies and Phy-
sicians (German: Gemeinsamer Bundesausschuss)

German Trade Tax Act (German: Gewerbesteuergesetz)

Statutory health insurance (German: Gesetzliche Kranken-
versicherung)

German Medical fee schedule (German: Gebiihrenordnung
fiir Arzte)

General practitioner

Human immunodeficiency virus (German: Humanes Im-
mundefizienz-Virus)

Human papillomaviruses (German: Humane Papillo-
maviren)

High Performance Work Practices
Human Resource
Human Resource Management

Family doctor-centred health care (German: Hausarztzen-
trierte Versorgung)

International Statistical Classification of Diseases and Re-
lated Health Problems (Revision 10)

Health and Work Initiative (German: Initiative Gesundheit
und Arbeit)

Individual Health Services (German: Individuelle Gesund-
heits-Leistungen)

Competence Development of Health Professionals in the



254

KMK

KTQ

KV

KVB

MACBETH

MAUT
MCDA
MFA

MQLD

MVZ

OHS
op

OSH
PKV
PTA

PravG
QEP

QM
QM-RL

REC
RKI
SD

Context of Lifelong Learning (German: Kompetenzentwick-
lung von Gesundheitsfachpersonal im Kontext des Le-
benslangen Lernens)

Standing Conference of the Ministers of Education and Cul-
tural Affairs of the Lander in the Federal Republic of Ger-
many (German: Kultusministerkonferenz - Kurzform fiir
Standige Konferenz der Kultusminister der Lénder in der
Bundesrepublik Deutschland)

Cooperation for transparency and quality in health care (Ger-
man: Kooperation fiir Transparenz und Qualitit im Gesund-
heitswesen)

Association of Statutory Health Insurance Physicians (Ger-
man: Kassenérztliche Vereinigung)

Bavarian Association of Statutory Health Insurance Physi-
cians (German: Kassendrztliche Vereinigung Bayern)

Measuring Attractiveness by a Categorical Based Evalua-
tion Technique

Multi-attribute utility theory
Multi-criteria decision analysis
Medical Assistent (German: Medizinische Fachangestellte)

Quality Network Langen Dreieich (German: Medizinisches
Qualitédtsnetz Langen Dreieich)

Medical Service Centres (German: Medizinisches Versor-
gungszentrum)

Occupational Health and Security
Organizational Performance
Occupational Safety and Health
Private health insurance funds

Pharmaceutical technician (German: Pharmazeutisch-
technische Assistenten)

Praventionsgesetz (Prevention Act)

Quality and development in surgeries (German: Qualitdt und
Entwicklung in Praxen)

Quality management (German: Qualititsmanagement)

Quality management guidelines of G-BA (German: Quali-
tdtsmanagement-Richtlinie)

Record of ethical conduct
Robert Koch Institute (German: Robert Koch Institut)

Standard deviation
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SGB
SHI
SMC
SME
STIKO

TBE
TK

UK
UStG
VeraH

VVG

WB
WHO
WHP
ZFA
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German social security code (German: Sozialgesetzbuch)
Social health insurance

Small and medium sized companies

Small and medium sized enterprises

Standing Committee on Vaccination at the Robert Koch
Institute (German: Stdndige Impfkommission am RKI)

Tick-borne encephalitis (TBE)

Name of a great health insurance company (German: Tech-
nikerkrankenkasse)

United Kingdom
Value Added Tax Act (German: Umsatzsteuergesetz)

Care assistant in the domestic practice (German: Ver-
sorgungsassistentin in der Hausarztpraxis)

German Insurance Contract Act (German: Versicherungs-
vertragsgesetz)

Well-being
World Health Organization
Workplace health promotion

Dental (chairside) assistant (German: Zahnmedizinische
Fachangestellte)
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Appendix 2: Results of literature research “Personal health potentials”

Title Relevant | Explanation
Workplace interventions to prevent musculoskeletal Yes Systematic evaluation
and visual symptoms and disorders among computer of existing studies
users: a systematic review (Brewer, Van Eerd et al.,

2006)

A study of the experiences of participants following No The focus is to narrow
attendance at a workshop on methods to prevent or only on sonographers
reduce work-related musculoskeletal disorders

amongst sonographers (Gibbs and Young, 2011)

NIOSH research efforts to prevent musculoskeletal Partly The focus is on the
disorders in the healthcare industry (Waters, Collins et healthcare sector but
al., 2006) on big organisations
A randomised controlled trial on whether a participa- No Only focused on

tory ergonomics intervention could prevent musculo- kitchen workers
skeletal disorders.(Haukka, Leino-Arjas et al., 2008)

How we prevent prevention of musculoskeletal disor- Yes Example for costs of
ders in the workplace (Melhorn and Gardner, 2004) employee iliness
Elimination of manual patient handling to prevent work- | No No more information
related musculoskeletal disorders (Bunke, 2008) available

Regulatory actions to prevent work-related musculo- No Insufficient infor-
skeletal disorders--the use of research-based expo- mation

sure limits (Fallentin, 2003)

Clinical update in musculoskeletal medicine. "Joint No Insufficient infor-
motion" gaining momentum: worldwide effort to re- mation

search, manage, and prevent musculoskeletal disor-

ders (N., 2001)

A test of two training interventions to prevent work- No Very focused small
related musculoskeletal disorders of the upper extremi- group

ty (Faucett, Garry et al., 2002)

Position statement: elimination of manual patient han- | No Focus on nursing

dling to prevent work-related musculoskeletal disorders
(2004)

Results of search for ‘prevent work-related musculoskeletal disorders’

Title Relevant Explanation
Work-related Violence and Incident Use of Psy- No Insufficient information
chotropic (Madsen, Burr et al., 2011)

Mental Health and Work: Issues and Perspectives | No Focus on Australia
(Morrow, Verins et al., 2002)

Improving responses to depression and related Partly Focus on Australia
disorders: Evaluation of an innovative, general,

mental health care workers training program.

(Graham, Julian et al., 2010)

Staying Sane May Be Easier Than You Think. No Focus on private life. Not
(cover story) (Cloud, 2009) academic

Preventive Interventions under Managed Care: No Too regional with a focus
Mental Health and Substance Abuse Services. on USA

Special Report. (Dorfman, 2000)

Emotional literacy in health services: Functions, No only for the nurses
applications and implications (Santos, Freitas-

Magalhaes et al., 2010)
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Title Relevant Explanation

The theoretical basis of preventive mental health | Yes Very theoretical and more

work (Saari, 1981) general prevention and not
work prevention

National Association for Mental Hygiene: its ori- No Information about a psy-

gins, purposes, and personnel (National
Association for Mental Health, 1929)

chological foundation

Results of search for ‘prevent mental disorder’

Title Relevant Explanation

Allergies in occupational health. Prevention as- No Not available in English

pects (Vicente-Herrero, Torre et al.)

Cost-benefit analysis in occupational health: a partly The focus is on bakery

comparison of intervention scenarios for occupa- worker and not on the ser-

tional asthma and rhinitis among bakery workers. vice sector

(Meijster, van Duuren-Stuurman et al., 2011)

Occupational respiratory diseases in South Afri- No Irrelevant geographic re-

ca—results (Esterhuizen, Hnizdo et al., 2001) gion

Occupational asthma as identified by the Surveil- | No Irrelevant geographic re-

lance of Work-related and Occupational Respira- gion

tory Diseases programme in South Africa

(Hnizdo, Esterhuizen et al., 2001)

Occupational medicine in the Slovene area No Many relevant figures but

(Bilban, 2005) for Slovenia and not Ger-
many

Occupational contact dermatitis I: incidence and No Focus on dermatitis, irrele-

return to work pressures (Emmett, 2002) vant geographic region

Respiratory diseases in confined non-industrial No Medical focus

working environments (Muzi, Murgia et al., 2006)

Chemical hazards in radiology (Byrns, Palatianos | No Focus on physicians

et al., 2000)

Occurrence and causes of occupational asthma No Irrelevant geographic re-

in South Africa--results from SORDSA's Occupa-
tional Asthma Registry, 1997-1999 (Esterhuizen,
Hnizdo et al., 2001)

gion

Results of search for ‘prevent respiratory diseases’

Title Relevant Explanation
Occupational vaccination of health care workers: | Yes

Uptake, attitudes and potential solutions

(Vagholkar, Ng, Chan, Bunker, & Zwar, 2008)

Knowledge, attitudes and beliefs of health care partly Good study about the think-
workers towards influenza vaccination. (Mytton, ing of healthcare workers
O’Moore et al., 2013) about vaccines

Flu -- to jab or not to jab? (Hall, 2013) partly

Sustained low influenza vaccination rates in US No Irrelevant geographic region
healthcare workers (Caban-Martinez, Lee et al.,

2010)

Containment of Polioviruses After Eradication No Not focused on occupational

and OPV Cessation: Characterizing Risks to
Improve Management (Dowdle, Van der Avoort
et al., 2006)

medicine
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Title

Relevant

Explanation

Rapid response to a case of mumps: implications
for preventing transmission at a medical research
facility. (Salmén-Mulanovich, Utz et al., 2009)

No

Not focused on occupational
medicine

Immunisation policy (Dunn, 2008) Yes

A safe pair of hands (Hargreaves, 2008) No The content is about training
for nurse

Improving influenza immunization uptake in Yes

healthcare workers (Preece, 2012)

Healthcare workers and immunity to infectious No Irrelevant geographic region

diseases (Vagholkar, Ng et al., 2008)

Specific immunization issues in the occupational | No Irrelevant geographic region

health setting. (Baxter, 2007) and focus on legal issues

Hepatitis B in Moroccan health care workers No

(Djeriri, Laurichesse et al., 2008)

Results of database search in Ebsco for ‘vaccines’
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Appendix 3: Original (German) questionnaire

HF

PraventionsmafRnahmen fiir medizinische Angestellte
in der Arztpraxis

KONGRESSE « TAGUNGEN« EVENTS

1. Bitte zutreffendes ankreuzen
O Weiblich O Mannlich

2. Wie alt sind Sie?
O 1825 O 2635 O 3645 O 4655 O 5665 O 66+

3. Wo liegt Ihr Praxisschwerpunkt (z.B. Padiatrie, Hausarzt)?

4. Gibt es in lhrer Praxis Aktionen fir lhre Gesundheit?
O Ja O Nein

Wenn Ja welche, wenn Nein warum nicht?

5. Wiirden Sie sich an einem Programm zur betrieblichen Gesundheitsférderung beteiligen?
O Ja QO Nein

Wenn Ja welche, wenn Nein warum nicht?

6. Welche Programme zur Bewegungsférderung wirden Sie mitmachen?

Ubungen am Arbeitsplatz (bis 10 (® O 0 O
Minuten)

Ubungen fiir Daheim (bis 10 Minuten)

@]
Geforderte Aktivitat nach der Arbeit O
(Fitness, Yoga, Laufen,..)
O
O

Mit Schrittzahler (digitadl via Handy
oder Uhr)

Training in der Gruppe mit Kolleginnen

O O OO0
C O OO0
O O OO

7. Welche MaRnahmen zur Gewichtsreduktion und Erndhrungsumstellung wiirden Sie mitmachen?

Gruppensitzung mit extemen Berater O (9] Q O
(z.B. Ern&hrungsberater)

Einzelgesprach mit externen Berater @) 0] (@] O
(z.B. Ernahrungsberater)

Einzelgesprach mit einem Arzt (aus der O @] @] @]
Praxis)

Gesunde Snacks (z.B. Cbst) vom O O O O
Arbeitgeberin der Praxis

)

C O 0O

O

o
o
O

Ganz und gar Eher ja Jenachdem  Eher nicht Gar nicht

Ganz und gar Eher ja Jenach dem  Ehernicht Gar nicht

>

Beobachtung Nr.0 131
[NSEESESEEEESEEEEEEN S ]

Seite 1/2
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HF

in der Arztpraxis

KONGRESSE « TAGUNGEN « EVENTS

8. Lassen Sie sich grundsitzlich regelméBig privat impfen (z.B. Grippe)?
O Ja O Nein

Wenn Ja welche Impfungen, wenn Nein warum nicht?

PraventionsmaBnahmen fiir medizinische Angestellte

9. Wirden Sie sich in der Praxis | hres Arbeitgebers impfen lassen?

O Ja O Nein

Wenn Ja welche Impfung, wenn Nein warum nicht?

10. Lassen Sie lhren Impfstatus regelméBig priifen?
Q Ja Q Nein

Wenn Nein warum nicht?

Bitte geben Sie den ausgefiillten Fragebogen an der Anmeldung ab.

VIELEN DANK fir Ihre Mithilfe!

Beohachtung Nr.O 131
OOIIIIITTITITITTITTTITIITT

Seite 2/ 2
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Appendix 4: Results of the questionnaires

Prevention activities for employees in general practitioners’ surgeries

Returned questionnaires 203
Completed questionnaires 194
Gender

Female 194
Male 0
Age

18-25 59
26-35 34
36-45 49
46-55 35
56-65 15
66+ 0
No answer 2

What kind of general practitioner surgery you work for?

General practitioner 165 85%
Gynaecologist 9 5%
Other 6 3%
No answer 14 7%

Are there activities for health management in your general practitioner surgery?

Yes 45 26 %
No 129 74 %
Sum answer 174 100 %
No answer 20 10 %

If yes what, if no why?
Check-up, Vaccines, nutrition advise

Would you join a health prevention program?

Yes 97 68 %
No 46 32 %
Sum answer 143 100 %
No answer 51 26 %

If yes what, if no why?

Healthy nutrition, fitness
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‘Which programs for activity promotion you would join?

Training at the workplace (max. 10 min)

Training at home (max. 10 min)

Sponsored activity after work (Fitness, Yoga, etc.)
With a counter for the steps or a fitness watch

Training within a group of colleagues

Training at the workplace (max. 10 min)
Training at home (max. 10 min)

Sponsored activity after work (Fitness, Yoga, etc)
With a counter for the steps or a fitness watch

Training within a group of colleagues

Training at the workplace (max. 10 min)
Training at home (max. 10 min)

Sponsored activity after work (Fitness, Yoga, etc)
With a counter for the steps or a fitness watch

Training within a group of colleagues

‘Which activities for weight reduction and change of nutrition would you support?

Would you join a group session with an external consultant?

Would you join a single session with an external consultant?
Would you join a session with a medical physician from your medical of-
fice?

Would you like to get healthy snacks/food at work?

Would you join a group session with an external consultant?

Would you join a single session with an external consultant?
Would you join a session with a medical physician from your medical of-
fice?

Would you like to get healthy snacks/food at work?

Would you join a group session with an external consultant?

Would you join a single session with an external consultant?
Would you join a session with a medical physician from your medical of-
fice?

Would you like to get healthy snacks/food at work?

Do you regularly use vaccine in your private life?

more
yes yes
43 38
26 64
49 62
36 51
25 46
more
yes yes
24% 21%
15% 36%
26% 34%
20% 28%
14% 25%
Yes No
45% 26%
50% 25%
60% 19%
48% 35%
39% 31%
more
yes yes
20 40
26 58
15 31
106 47
more
yes yes
11% 22%
14% 32%
9% 18%
58% 26%
34% 40%
47% 28%
26% 50%
84% 8%

depends
52
44
38
31
54

depends
29%
25%
21%
17%
30%

depends
48
45

42
15

depends
27%
25%

24%
8%
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more no

30
34
23
40
36

more no
17%
19%
12%
22%
20%

more no
)
27

52

more no
23%
15%

30%
4%

no

17
11

24
20

no
9%
6%
7%
13%
11%

no
29
24

36
8

no
16%
13%

20%
4%

sum
180
179
185
182
181

sum

sum
179
180

176
183

sum
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Yes No
145 37 182
Please explain why or why not.
Polio
Flu
Tetanus
FMSE
Would you join a vaccine program at work?
Yes No
171 12 183
93% 7%
No
answer 11
Do you check your vaccine status regularly?
Yes No Sum
163 20 183

89% 11%

No
answer 11
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Appendix 5: The structured interview guide for the general practitioners

Classification and characteristics of one's own practice

1.1 Is your general practitioner’s surgery in the city centre, on the outskirts or in the
country?

1.2 How many MFAs or medical assistants do you employ full-time or part-time and
what is your age structure?

1.3 Does your surgery have a special range of services (acupuncture, travel medi-
cine...)?

1.4 Does your surgery offer primary prevention services?

1.5 Take the MFAs tasks of primary prevention (vaccination, movement training,
nutritional advice, stress avoidance, addiction prevention...)? Do you intend to dele-
gate these tasks?

1.6 Do the MFA s take on home-visit tasks?

1.7 Are there any disturbances in the practice organization due to sickness-related
absence? Are absences systematically recorded and evaluated?

1.8 What health-promoting measures are implemented in your surgery?

Reconciliation of the list of priorities with your own ideas

My study, among other things, is about ten primary prevention measures that are to
be investigated at MFAs in general practitioners’ surgeries. The study will propose a
standard recommendation for introduction.

2.1 For each primary prevention measure, you will find an entry for
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- Acceptance by the MFAs: Here I am interested in your assessment of the average
acceptance by your employees (well accepted/accepted/neutral/not accept-
ed/accepted)

- Effectiveness after evaluation of studies: Here I am interested in your assessment
from a medical point of view regarding the effective avoidance of absence days.
(High/medium/low/do not know)

- Cost level by experience: Here you will find the result of my research on estima-
tion of the expected costs. How do you estimate the cost level? (rather higher/goes
OK/rather lower).

265

Measure Assumed Effectiveness Cost level Own.
Acceptance
acc. Study | physician Estimate physician

Workplace exercises
(up to 10 minutes) Low Low

P (33) (75)
Exercises for home
(up to 10 minutes) medium Very low

(50) (100)
Sponsored activity
after work (fitness, Medium Low
yoga, running (50) (75)
group...)
Training with step
counter (digital via Medium Low
mobile phone or (66) (75)
clock)
Training in the group
with colleagues Very low Medium
(16) (62)

G ti ith . .

roup meeting wi Medium Very high
external consultants

o (42) 25)
(e.g. nutritionist)
In'dividual discussion Medium Ve L
with external consult-
o (42) 25)

ant (e.g. nutritionist)
Individual conversa- Medium Medium
tion with a physician (42) (37)
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Measure Assumed Effectiveness Cost level Own.
Acceptance
acc. Study | physician Estimate physician
Medium Medium
(58) (50)
Very high Very low
(100) (100)

Comments on individual measures

2.2 Do you believe that measures are lacking?

2.3 When deciding on the measures, how would you rate the criteria of acceptance,
effectiveness and cost? (Suppose you have 100 points to allocate.) Are there more

decision criteria?

2.4 If you introduce health management measures, would you ask for acceptance by
the MFAs? (Or did you do this if measures were introduced?) If rather no, reasons

for this?

2.5 The elaboration of one practice-specific introductory concept requires time. How
many hours would you quote? — or what time savings can be made by using the
standard recommendation?

2.6 In case of significant deviations from the proposed concept, would you use soft-
ware (e.g. Excel) to prepare your specific decision?

Influencing factors to control productivity and performance

3.1 What importance do you attach to the following levers for reducing absent days:

- health promoting measures for MFAs

DBA Cedric Ballin
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- work organization in the surgery
- profile/job design of the MFAs

- leadership quality/competence

3.2 In your opinion, what other starting points and measures to reduce absent days
should be taken more into account in your surgery?

Implementation of health management in one's own surgery

4.1 In which order you would realize the four levers (of question 3.1)?

4.2 In your view, is there any reason why a general practitioner’s surgery should in-
troduce a health management system in comparison with other organisations and
companies?

4.3 How do you practice health management measures so far and what significance
do you attach to it?

- Not at all (name possible reasons.)
- As individual projects (name specific examples.)
- As a long-term initiative (how is success controlled?)

- Integrated in quality management (with what importance?)

4.4 What significance do concepts such as "healthy leadership", "health culture in the
physician's office" or "Health competence MFA" (all taken from the training pro-
grams of medical chambers) have for you?
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The target system of health management in general practitioners’ surgeries as cause-
effect network

personal health health enhancing

potentials (prevention) \ work organization
/_—\ health enhancing

physical health emotional well-being 4_\ job design
’/ K' leadership ability j
risk factors

K performance and

cost improvement v_/f productivity

quality and customer
focus
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Appendix 6: Documentation of the answers in the interview guide

General practitioner A: The interview preparation documents were sent on 4 Decem-
ber 2017. The call took place on 8 December 2017 at 6.40 pm to 7.35 pm. The an-
swers were logged in the interview guide as follows:

Einardnung und Charakteristik der cigenen Praxis

1.1 1st thre Hausarzt-fallgemelinarstprans im Stadtzentrum, Stadtrand, suf dem Land?

| [ forprd U Do FTLotteRian U500 o8 el s

1.2 Wie viede MFAS oder Arzthelferinnen beschiftigen Sie in Vollzeit bevw. Teilzeit und welche
| .ﬂ.hrrmtrukrl, ist g_.:.grhl:ﬂ?

£t B, . i pout e il

§ F ll-. JI;_.,.

e PR L . >
1.3 Hat lhre Prazis ein tlE’il:IﬂUEl"E'S Le EELH'IES.EI'IJ‘EE'JDIZ |P-{tuﬁll.l"|k ur, RE'I'EEI"I waizin, Y
FE bz ceendt B [y Mg doe e duad 00 e
1.4 Bietet lhre Praxis Angebote ter Primdrprivention?
Al e
1. 5 Nehmen die MFAs Aufgaben der Primirprivention {impfen, Bewegungstraining,
Ernbhrungsberatung, Stresssermeidung, Suchivermeidung, | wabe biw. denken Sie daran, dies gl
2 delegleren

S e

1.5 Ubernahmen lhre MFAS Aufgaben der haussratlichen Batreuung?

1.7 Gibt mgin Ihrer Praods Stdrungen in der Praisorganisation durch krankheitsbedingte
l’-l.'N\.lESEI"Il'I'EIE WWerden FEl |IEI..EI" 5.'.'5|&|"'"|a|2|5-"h erfasst IJI'ld BUSREJ\.EITE‘I’
K] o

4L (et Bereadey

P in i £ Fr Friaigy o
AW chr: g\ewnl!hr 1.sfu'\d|:~ lichen Muﬁrallrner werden in Ih.rr Plaxls unlge:a:lil:'
L v

f= Lttt &l Uangs 57 A e 2

Abgleich der Priorititenliste mit cigenen Vorstedlungen

In medner Studie geht s v a, darum, die zehn folgenden MaBnabmen zur Primarprave ntion bei
MiFAs zeuntersuchen und der Hawsarzt-fallgemeinartpracis eine Standard-Empfehlung 2w
Einfifirung voruschlagen.

1.1 Zu jeder MaBnahme findan Sie inen Einlrag sur

- Akzgptan: durch die MFP&s: Hier interessiert mich hre Einschiitaung der anzunebhmenden,
disrchechatthichen Akzeptanz bei thren Mitarbeitar (gut akzeptiert akaeptiert/nautral/nicht
ahaeptiertyakaeptiest] oo

s

- Effektiwitdt nach Auswartung won Stedien: Hier interessiert mich Ihre Einschataung aus
madzinischer Sicht hinschtlich der wirksamen Vermeeidung von Fehltagen.
l;h;.'\'.h,u"n|i'.:l=l-'nim:|ri|5,"w=iﬁ nichik)

- Kpstenniveaw nach Erfahrungswerten: Hier finden Sie das Ergebni meiner Recherchen o
Abschitzung der zu erwartenden Kosten Wie schitzen Sle das Kostenalveaw ein® [ehar hiher/geht
in Crdnyngeher ndgdriger],
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Malnahrme angenamrmens Effebivitat Kastenniveau Pricy.
Akzeptan: Lt. Siudie Arzt Schdtzung Aret
Ubangen am p ! S
Arbritsplatz (bis 10 | e fids ey, ) e | comeddE ) o
Minuten) 123 i 175) )
:‘;‘.’:";‘gqﬂif:éﬁrelm S miteed | o | sehr niedrig .L:.gi'r.lg Fy
{5 (100 7
s
| Gefarderte Akthitat :
nach der Arbeit Y G mittel dHA, nigdrig |
(Fitness, Yoga, (50p 75 LT
Laufgruppe, ..}
Traiming it Schritt- 4 o > Al
zsbder (dgital via Handy | < % e Eniret ieckstny nledrig | %,
adar Lihe| 166} i i75) :
Training in der Gruppe ; i : 3 %
; PR Y sehr niedrig |, ey mittel vt fnck
mit Kofleginnean 18 {62}
Gruppenditzing mit "
vatesnen Berater (2 6. - Tﬁ;l Hs” ""h;;“h
Ermihrungsberater) (25}
Eirzelgesprich mit ; .
externen Berater (2.8, |« [ i anfii e | e len L] B
Erndhrungsherater] (42} i25)
Einzelgesprach mit Z Lovid : | =
eimem Arrt (zus der Lhee fer nitie| it mitked T
Praxis] 42} 137) [
Gesunde Snacks (2. B. : f |
Obist) vorn Arbeitgeber | - fe mieted o 0 mittel walld |
Inder Praxis 1) {50} e
Regelmalige Eontrolle ; ; ;
{ imgtung (2. B, Grigpe) | /it e aim sehr hoch | fi 5 sehe niedrig | .. e
am Arbeitsplats) (100) o
Anmerkungen mu einzelnen Matnahmen
2.2 Fehlen nach frem Dafrhalten MaRnahmen?
.'r"r..-' (¥ -I":_.,,l':_ (= e-:'--'.'l L...".I..{ll.:_:'ll:'u"-"" ) o
i ek I

; 2.3 Whe wirden Sie bei einer Entscheldung dber die Malinahmen dic Kriterien Akzeptane, EFektivitit
L I, urd Kosten gewichten? (Angenommen Sie haben 100 Punkte s vergebien,) Fehlen
Enticheidungskriterian?

1.4 Wenn Sle Maltnahrmen rem Gesurdheitsmanagement einfiibren, wiirden Sie die Akzeptanz durch

dig MFAs erfragen? [baw, haben Sie dies getan, falls Malinabmen eingefahrl wurden?) Falls eher
nein, Grinde dalir? ol
'f’gvb‘*amx--‘f Frig e ey -!._-,"f_ fue i f [ :-J"i A L= "&*f i
F 3 P . o & ; L Pt B o
X alyag B fayf ofee Falio ity Bimg AL Al "|I o -
Pl | ;

E s
f 7 ool B e e s e B0 AN
SftEl i queid . JEcselien £ aa el G i

-
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2.5 Die Ausarbeitung sirke praxisdpesilischen EinfGhrungskonzepts erfordert Zeit. Wie viel Stunden
wilrden Sie dafir veranschlagen? = Baw, welche Zeiterspamis ist durch die Mutzung der Standard-
Empfehlung miglich?

.'r:l"l':- LA Sy A5 l-ni L4

P |' |'

51 l""" iy - ?"ij"""l“”{ / ..{ . ‘.-"/ 3 b Pt

i el Tt i o g # 'r-cn..:--’:“\._
- ]

1 A
2.6'Wiirden Sie bei dewtlichen h'b%vfe-:hunaenmmrmcﬂagmen Km:mpt Software (7. B. Excel)
nutzen, um bhre spezifischa Entschridung varzubereiten? :

£ I fes ,-’ iy L8 ;.;{,»._.fc '-.| rLeay cdan

e e

o Fadt J...|:{-,_ R

:.:_,|I,|< T
oy Ly :i._II'F Casas , #0

3.1 Welche Bedeutung messen Sie den folgenden Stellhebeln fiir die Reduzienarg von

krankheitsbedingten Fehltagen bei; )

- Gesundhaltsfarderliche Malinahmen fir MEAs |
/-'-..

- Arbeitsorganisation der Praxds ! ,f

'_.c-r
- Stellenprofdl / Job design der MFPAs 1

.

.I"

{
- Fillrungsgualitit/-kompetenz  \7

1.2 Welche weiteren Arsatzpunkte und Malnahemen {0r die Reduzierung von krankheitsbedingten
Fehltagen sollten Ihres Meinung nach fiie Ihre Praxis starker bericksichtigs werdan'-‘

fenclie o peiny A ptloafe, Bl b, ._-:'.:x.;:_ {auey
Y /

LreLin féiroa el
| mentierung von undhei

Sy

4,1 Inwelche Reihenfolge wirden Sie die zuver genanmten vier Stellhebel angehen?
pa o forecioel 3

4,2 Gt es aus threr Sicht Grinde, warum gerade eine Arstprasis im Vergleich te anderan
Orgnmsn.mru:n tnd Unternehmen ein Gn.-sundl'.entsmma,gemenmmm einfihren solfte?

“.: PN ‘-'1"41;_._. o7 ,-d.-rﬁ., - r S b e e .-.'r =
4.3 Wie praktizieren ke bislang Malinahmen zum Gesundheitimanagesnent wnd weldhe Badeuting
miessen Sie dem bei?

s Wore e it Iy

-garnxht[hcnncnSmmn@llm:-Emnd:]l..--\-.n' I n-f’l -/n. i o .-"I { |II 1 T b Y )
T Srsvnf fracfl p) sty Ler Bt fvar) g bl bt ;.,ﬂ—rw-hr-—r it

- als Einzelprajoktes lznncn Smln:nkrm Baispisle.] ¢ |'f-.-,_—-er i Blil e A, on I:',_,,,.,, A P

'.\ «.. q
- als langfristige Initiatiee (Wie wird der Erfalg kantroliert?) . |/ facess u beafdmmare fredft

- eingebunden in Qualititsmanagement (Wit welchem Stellenwert?) r"'i Attt [ldery
Flovan o qcrf‘r

4.4 Welche Bedeutung haben Konzepte wie ,Gesunde FOhrung”, JGesundheitskuliur in der
Arzipranits” oder JGesundheliskompetenz MFA® [allo den Forthildungsprogrammen von
ﬁntnkal'nn'n:m entrammen) fir Sie? f /

.l{,.-"' L e MV o lf

l2;--'4.-;' ¢ lI-"-gn..' it £ belbred T L=

¥ kg {.-\.I.'i (2
I
Fqkae:s

. S s
e f_."l':rl.ﬂ‘-'” Aatg

wpebngd . Pl s f

A
i
o £ il e WO e
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General practitioner B: The interview preparation documents were sent on 4 Decem-
ber 2017. Because of the high workload in practice (flu outbreak), a telephone call
was only possible during the holidays over Christmas. This took place on the 28th of
December 2017 from 9.35am to 10.20am. The answers were first noted by the partic-
ipating physician and then entered directly into the form via software:

Einardnung und Charaktesistik dir eigenen Pragis
1.1 Ist thre Hausarzts/ Allgemainarstprams im Stadtzentrum, Stadtrand, auf dem Land 7
£anium
1.2 Wie viele MFAs ader Arzthelferinmen beschiftigen Sie in Vollzeit bow. Teilzeit und welche
Altersstruktur ist gegedhen?
B in Teilzeit
1.3 Hat Ihre Praxis ein besonderes Leistungsangehat (akkupunktur, Reisemedizin, ...)7

Ralsemadizin, Tropanmedizin, Akupunkiur, Homtapathiz, Naturhaikunde,

1.4 Bievat Ihre Praxis Angabate pur Primarpravention?

Ja

1. 5 Nehimen die MEAS Sulgaben der Primdrprivention (Impfen, Bewegungstralning,
Erndhrungsheratung, Stressvermeidung, Suchivermesdeng, ..j wahr bew. denken S daran, dies ggf.
zu debegleran,

48, MLF

1.6 Ubernehmen thre MFAs Aufgabtsen der hausdrrtlichen Betresung?
Blutzuckemessung, Blulduckmessung

1.7 Gibt &5 in lheer Pragis Storungen in der Pramsorganisation durch krankheitsbedingte
Abwesenheit? Werden Fehlzelten systematisch erfasst und ausgewertet?
Sellon, Fehbosilen werden erfasst und ausgeawertat

1.8 Welche gesundheitsfrderlichen MaBnaahmen werden in threr Praxis umgesetzt?
Irnpluregan

abgleich der Pripritatenliste mit eigenen Varstellungen

In miginer Studie gakt a5 u. 2. darem, die zohn folgenden MaBnahmen aor Primdrprdvention bel
MFAS i unterswchen und der Hausaret-/Allgemeinarztprasis eine Standard-Empfahlung zur
Emnfishrung vorzuschlagen.

1.1 Fu jeder Maknahme finden Sie einen Eintrag ur

- Akzeptanz durch die MFAs: Hier interessiert mich thre Elnschitzung der annunchmenden,
durchsehnittlichen fkzeptant bel thren Mitarbester (gut akzeptiertfakzeptiert neutralfnicht
akreptlert/gar nicht akze ptiort)

- Effedtivitaf nach Auswariung won Studien: Hier interessiert mich Fhre Einschatzung aus
medizinischer Sicht hinsichtlich der wirksamen Vermeidung von Fehltagen
|Poch fmittel fnisdrigfwneil nicht]

- Kostenmbeu nach Edfahrungswerten: Hier finden Sie das Ergeinis meiner Recharchan zur
Abschatzung der 2w erwartendan Kasten, Wie schitzen Sie das Kostenniveau ein? {eher hither/geht
in Grdrungfeher niedrigerf.
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[ heaRnahme angenon [ Effaktivitar Kowenniveas | Prio,
i Akzeptanz Lt. Studie Azt | Schitzung Arzt
m?&ﬁms 10 il niedrie | g | MEE | paig
Biruten) i i75)
{ibungen fir Dancim ]
ﬂ:is.‘lgt Miruten) richt akzeptient|  mittel | gy | sehroledi | gon
{50} {100} s
Gefarderte Aktivitit hech
nach ter Arbeit akzepliert miittal niedrig iR,
|Fitness, Yoga, (50} (75}
Lawlgrupps, ..J . —
Training mit schritt- B .
el | milled d
| eahler (digital via Handy |  axzepliort m‘;ﬁ | My |leatg |
| oder Unr] 65 {73
| Training in cer Grugpe | :
sehr niedrig | nhedrig mittel -
| mithel
it Kelleginnen 16l e
Gruppenstzung mit ;i l
R Bemir z.g, [Nt akzepten mittel mitiel | ehrhoch sehr hoch
| Emshrungsserater] i L
Einzelgesprach mit o Etiich
externen Berater (. 8. | awzepiiart "E:;: mited S 12251 sahr focd
Ermahrungsberater) -
Einzelgasprach mit | i J -
oinem Arzt [aus der neulral e it mﬂ-? mifisl
Fraxis) | 2) | (37
| Gesunda Snacks [z B ;
| Elbst) vom Arbeitgeber | GV hzepfien | MItED | g ms't;ﬂ' ki
| inder Praxis 58] (501
Eegelmifige Kontrolbe S
.I'Trii'lqpfung IBEB\ Grippe) akzaptint sehr boch | sghr sehr niedrig niedrig
am Arbeitsalatz) 160 |pach | (00

Anmarkungen zu einzelnen MaBnahmen

2.2 Fahlan nach Ihrem Dafiichalten Manahmen?
Zuckariraie Geiranke am Arbetsplalz

2.3 Wie wirden Sie bel alner Entscheidung aber die MaBnahmen die Kriterien Akzeptanz, Effektnitst
und Eosten gewichten? [Angenameten Sie haben 100 Punkte zu wergebean.) Fehlen
Entscheidungskriterien?

A040,20
=
2.4 Wenn Sip Mafnahmen zum Gesundbeitsmanagemant ainflibren, wiirden Sie die Akeeptanz durch

die MFAs erfragen? (bew. haben Sie dies getan, falls MaBnahmen eingeflhrt wirden?] Falls cher
i, Grinde dafiir?

Ja
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2.5 Die Ausarbeltung eines praxisspesifischen Einflhrungskarzepts erfordert Zest, Wie visls Stunden
wilrcen Sie dafiir varanschlagen? — Bzw. welche Zaitersparnis ist durch die Nutzung der Standard-
Empfehlung méglich?

1 Arbeitalag

2.6 Wiirden Sie bai deutlichen Abweichungon vom vargeschlagensn Kenzept Software (2. B Excel)
nutzen, ur thee speifischa Entscheidung vorubereiten?

Ja
ind ren 1 1] Etivitat und der Parfon

3.1 Wekhe Bedeutung messen Sie den falgenden Stelihebeln (0 d5e Reduzicrung von
krankheitsbedingten Fohitagen bai:

- Gesundbeitsfarderiche Maftnahmen fr MFAs niedrig 4

- Arbeitsorganisation der Praxis hoch a
- Stellenprodil / Jab design der MFAs  miltel i
- Flibrungsqualitat/-kompeten: hoeh 3

£ Wielche weiteren Ansatzpunkte und Malnahmen for die Reduzierun g won krankheitsbedingten
Fehitagen sallten Ihres Meinung nach fiir thrg Praxis stirkes berickschtigt werden?

Gutes Arbaiteklima, adicguate psychesche und physische Bolasiung

Imalemeantigring von Gesundheitsmanagement der eigenan Praxis

4.1 In welcher Reibenfalge wibrden S die ruvor genanmten vier Stellhobel angehen?

8.3.1
4.2 Gabt es aus threr Sicht Gronde, warum gerade eine Arztprags im Verghaich tu snderen
GOrganssationen und Unternehmen ain Gesundheitemanagementsystem ainflibren solie?

Eln Unilermahrmean, dass mit car Gesurdhalt von Manschen arbaitod,,

solite dies auch durch gesunde Mtarbeier verktinpem
4.3 Wie praktizieren Sie bislang Maknahmen zum Gesundheitsmanagement und welche Bedoutung
massan Sie de bei?

= gar nicht (Mennen Sie magliche Grinde,)

- als Einzelarojekte [Nennen Sie konkrete Beispiets,) Gricpeimpfung

- als Fanglristige Initiative (Wie wird der Erfolg kontrolliert?)  Durchimpfungsrate
- eingebunden in Qualitatsmanagement (Mt welchem Stelonwert?]

4.4 Welche Bedeutung haben Konzepte wie ,Gesunde Fihrung”, Gesundheitskultur in der
Arztpraxis” oder JGesundheitskompeten: MFA” [alle den Fortbildungsprogrammen von
Arztekammern enthoaimen] for Sie?

Mitllere: Brdeubung 10r den Erfaly der Praxis

DBA Cedric Ballin



Doctorate in Business Administration

General practitioner C: The interview preparation documents were sent on 4 Decem-
ber 2017. After a telephone consultation, the doctor decided to answer the questions
in peace, for a reply by fax. This was sent on the 11th of December. Two open ques-
tions were sent by e-mail and answered on 20 and 27 December respectively. For
reasons of anonymity, the following documents overwrite personal files in grey:

1141258817 15083 = a1/ B3

M S0 oy

Eingrgnurgt usd Charakzeriscik cer eigenen Praxk

11851 Ihre Hausaszr-ddfligeme marrtpranis im Sadtzemtrum| E'Iad‘lraud uf dam Lard?

1,2 Wie winla FRAs oder Arzthelfennnen bess h*rllgﬁnp‘.:::ﬂ UD‘ET;!W.;:I_MH uned wilche
7 = e tem bl
'“h”“tﬁ'-kl',’;'i-?"f-‘_‘-‘_f'ﬂ-_ 7 b - E i
AFY. - S D A solhaed
1.3 Hat Ihre Praxis gin beseedores Laistungssagebot [AkMpmnktor, Ralsemedizin, _)?
Mi.:-.-;(‘_: Y U ‘i-m-—'tu—t.l.lkubkt-pL._te._

‘e
1.4 Bisor lhea Prasds Angebode 2 Primdepeivention ! L e
abfla.  SASE e Mmoo UZ 2, G| epedevatrragse
b lncl, R e Ao
1. & Hehmen dip MEAs Aufgaben dér Prenarprisention (Implen, Bewegungslraining,
Emshrungsberatung, Stresivsmneidung, Suchter meidung, .. ] wahr biw, denken S daran, dies gef R,
/ s P w-f_l‘lﬂ.'\-._-n}-\”
Bty 'u'z.-u’.n-\j_q.h
it v i, frthar e
], :

L

Welleaag - She,
s Tuph s oes

Haf
— e A

1.6 Lbermehmen fre W45 Ailgabes der hausdrzthchan Betrewng?
Teraee— Thaagl - ggt-a-

evilla

1.7 G @5 in Iheer Prosds Starungen in der Praksangencativn durch krankhertzbedingte
Abwasenheit? Werden Fobilzeien systomatisch erfass und auspewenet?
A e emelln el

T e “_W LS e o L .
1§’$ﬁmﬁm.¢= Grdiflichen Malnahmen werden in fhrer Frasis umgesotat? L
o Mk maite | UV e gpbmahe | SRS ngpmm il
Y WL T T L ~ SRS 12

L T Y W | o . S
Abgheich der Prisriidtenliste mif gigenen Yordelpnpen
I meiner Studie gehtes . a. dariim, die sehn falgenden MaBnakmen jur Primipraventin b=
MFAs 7u untersuchen usd dar HausarsJallpemeinarsipraxs eing Standard-Empfehlung 2ur
Einfuhrung vortuschlagen.

L4

2.1 Zu jeder MaBpahme Tiden She ainen Eintrag 2ur

durchsehnittbchen Akzepeans bei lhren Mitabeier (U1 akzeptiertfsknptieet neutrad nic

- Akzeprang durch die MFAs: Hier Intoressiert mich thie £ isschasmung der :rr:unchm-nde-F.
akzeptier/gar nicht akiapsier]

- Effekeivitar nach Auswertung von Studien: Hier intesessiens mich thre EinschBtzing aus ;
medizinischer Scht hinschtEch der wieksamen ermeidung won Fehhagen |
|hg.:h.l'rﬂ||,t@|,|'|ncll.|‘ig,|"wﬁlﬂ nicht] |

Fetenmivpau nach Erfahrungswerten: Hier finden Sie das Ergebniz mener Rectenchan qur
Akechitzucg der ng erwartenden Kastan. Wie schileen Sie dag Eostenniveau ein? {eher ighergeist
n Ordnsng'cher niedriger].

DBA Cedric Ballin

275



276

1/12/287

15:43

v niedrig Lo ols niedrig

Arbe bis 10 e 2 |

i ihis . Wl T B pm perede !r
‘Ubungen for Dabeen | 3 : 1

mitiel w,....pﬂ"‘l'l;a' sehr pindrig W 1

{bis 10 Minuten) e eEI_ {501 [ |

Gefardarte fktedtat o |

nach der Arben W mitiel Ml niedsip o l.'}

(Faness, Woga, [34) [¥5) | |

Laufgruppe, _.J . |

Training mix Schriti- |

s4bter [digital via Handy W mitted u-—"""" niedip i

cedier Whrp (el [

Teaining in dur Gruppe

it Kalleginaen wnn b OB ecaed Lo ol i

(16} [£7%3]

Grappensfaeng mit 1 . zehr b Sl r ]

=xternen Berater iz B M n:;f Kaka! crzs:?m | ol

lmlhrung:herat!rl |
[ter N R I (N T
| Exmahrungsberarer] “z = -
| Binzelgesprach mit 2 ¥
| einem Arzl (sus der w Pilped e Motk n:::;l b ‘w“"‘j

Prasis) 2

L5 B =

EI'.I:::J umsﬂ:b‘f:::bﬂ L Tml ?h_ul.\d H;;ﬁl L el

in der Prass L= i3} X

Repelmdiigs Kantnole el ) R

sha btk e #ahv Nigdrig | geat g

# Imaafung (2. B. Grippe] % : g‘q |

am Arheitsplatz| {1001 {1 ]
anmerkungen e eintelen MaBnakmen
.2 Fehilen nach Ihrem Dalirhalten Mafinabmen?

Sz, |

LT - PR

Poos, QAL 4

23 Wie wiirden Sie bed einer Enticheidusg iber die Maftnahmen die Krilerian Akosptane, Eliekzivrit
wnd Konten gewdihlend {Angenimman Sie haben 100 Punkte zu vergeben.) Fehlen

Emtscheidungshriferien?

ZA4'Wann Sl Manah

Fum G

Sbe die Bkcegrang durch

diz WFAs erfragen {bow. haben Sie dies getan, f5%: Malnehmer singetiher wardent] Falls eher

nein, Grunds dafur?
=

LS
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u
A
el
s
E

anzeemr isea [ i 1

15 D Ausarbeitung sines praxisspezdfischen Einf@hrungshonsepts erfordert Jei, Wie wviel

5. a3/a3

Stunden

wiirden Sie dafii verasschiagen? - Dow, welche Zeitersparnls st durch die Mutzing der Standaec.

Fmgifehlurg mifglich? .
o TR PO B,

e T = Q‘_Q__Qn&-—.nmw._ 57 aeelh 41@.‘&:&

7 B Wiirden Sl bai deitlichen Akl hungen vom wrgeschlagenen Funzel: Saftware &

nutzen, wen Ihre sperdische Exmtutheidung vorpubereiten?
A
influusf n T i und LI

3,1 Welche Bedmstusg messen Sie den falgenden Stelhaneln fr di Redusisning van
wraniheitsbedingien Fehagen bei.

- Gecunheisforderliche Wafinahmen i Misg V5= A5EEY
- Arbeitipmanization des Frans  Sgime Ty
_ Syettonarofil { Job duslgn der MFfs oot ﬂ;-l"" =

-Fuhrungsaqua i/ bampeter -.acz:iu?bh- q@: —

.7 Winlche waiteren Arsatzpunkte und Malashmer 1ir die Redurierung von krankheitsby

Fehitagen sofen lhaer Mmuung nach fr Ihrc Praxe =l-ir|=-r hiruﬂ'!ﬁ:hl-il werdend

-Q-C?x.-.,_:ﬂ_ﬂ-_ -

i i menbenng vin Sesyndheilumnanagenen i der gigenen P
2.1 In weekcher Raibenlolze wilrden Sie dig 2UvDe gENIARIEDR VIET stelihiebal angehend

.

4.2 Gl os aus et Sk Grilnde, wansn gerade sine ATITRraKe im Virgheich tu andgng)
Qrgarisationen und Watemehmen @in Gesurdheilsmanagementaystem einfihren salled

L NP,

4,3 Wig prakthdieran Sie bislang Msknahmen e Gesundheitzmanagement und walche

B healia mmandl T aleetd

BLL ..._-4@.-,. bi?
nr,m Siae iigliche Grioiee.} Gt

- als Einzelprojekts {Nonmen Sie kankrete Beispiale. ) @“‘;ﬁ@!‘kﬁ .“*ﬂ?

GL Al ‘En-—*--‘

- als langfristize Intiabeng (Wi wird der Erfolg hnnlrulhe-ﬁ:l

- gy Jer i Chualitan \ 1 (it wekhem Stellenwen?)

4.4 Welche Bedewtmng haben Konzepte wie JGesurde Fuhrung®, Gesundheitskatbur in d

Arztpraxis” oder Gesumdhaitskampeten: MEA” (alle den Frrf bilgangs programmen won
Arekamramern enteosaen| fr Se? T .
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Seite | von 2

Vom:  Ceanc Bslin [

Gesendat: Montap, 25 Dezember 2017 18:22
an: [

Batraff:  Fad AW Cesurdhedsmanagament § Entschuldigung

oem 017 um 19:37:05 MEZ

) 1 (aesun management /| Entschuldigung

Liesher Herr Ballin,

schin, dass ich Sle ein wenig unterstiitzen kann,

£u 1.5, Ist glas bei uns nicht standardisiert, Die MFPAs besprechen vieles wihrend der
Routineabliufe. Da wird zu Sport geraten, Gber gesunds Erniibrung gesprachen, ru Yoga etc,
geraten —erzihlt, dass wir pel. auch firs Tearm Yopa machen. Aber das ist genauso wie meine
Sprechstunde sehr individuell, Wir achten sehr darauf, was fir wen wie und wana passt. Einer
Rehgeschwiichion ilteren Dame wird etwac anderes gedaten, als einen 22 jahrigen jungen
Manin.

50owie g5 nicht  das Entspannungsverfabren” fir jeden gibt, (st es erfordarlich, den Einzelen
da abzuhalen, we erist. Und so kann das flr elnen Patienten das Zeitunglesen ader
Sudakaspielen sein, wihrend fir einen anderen, der Spaziergang, der Kirchenchar, die
Meditation, das Avtogene Training s Stressvermeidung dient, ich hatte schon MFAs, die sich
da sehr engagiart haben. Eine Mitarbeiterin hat eine Aushildung zum metabolic balancing
gerracht und regelmassig Einrelgespriche und Kurse angeboten. Derzeit bietet eine chemalige
Mitarbesterin am WE Kurse rur ausgewogenen Erndhoung an. Wir haben Kurse zu Wickeln end
Aufagen angebaten,

Eine Patientin bietet ak lanuwar 3x wichentiich Yoga in unseren Riurmen an.

Ieh lasse das i.d R, wan den Mitarbeiterinnen kommen, Wenn sich eine MFA daflir interessiart,
wird sia sehr unterstiitzt, aber usktzlich machte ich keiner Mitarbeiterin zusstzlich 1 urserem
WAlltagswahinginn” Zusatzaufgaben vnd =belastungen geben. Ich bin fast stole, keine | lgel-
Prasis” rizhaben, wo Patientan &ngst haben missen, dass ihnen stdndig etwas verkauft wird,
war sie unter Zugrwang sind, Dafir gibt es genug Angebate susserhalh des vertrauten arzt-
Patienten-Raurmas, Individuelle Beratung ist etwas anderes, was ich als Grundaufpabe eines
Hausarztes sehe.

Zu 2.3, das ist wirklich eing Frage, die ich mir {s.0.) nicht so oft stalfe, weil ich mich chenals
Arzt varstehe und nicht als Verkauler. Aber vieleicht habe ich die Frage auch nicht exakt
werstandan.

Schinen Abend

27.12.2017

DBA Cedric Ballin



Doctorate in Business Administration 279

Seite 2 von 2

Betreff: WG Gesundheitsmanagement / Entschuddigung

Zwiei Meine Punkte warem noch von Intarasss:

1.5 _Mehmen die MFAE Aufgaben der Primarpravention (impfen, Bewegungstraining
Ermdinrungsberatung, Stress., Suchtvermeidung, ) wahr bew. denken Sie daran, dies
aaf. zu delegienen?

Bei dieser Frage hatten Sie als Randbemerkung: (Oder meinen Sie, dass die MEAS die
Patienten beraten?’ — Meine Frage ging tatsachiich in diese Richiung: denn 8. giner
Studie denken ca. 80% der Allgemainarzbe daran, diese Auigaben zu delegieran

2.3 Wie wurden Sie bei einer Enfschaidung Uber die Malnahmen die Krilenen
Arzeplanz, Effektivitil und Koslen gewichilen¥ Fehlen Entscheidungskntarien?

Diese Frage ist offen geblieken. Da meine Arbeit sich mit dem Entscheidungsverballan
van Arzten (nicht bei Dragnosen und Therapien. da trefien sie ja standig
Entscheidungen) befasst ware es wichtig zu wissan, walshem Kriterium Sie besondene
Bedeutung beimessen oder sehen Sie alle drei Knferien als eher gleich wichbg an?
Oder wird eine Entscheidung gar nicki bewisst nach beskimemten Keiterien getrofien
[ mesinern Grendverstindnis: Entschelden 181 die Auswahl bewarteter Altarnativen.
Mir geht es u, a, daruen herauszufinden, wie diess Bawertung erfoigt. )

Ich warde rich freuen, zu diesan beidan Punklen noch hre Sichiweise 2u erlahnen,
Herzliche Groke

Cedric Ballin

Wirerifrei. wow avig.com

222017
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General practitioner D: The interview preparation documents were sent on 4 Decem-
ber 2017. The attending physician entered his answers during the phone call on 20
December 2017 from 1pm to 1.55pm and faxed them the following day.

—

| niprdren risti r nem B

1.1 15t Ihre Hawsaszt-fAllgemeinarzt praxis im Stadtzentruem, Stadtrand, auf dem Land?

1.2 Wie viele MFAs oder Arsthellerinnen beschaftigen Sie in Vollzeit baw. Tellzeit und welche
£ b =
Alrersstrulcur ist gegeban ::;.;/‘-:_,_&f =

i B

1.3 Hat Ihre Prasis ein besonderes Leistungsangebot (Akkupunkter, Relsemedizin, .7
AR e
:’f,.,—-,-i—"-'ﬁ_, S g e T

1.4 Bigtet lhre Prands Angebote zur Primirprivention?

ST

1, 5 Mehmen dieg MPAs Aufgabeon der Primirprivention {Imalen, Bewegungiiraming,
Ernsihrungsheratung, Stressvermeidung, Suchtvermeidung, ..] wahr brw. denken Sle daran, dies ggfl

> .
2 delegeran, Ao o s e .f;‘;w-/_f;" LAy

4’{:’{5/!4/—
1.6 Ubernehmen kre MFAs Aafgaben der hausdsztlichen Betreuung?
.

1.7 Gibt es in lhrer Praxis Storungen in der Pravisorganisation durdh krankheluhedihgte
Abwesenheit? Werden Peblzeiten systematisch erfasst und ausgewertet?
P S A ] e 2
i L e
1.8 Welche grsundheitsforderlichen Mafinahmen werden in lhrer Pragic umgeseter?

FZor e };{ {.-/.' o ,é;:ﬂﬂc

Ay h der Prior | mi nen Vorstellungen

In Feiner Studie geht es w. a. darum, die zehn folgenden MaBnahmen rur Primarprivention bei
BAFAs 70 umtersuchen und der Hausarztfdligemeinarstpraxis eine Standard-Emplehlung 2ur
Einfubhmung vormschlagen.

2.1 2u jeder Malinahme finden Sie einen Cintrag zur

- Akzeptanr durch die MF&s: Hier interessiert mich Ihoe Einschitzung der anzumehmenden,
durchschnittlichen Akzeptan: bei lhren Mitarbeiter (gut akzeptiertfakzeptiart neutral fnicht
akreptiert/gar nicht akzeptiert)

- Effekrivitat nach Auswertung von Studsen: Heer Interesssart mich lhre Einschiitrung aus
medizinisgher Sicht hinsichglich der wirksamen Viermpidung wan Fehltagen.
[hoch/mittel fniedrigfweill nicht]

- Kostennivesy nach Erfahrungswerten: Hier finden Sie das Ergabnais meiner Recherchen aur
Abschbtung der u ervanenden Kosten, Wie schatzen Sle das Kostenniveau ein? (eher hoher/geht
In Crdnungeher aledriger).

DBA Cedric Ballin
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MaBnahme angenommene | Effeitiitiit Kettenmivean ey
Akzeptara Lt.Studie | Arrt | Schidtzung | At |

U R e

ﬁrhel:‘lg:::t:}hs 10 bl x| niedrig Aficds|  miedrig o 7

Minuten) 133) # (75}

Ubwngen fiar Caheim

) Wl rriittel e sehrnledrig ,@{-
{Bis 10 Miputen) F el ) #ﬂ; oo | ey !

Gefdrderte Aktivitat LT

nach dor Arbeit ; mited | 1. niedrig | g 00| 2
[Fitress, Yoga, :f‘f:_‘"-_‘gi 50} docs e =
Laufgruppe, ..} Hrr s
Training mit Schritt- . i
zahier (digital wia Handy | joas/ il e A e ||z
oder Uhr)
Training in der Gruppe . .
mit kalleginnen ﬁgﬂj@y ’Ehr[::;w'l S "[':;TI Y g £
Gruppensitzung mit ) : -
externen Berater (2. B. | gl T:;;I l,p,g:? E'};:?th At 7
Erndhrungsberazer)
Einzelgespriich mit ithat
ehr hoch !

externen Berater (2. B [, Ll roabi] A ds
Erndhrungsberater] ,rl' < (az) fugh Ed (25)
Einzelgesprich mit F .
ginem Arzt {aus der Aock ";':;]” T.w.ﬁ? “;'1‘;;' s /
Praxis) o
Gesunde Snadks [z, B,

ittel |
Otist) vom Arbeitgeber | 10 4 ";'53} el ":,_':n']‘ rry-~
in der Prazls &

Regrimakige Fontraie i i
{impfung [z, B. Grippe] ﬁkﬂ“;fﬁ‘/ sehr hach jnug sehr niedrig A-‘QE:; Va

Lar Asbeitsplata) & it/ L) (100 |

Anmierkungen u einselnen Mainahmen

1.2 Fahlen nach lhrem Dafirhalten Mafnabmen? AG’%_KFJ@L;I/__.-;? ; {téa:c,t"' W ;
fpkrs i i A e ey

2.3 Wie wiirden Sle bei einer Entscheidung diber die Manahmen die Kriterien Akzeptane, Effekthitst
und Eosten gewichten? (Angenammen Sia haben 106 Punkte zu wargehen.] Fehlan

Entscheidungskriterien? ,{:‘:f,_ﬁg}c“'ﬁmf = ot ;;/‘/4_&444;;,1: a—

f"éf"""i"t)"’rﬁ x* éﬁ_
2.4 Wann Sie MaBnahren zurn Gesundbeitemanagement einfikren, wirden Sie die Alzeptanz durch
die MFAs erfragen? [bow, haban Sie dies getan, falls Malnahmen eingetilhrt wurden?) Falls eher

nnin, Grinde dafisr? ) i
j' g L ek B AT et
P L r ﬁm;»f‘ﬂ o ﬁ"-?-.—* r ;gé;-:( R —
/ffﬁy- ﬁl:.'fr“-'df’? P .:‘--"Q"*7 .-é";v“'f/,néh g R e
oA vz M/&E«m// s
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2.5 Die Ausarbeitung eines prassspedifischen Binflihrungskenzepts edfordert Zeit, Wie viele Stunden
wibrden Sie dafir weranschiagen? — Bzw. welche Zeiterspannis tst durch die Mutzung der Stardand-

Empfehiung moglich? SE Sl
A1t Crpr e

16 Wiirden Sie bel deutlichan Apweichungen vom vorgeschlaganen Konzeps Software {z. B. Excel]
nutzen, um Ihre spezifische Entscheidung verzubereiten?

fl’;‘ffﬂ
i ; p —— f

3.1 Welehe Bedeutung messen Sie den folgenden Stellbabeln fir die Reduzienng van
wrarkheitsbedingten Fehltagen bei:

- Gesundheitsfarderlichs Malnahmen fir MEAs .;;44' j‘.;r

- Arbeitsarganisation der Pracds )'Z-f-_fﬂj

- Stellangrafil f Job desipn der fMFAs jén‘*-*r’,,,.*

+ FihrungsgualiLit/-kempetenz e
.’ﬁ P | Boiarg Sede ﬁfi;ﬁ.r'-z{?

3.2 Welchs weiteren Ansatzpunkte und Malinahmen fiir die Redugierung von krankheitsbedingten
Fehitagen seliten Iheer Meirung nach for Ihre Praxis stirker bendcksichtigt werden?

j::?/é'u r‘{z'/{r’{"ﬂ""-’f

MgnaEement In der SIgenen

4.1 In welcher Reihenfolge wiirden Sie die zuvor genannten vier Stellhebel angeben? !’:?
L

4.2 Gibbt es aus Ihrer Sicht Grisnde, waruim gerade gine Arztpraxis im Vergleich 2 anderen
Organisatianen und Unternehmen ein Gesundhaitsmanagernenisystem ainfilbren sollte?

/ﬁ’&;("{%-ﬁ& v /g::.’;'f:'/a:,fr‘ e J?r‘:‘l"c’ﬁ zf--"-t_’;ﬁ:u..e_, i

o
4.3 Wie praktizieren Sie bislang MaRnahamen um Gesundheitsmanagement und welche Bedeutung /?,-’;f,{:—"ﬁi:
messan Sie dem bei?

- gar nicht {Nennen Sie maglichs Grinde. )
- als Eireelprojekte (Mennen Sie konkrete Belspiele {gi-:c:' /E”Wx@iﬁfﬂ"éﬂ#ﬁ
- als langfristige Initiative (Wie wird der Erfolg kontrolliert?}
- singebunden in Qualititsmanagement (Mit welchem Stelbareert?) ,w/,z/,:",—:.« M_.;,-"’
£ ppermpt e/ /,,a"’__,f,ufé“";,{/ “/)
4.4 Wielche Bedeutung haben Konzepte wie ,Gesunde Fihrung”, JSesundhaitskultur in der

Arzipranis” pder Gesundheitskampetenz MFAY (alle den Fortbildungsprogramemen von
Arztekammern entramenen] fiiF Sie?

,f:'d/;;:w e ,_-v‘{",-*’.-g-,.-;r.ﬂ?/.r{:-r.féaw— gt

j»;!-ru_-:-f__n, g,f-{/z sl xﬂ-m;# MM};&F;
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Appendix 7: Data collection sheets for scoring results

Personal health promotion activities

Acceptance

Score

Programs for activity promotion

- Training at the workplace

- Training at home

- Sponsored activity after work

- Training with step counter or watch

- Training within a group of colleagues

Activities for weight reduction and change of nutrition

- Group session nutrition consulting (external)

- Single session nutrition consulting (external)

- Single session nutrition consulting (internal)

- Healthy snacks/food at work

Vaccinating programs

- Vaccinating programs at work

- Vaccinating in private life

Further proposed measures

- Proposed in the MFA survey

- Proposed by the general practitioner

283

Personal health Effectivity

. s igd Literature review (75%)
promotion activities

GP Interviews (25%)

Stu- Level of Score
dies influence

Number
of GPs

Rating
points

Score

Total

Programs for activity promotion

- Training at the workplace

- Training at home

- Sponsored activity after work

- Training with step counter or watch

- Training within a
group of colleagues

Activities for weight reduction and change of nutrition

- Group session nutrition
consulting (external)

- Single session nutrition
consulting (external)

- Single session nutrition
consulting (internal)

- Healthy snacks/food at work

Vaccinating programs

- Vaccinating programs at work

- Vaccinating in private life

Further proposed measures

- Proposed in the MFA survey

- Proposed by the general practitioner

DBA Cedric Ballin
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Personal health promotion

Cost level

o eie Experience and market situation GP Interviews | Total
activities i (15%) 25%) score
Cost of Score | External | Score | Rank- | Score
working Costs ing
hours
Programs for activity promotion
- Training at the workplace
- Training at home
- Sponsored activity after work
- Training with step counter or watch
- Training within a group of colleagues
Activities for weight reduction and change of nutrition

- Group session nutrition consulting (external)

- Single session nutrition consulting (external)

- Single session nutrition consulting (internal)

- Healthy snacks/food at work

Vaccinating programs

- Vaccinating programs at work

- Vaccinating in private life

Further proposed measures

- Proposed in the MFA survey

- Proposed by the general practitioner

DBA Cedric Ballin
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