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General introduction

1.1  Introduction

‘A silent tragedy is unfolding. It concerns the most vulnerable patients: 
chronically ill individuals, the elderly, psychiatric patients, and young people 
with mental health problems. Referring them quickly is often impossible 
[…] and there are long waiting lists for youth care and psychiatry. Precisely 
in these cases of [combined] problems, intensive collaboration between 
general practitioners and other healthcare providers is essential. However, 
the lack of collaboration in care stands in the way (Valkenburg, 2019).’

The above-quoted Dutch newspaper article (Valkenburg, 2019) highlights that in the 
Netherlands, an increasing number of individuals face an accumulation of problems 
that cross professions and organizations, including physical, psychological and social 
difficulties. This issue is particularly evident among people with a low socioeconomic 
status (SES), who not only face poor health outcomes, but also face challenges such as 
unemployment, depression or low self-confidence and who have limited knowledge of 
alternative routes to health and care, as well as low health literacy or bureaucratic skills 
(SCP, 2023; WRR, 2021). In fact, one in six Dutch citizens faces a combination of problems 
across professional domains (SCP, 2023). These combined problems create a pressing 
need for collaboration across professional- and organizational borders. This interplay 
of issues and required collaboration occurs everywhere, but especially in large cities 
like The Hague, the Netherlands, where this study takes place and health inequalities 
are particularly evident. The newspaper quote highlights that collaboration in care and 
social welfare is as necessary as it is problematic when dealing with combined prob-
lems. Frontline professionals are expected to work together across professional- and 
organizational boundaries, but many incentives – such as policies, professional norms 
and finances – go against collaboration. General practitioners work with specialists, 
neighborhood nurses, debt counsellors and client supporters from social welfare in 
caring for clients with combined problems. These vulnerable clients require support 
from multiple professionals and organizations, which frontline professionals must nav-
igate and coordinate. As such, the problem is not only about how professionals relate to 
other professionals, but also about how professionals relate to these vulnerable clients 
when they organize care. This indicates that the most vulnerable group suffers the most 
when care and social welfare are not well organized. In the Netherlands, a broad view 
of health and care, and a focus on collaboration across professions and organizations 
is used to address combined problems and to offer responsive care through initiatives 
such as neighborhood teams and case management (a.o. Ministerie van Volksgezondheid, 
2016). Combined problems place pressure on frontline professionals through increasing 
caseloads, administrative burdens and various roles and responsibilities (Christensen, 
Arøe et al., 2020; Döring, 2021; Agresta, 2004). The need for collaboration across profes-

1
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sions and organizations in care and social welfare raises questions about how frontline 
professionals in general healthcare, mental healthcare and social welfare work towards 
good health for everyone.

What intrigues me to conduct this research is both socially and scientifically 
motivated. From a societal perspective, I think it is important to contribute to insights 
that can help care for vulnerable people. Prior to starting this doctoral research, I ex-
plored broader health-related topics with professionals from various fields. I was also 
interested in broader societal discussions on inequality, diversity, and inclusion. Building 
on this interest, this dissertation explores the role of professionals in healthcare and 
social welfare, and more broadly, in supporting the health of vulnerable people. It is 
widely recognized that medical care alone is often insufficient to support vulnerable 
people. Therefore, I am eager to learn how frontline professionals from various pro-
fessions and organizations relate to other professionals and clients. This research thus 
aims to contribute to a better understanding of how professionals relate to clients and 
other professionals in general healthcare, mental healthcare and social welfare. This 
dissertation addresses the collaborative processes not only across professionals and 
organizations, but also between professionals and clients — an increasingly important 
societal challenge both in and beyond healthcare. Populations increasingly face com-
bined problems, therefore, collaboration across professions and organizations will be 
crucial. Consequently, studying how various frontline professionals relate to other pro-
fessionals and clients is important. Such research can offer valuable implications for 
the health of vulnerable people and for interprofessional collaboration in the care for 
vulnerable populations (e.g. Valentine & Edmondson, 2015).

From a scientific perspective, studying professionals in care and social welfare 
presents a unique challenge, as this field of research is primarily dominated by public 
health scientists. Thereby, a similar problem arises: science itself is also fragmented. 
Apart for insights from public health, understanding this complex issue also requires 
insights from social sciences, as professionals are impacted by social, cultural and or-
ganizational factors and clients often face both medical and social challenges. Therefore, 
insights from public administration and public health are essential to understand how 
frontline professionals relate to other professionals and clients in caring for clients 
with combined problems. While extensive public health studies explore factors that 
influence people’s health (a.o. Kikuchi et al., 2023), my research bridges two disciplines 
— public administration and public health. It focuses on frontline professionals from 
general healthcare, mental healthcare and social welfare in a care and social welfare 
context, and is guided by an anthropological lens that shapes the research approach. 
As a social scientist working in both public administration and public health, I see it as 
a necessity to study health through an interdisciplinary research approach and by com-
bining expertise in an interdisciplinary collaboration between researchers from public 
administration and public health. Insights from public administration are essential to 
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understanding interprofessional collaboration and the role of frontline professionals. 
Furthermore, insights from public health highlight the need for frontline professionals 
to provide more than just medical care. In addition, insights from medical anthropology 
show that health conceptions go beyond health definitions, but also consist of beliefs 
about factors that affect people’s health and practices that promote it. Moreover, the 
questions raised in this dissertation are of relevance to both public administration and 
public health, thereby, this research can enrich both disciplines. The use of an anthropo-
logical lens allows me to explore these dynamics of collaboration across professions and 
organizations, especially regarding the challenges of supporting vulnerable clients that 
I previously highlighted. Through this anthropological lens, this study adds to the public 
health and public administration literature by focusing on perceptions and behaviors 
of frontline professionals. Moreover, through an anthropological lens, culture is seen as 
a dynamic system of norms, values, beliefs, language, interactional patterns and social 
practices that people use to interpret their world (a.o. Geertz, 1974; Schwartz-Shea and 
Yanow, 2013; Spradley, 2016). As such, by looking at their conceptions and values, I gain 
insight into the ways in which frontline professionals make sense of their work with cli-
ents and with other professionals. This anthropological lens allows for a contextualized 
exploration of cultural aspects such as beliefs, conceptions and professional behaviors 
in general healthcare, mental healthcare, and social welfare. This lens goes beyond a 
purely public health perspective by exploring professionals’ health conceptions, roles in 
collaboration and reasonings in their everyday work. The research specifically focuses 
on how frontline professionals relate to both professionals and clients, as seen from 
their own perspective. This anthropological lens also informs the diverse methods used 
in this study — such as ethnographic observation and in-depth interviews — which are 
less commonly applied in public health and public administration research, though 
they are increasingly gaining traction in the latter (see o.a. Brodkin, 2011; Cecchini, 
2017; Cecchini, 2021; La Grouw et al., 2024; Maynard-Moody & Musheno, 2022; Zacka, 
2017; Maynard-Moody, Longo & Zacka, 2019). These methods build on a longstanding 
tradition in medical anthropology, which has played a role in exploring the frontline 
professionals’ perspectives of health and care (a.o. Singer, 1995). Grounded in various 
qualitative research methods, this study emphasizes the importance of context and it 
seeks to interpret professionals’ work in complex care across professions and organi-
zations (Barnard and Good, 1984).

1.2  General aim and research question

This research aims to analyze the health conceptions, roles in collaboration and reason-
ings about clients among various frontline professionals in general healthcare, mental 
healthcare and social welfare. Health conceptions help us to understand how frontline 

1
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professionals perceive health and how they understand their own and others’ roles, 
shaping their expectations and approaches to health and care. Roles in collaboration 
reflect how frontline professionals perceive both their own roles and the roles of others. 
Reasonings about clients provide insight into the underlying considerations in profes-
sional decision-making. By studying these three aspects – health conceptions, roles in 
collaboration, and reasoning – this research deepens our understanding of how profes-
sionals relate to both professionals and clients. These insights can inform policy-mak-
ing, teaching, and interprofessional collaboration. Ultimately, I assume that a better 
understanding of these dynamics may enhance the societal relevance of professional 
knowledge and inform context-sensitive approaches to care. Throughout the research, I 
consistently focus on frontline professionals working across professions and organiza-
tions, in caring for clients1 with combined psychosocial problems. This research provides 
a deeper and more nuanced understanding of how various frontline professionals in 
care and social welfare collaborate. The overall research question that is central to this 
dissertation is as follows:

How do frontline professionals relate to other professionals and clients in caring for 
clients with combined psychosocial problems?

To answer this question, this dissertation is structured around four empirical sub-ques-
tions. To understand how frontline professionals relate to other professionals and cli-
ents, it is crucial to first understand how they perceive health, as their health concep-
tions guide how they perceive their roles and reasonings in care. Therefore, the first 
sub-question is as follows:

1.	 How can the health conceptions of frontline professionals in general healthcare, 
mental healthcare and social welfare be conceptualized?

To answer the question of how frontline professionals relate to other professionals 
and clients, it is furthermore important to understand frontline professionals’ health 
promotion roles. This is essential because these roles shape how professionals position 
themselves in relation to both other professionals and clients and how professionals 
approach the care for clients with combined problems. Therefore, the second sub-ques-
tion is as follows:

1	The introduction and conclusion chapters use the term ‘client’ to refer to people with combined psychosocial 

problems. In the empirical chapters of this dissertation, other terms are used such as citizen-client or patient, 

depending on the context of the empirical research.
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2.	 What kind of health promotion roles do frontline professionals in general health-
care, mental healthcare and social welfare have and how are these shaped by their 
professional identity?

To answer the question of how frontline professionals relate to other professionals and 
clients, it is, moreover, important to understand what interprofessional collaboration 
looks like, particularly in fluid team contexts such as the research context in this disser-
tation. This is because collaboration shapes how frontline professionals play their roles 
and use their conceptions in interaction with others and how they position themselves 
in collaborative efforts to support clients with combined problems. Team fluidity means 
that teams have high degrees of change and difference in terms of membership (Kerris-
sey et al., 2020). By exploring interprofessional collaboration in such fluid team contexts, 
this chapter aims to explore how frontline professionals relate to other professionals 
when working across professions and organizations in caring for clients with combined 
problems. Therefore, the third sub-question is as follows:

3.	 What does interprofessional collaboration look like in a fluid team context?

To answer the question of how frontline professionals relate to other professionals and 
clients, it is also important to understand the reasoning behind frontline professionals’ 
decision-making with clients with diverse socioeconomic statuses. This is because such 
reasoning reveals how frontline professionals interpret SES cues, which in turn shapes 
their interactions with clients and with other professionals. By exploring the reasoning 
of frontline professionals in healthcare regarding varying socioeconomic status cues, 
this chapter aims to understand the different ways in which professionals’ interpreta-
tions of clients’ status shape professional approaches to caring for clients with combined 
problems. Therefore, the fourth sub-question is as follows:

4.	 What reasoning do frontline professionals in healthcare use regarding cues associ-
ated with varying socioeconomic statuses?

1.3  Research setting: frontline care in The Hague, the Netherlands

In the Netherlands, healthcare and social welfare are organized through various stat-
utory frameworks such as the Health Insurance Act (Zvw), the Long-Term Care act 
(Wlz), the Social Support Act (Wmo), and the Youth Act. Each of these laws determines 
its own funding, regulations, and responsibilities within specific care domains. This 
domain-specific approach can lead to fragmentation, making collaboration between 
professionals across different professions and organizations particularly challenging, 

1
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especially when caring for people with combined problems (Rijksoverheid, 2025). A 
multitude of professionals, organizations, laws, funding streams and regulations further 
increase the systems’ complexity and may prevent people with combined problems from 
receiving adequate care (RVS, 2023). A growing focus on collaboration between frontline 
professionals across professions and organizations addresses these issues (Nivel, 2024).

This research is situated in The Hague, one of the largest cities in The Netherlands. 
This city is characterized by highly segregated neighborhoods, with low- income resi-
dents requiring considerable support. The growing proportion of people facing combined 
problems, such as a combination of medical issues, poverty and depression increases 
the need for collaboration across professions and organizations (Haaglanden, 2021). 
The Hague provides a research context which is relevant for studying collaboration 
in caring for vulnerable populations, because it requires frontline professionals, such 
as social workers, general practitioners and social psychiatric nurses, to work across 
organizations and professions.

This research involves frontline professionals working in general healthcare, 
mental healthcare and social welfare. The following is an overview of the various types 
of professionals involved in this study. First, general practitioners (GPs), along with 
other frontline professionals such as practice nurses, often have the task of gatekeeper 
when working with vulnerable clients with combined problems. This means that they 
often refer to and collaborate with other frontline professionals within or outside of 
the general practice. As GPs are the first point of contact for clients, they are also the 
first frontline professionals to interpret clients’ problems and to build a relationship 
with them. Additionally, in the context of long waiting lines in mental healthcare, care 
demands on GPs have become more complex, and the pressure on general practice care 
has increased (Hadoks, 2024). GPs are paid by health insurers. Second, frontline pro-
fessionals in mental healthcare in The Hague often work in interdisciplinary mental 
healthcare teams focused on specific neighborhoods, to ensure that professionals can 
offer care that is close to their clients. They work to help clients with more than one 
problem and some are specialized in clients with severe psychiatric disorders. Often, the 
care is a combination of medication, psychological treatment and social and community 
support (Parnassia, 2024). Mental healthcare is also paid by insurance companies. Third, 
a range of frontline professionals in social welfare is included in this research. Frontline 
professionals working in social welfare are very diverse and there are various forms of 
responsibility, governance and funding (among others the Social Support Act and the 
Participation Act), and, unlike with health insurers, it is managed by the municipality. 
Professionals in social welfare are among others: social workers or client supporters, 
case managers social support law, social psychiatric case managers, debt counsellors and 
community sports coaches, whose tasks vary considerably. Generally, professionals in 
social welfare are increasingly confronted with people with more severe and combined 
problems (Wijkz, 2022). Although officially working in the safety domain, police officers 
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are also included in the second chapter of this study as professionals in social welfare, 
as they work on the safety and well-being of people with combined problems (Politie, 
2024), and they see an increase in reports of people displaying misunderstood behavior 
(ZonMw, 2025). Police officers work with municipal policies and funding regarding local 
responsibilities such as safety and nuisance, but they are also part of the national police 
(ZVHH, 2023).

1.4  Methodology

In both disciplines, public health and public administration, there is increasing atten-
tion for frontline professionals, their collaboration, their roles and decision-making 
(a.o. Kostelanetz, 2022; Valentijn et al., 2013; Green et al., 2021; Nutbeam & Lloyd, 2021; 
Hamilton et al., 2019; Harrits & Møller, 2014; Harrits, 2019; Raaphorst et al., 2018) and 
both disciplines benefit from an anthropological lens (o.a. Cecchini, 2021; La Grouw et 
al., 2024; Maynard-Moody & Musheno, 2022; Zacka, 2017). This anthropological lens wins 
terrain in both disciplines, because it enables researchers to get close to the everyday 
experiences and work practices of frontline professionals. The anthropological lens 
and ethnographic methods of this dissertation add to these research fields in the sense 
that they help to create an in-depth understanding of frontline professionals’ concep-
tions, roles in collaboration and reasonings in care for clients with combined problems, 
based on the everyday experiences and practices of professionals. More specifically, 
applying an anthropological lens to the study of frontline professionals in caring for 
clients with combined problems adds to public administration literature on street-level 
bureaucracy by exploring not only what professionals do, but by also making sense of 
their work, their roles, and of other professionals and clients. In doing so, this research 
adds depth to the study of street-level bureaucracy by highlighting cultural dynamics 
of the complex reality of care and collaboration in everyday practices (ibid.). Moreover, 
this approach contributes to the literature on health promotion. While research on 
the effects of social determinants on health addresses structural factors driving health 
inequalities (a.o. Nutbeam & Lloyd, 2021), my research provides a more contextualized 
perspective including norms and role perceptions that shape professionals’ efforts to 
address health inequalities, using an anthropological lens (Schwartz-Shea & Yanow, 2013; 
Spradley, 2016). This dissertation’s approach thus helps to better understand how front-
line professionals interpret health and health interventions in their work (Barnhoorn 
et al. 2020) with other professionals and clients.

In this dissertation, I use the anthropological lens with a particular focus on emic 
perspectives, meaning that the phenomenon under-research is studied from the perspec-
tive of respondents themselves (Mostowlansky & Rota, 2020). This anthropological lens 
required a specific selection of qualitative research methods, grounded in ethnographic 

1
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research, to understand the cultural aspects of this care issue. Answering the different 
sub-questions required various research methods. Regarding the first sub-question, 
since little is known about the health conceptions of different frontline professionals, 
a largely inductive study with deductive elements was necessary — one that included 
a wide variety of frontline professionals to capture a comprehensive understanding of 
their perspectives needed for conceptualization (Nowell & Albrecht, 2019). I did so by 
developing and carrying out 23 inductive semi-structured interviews with a broad vari-
ety of professionals in general healthcare, mental healthcare and social welfare. Based 
on these interviews, I analyzed frontline professionals’ health conceptions through an 
iterative process of thematic analysis to identify health conception dimensions (Braun 
& Clarke, 2006). Regarding the second and third sub-questions, to study the actual be-
havior of frontline professionals in health promotion roles and in interprofessional 
collaboration it was necessary to conduct research within the professional setting using 
methods such as participative observation and various forms of reflective interviews. 
This ethnographic fieldwork allowed me to be present at the frontline professionals’ 
work location and to observe how roles are practiced over a longer period of time where 
they unfold (Spradley 2016, Walshe et al., 2012; Zahle, 2012). I used various types of 
observations, participative and non-participative. Depending on the setting and how 
comfortable the professionals and clients were with my presence, I participated more 
or less. For example, in some team meetings and house visits I was urged to also ask 
questions, while in others it seemed more fitting to be non-participative like a fly on the 
wall. In the positionality statement on page 115 I further reflect on my positionality. 
I spend 150 hours or 34 days in the field doing observations and informal interviews 
and with every main respondent I held an additional formal semi-structured inter-
view. Regarding the fourth sub-question, this dissertation pioneered with an in-depth 
qualitative interview study in street-level bureaucracy research as a way to explore 
how frontline professionals reason about their clients’ SES at work. Most street-level 
bureaucracy literature on the role of clients’ SES in decision-making focuses on one 
SES-indicator, while I explored how professionals use different SES dimensions together 
(a.o. Halling, Christensen et al., 2024, although see Raaphorst et al., 2018; Harrits, 2019). 
I used personas based on the ethnographic fieldwork for sub-questions two and three 
to stimulate conversations about real-life decision-making in order to examine how 
professionals assess the problems of clients with varying socioeconomic statuses in 15 
qualitative interviews (Loyens & Paraciani, 2023). Throughout the whole study I used 
thematic analysis as method of analysis. I used sensitizing concepts and the analyses 
were predominantly inductive.

I position this dissertation as an anthropological study with an emic lens. This 
emic lens is most clearly used in chapter two, three and five. In addition, the focus on 
meaning-making runs as a central threat throughout the whole dissertation: in how 
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frontline professionals view health, how they interpret and shape health promotion, 
how they engage in interprofessional collaboration, and how they reason about the 
socioeconomic status of clients. Moreover, in this dissertation, I make use of the meth-
odological variation that is well established within the anthropology tradition, while 
remaining explorative and context-sensitive.

Through the ethnographic methods, this dissertation emphasizes active collab-
oration with and engagement of research participants. By centering their perspectives 
through the research process, the study moves beyond interdisciplinarity toward a 
transdisciplinary approach (Féaux de la Croix, 2023). These elements of participation, 
collaboration and co-creation, central to anthropology, are also aspects of a transdisci-
plinary approach, promoting knowledge across domains and ensuring that research is 
closely connected to practice (Maguire, 2017). I collaborated with research participants 
in various stages of the research including research design, validation of the research 
methods, recruiting and engaging with participants, and reflecting on their work and 
providing feedback to research participants. For instance, I developed and aligned my 
research questions in dialogue with a mental healthcare organization, I collaborated 
with multiple care organizations to recruit respondents, I validated the personas and 
tested the interviews for empirical chapter four with general practitioners, I facilitated 
opportunities for respondents to reflect on their work during and after interviews and 
observations and I provided feedback by sharing a summary of my research projects 
and offering recommendations for professionals, their managers and policy makers.

1.5  Scientific relevance

This dissertation studies how frontline professionals relate to clients and other pro-
fessionals in their work with clients with combined problems with an anthropological 
lens. This micro-level approach around everyday practices of frontline professionals 
offers a novel perspective in public health and public administration, where studies 
typically focus on the macro and meso levels, such as policy frameworks and institu-
tional collaborations (a.o. Kikuchi et al., 2023; Tummers et al., 2012). Looking at the role 
of frontline professionals in care and social welfare through an anthropological lens, 
this dissertation anticipates to be relevant to literatures on health conceptions, health 
promotion, interprofessional collaboration, teamwork and street-level bureaucracy. This 
section outlines how the questions in this dissertation and the anthropological lens are 
relevant to these strands in the literature.

Health conceptions are typically studied within public health, which primarily 
focuses on lay perspectives and definitions of health. While not a formal subdomain, 
the literature on health conceptions forms an important strand within public health, 
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addressing how lay people and professionals understand health. There is however no 
insight in how health is understood by various frontline professionals in general health-
care, mental healthcare and social welfare themselves (Armstrong & Swartzman, 1999; 
Colombo, Bendelow, Fulford & Williams, 2003; Levesque & Li, 2014). By studying health 
conceptions held by frontline professionals from various professions and organizations, 
and by exploring dimensions beyond health beliefs, this dissertation is relevant to the 
literature on health conceptions.

The health promotion literature, which is rooted in public health, describes health 
promotion roles as perceived tasks and it focuses on medical professionals such as GPs 
and nurses (a.o. Geense et al. 2013, McAvoy et al. 1999, McKinlay et al. 2005, Brotons et 
al. 2005). There is however no insight into the health promotion roles of other frontline 
professionals involved in caring for clients with combined problems. This dissertation 
is relevant to this literature by exploring health promotion roles of a broad range of 
frontline professionals in general healthcare, mental healthcare and social welfare, in-
volved in caring for clients with combined problems. Moreover, the dissertation also 
shows how these roles go beyond merely tasks.

	 The interprofessional care literature is interdisciplinary by nature, with founda-
tions in public health and health sciences, and enriched by perspectives from disciplines 
such as public administration, sociology, and organizational studies. There has been 
much scholarly attention to the study of interprofessional collaboration in care in the 
context of hospitals (a.o. Valentine & Edmondson, 2015), however, less is known about 
how such collaboration takes place in complex care contexts outside of hospitals. This 
dissertation is relevant to both the literature on interprofessional care and literature on 
teamwork by focusing on how frontline professionals collaborate interprofessionally 
in less institutionalized settings. Moreover, where interprofessional care scholars (a.o. 
Schot et al., 2020) often do not explicitly address team fluidity — a concept originating 
from the literature on teamwork within management sciences — this study aims enrich 
the interprofessional care literature by exploring interprofessional collaboration in a 
context of team fluidity (a.o. Valentine & Edmondson, 2015).

	 The street-level bureaucracy literature, which is prominent in public admin-
istration, mostly focuses on typical street-level professionals such as teachers, peda-
gogues, cops and executive organizations and it studies whether SES plays a role in 
decision-making (Harrits & Møller, Raaphorst & Groeneveld 2018, Maynard-Moody et al., 
2022). This dissertation is relevant to the street-level bureaucracy literature on the role 
of clients’ SES in frontline decision-making by studying not only whether, but also how 
GPs interpret SES indicators in their judgments and by adding a less typical street-level 
bureaucrat to the study of street-level bureaucracy.

The anthropological lens and emic perspective in this dissertation are valuable 
tools as they bring deeper, micro-level contextual and cultural insights to the study of 
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frontline professionals in healthcare and social welfare, which are under-researched in 
both public health and public administration (but see a.o. Cecchini, 2021; La Grouw et 
al., 2024). In this dissertation, contextual understanding refers primarily to the specific 
social, organizational, and professional settings in which frontline professionals operate 
– such as fluid team settings or contexts with high socioeconomic diversity. Thereby, the 
empirical studies in this dissertation seek to contribute to theory-building by studying 
how frontline professionals relate to clients and other frontline professionals in caring 
for clients with combined psychosocial problems grounded in frontline professionals’ 
interpretations. As such, the emic perspective contributes to the health conception 
literature by exploring what health means to frontline professionals themselves and 
by including contextual factors related to cultural and social dynamics. This approach 
thus allows me to study how professionals themselves interpret health. Moreover, the 
emic perspective in this dissertation is relevant to the health promotion literature as 
it helps to understand frontline professionals’ actual roles from their own perspective 
and how these roles develop within specific professional contexts and workplaces with 
distinct sets of values, knowledge and skills (Barnhoorn et al., 2022). Furthermore, the 
emic perspective also adds relevance to the literature on interprofessional care and 
teamwork as it helps to understand interprofessional collaboration in a context of team 
fluidity through a contextualized approach from the perspective of the professionals 
themselves. Additionally, the emic perspective in this dissertation is relevant for the lit-
erature on street-level bureaucracy by studying equity and clients’ social status from the 
professionals’ perspective (Harrits, 2019; Harrits & Møller, 2014; Raaphorst et al., 2018; 
Raaphorst et al., 2024). Through this emic perspective, I look at frontline professionals’ 
own interpretations of social status in differentiating between clients, which enables 
me to explore how professionals interpret and use status indicators in their daily work.

1.6  Societal and practical relevance

This dissertation’s research is in line with the strategic agenda of my workplace Leiden 
University Medical Centre Health Campus The Hague, which aims to use various aca-
demic perspectives to contribute to a healthier life expectancy for all through among 
others accessible and context-sensitive care (LUMC 2025). By gaining insight into how 
frontline professionals in care and social welfare relate to vulnerable clients and other 
professionals, this dissertation aims to contribute to our understanding of health dif-
ferences and to the role that frontline professionals may play in them. By studying the 
health conceptions, roles in collaboration and reasonings about clients, this dissertation 
seeks to provide insight into some of the mechanisms through which health inequalities 
are either enforced or mitigated in everyday professional work. Seeking to understand 

1
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how various actors relate to one another is essential for effectively addressing health 
differences in the long run.

This study also aims to offer insights that are directly relevant to current national 
policy initiatives that emphasize a transition towards interprofessional collaboration, 
integrated care and better alignment between care and social welfare, such as the In-
tegrated Care Agreement (IZA) and the Health and Active Living agreement (GALA) in 
the Netherlands (NFU, 2025; RIVM, 2024). The dissertation seeks to support such efforts 
by offering insight into how care is shaped on the ground in everyday work between 
frontline professionals across professions and organizations. Such insights may inform 
the integration of such policy initiatives. Additionally, this research resonates with local 
initiatives such as The Hague Prevention Approach (Den Haag, 2023), which aim to 
strengthen integrated care at the neighborhood level. By exploring how frontline pro-
fessionals perceive and experience the conceptions, roles in collaboration and reasonings 
in their daily work with clients with combined problems, this study seeks to contribute 
to shaping practical strategies for implementation of such programs on the ground.

1.7  Structure and outline of this dissertation

The overarching research question is divided into four sub-questions, each representing 
a distinct piece of the empirical puzzle, which collectively contribute to answering the 
research question. In this first chapter I introduce the research questions and I answer 
them in the next chapters. The narrative of the chapters in this dissertation is as fol-
lows: the chapters are built up around the idea that clients have combined psychosocial 
problems and that, therefore, more collaboration between frontline professionals from 
with various professions and from various organizations is needed. This context has 
implications for the way in which frontline professionals view health and care, how 
interprofessional collaboration works and how they interpret clients with various SES 
backgrounds in decision making. Therefore, in this dissertation, both clients’ combined 
problems and interprofessional collaboration are central for how frontline professionals 
interpret and care for clients in general healthcare, mental healthcare and social welfare.

Chapter two addresses the beliefs about health and about how these should 
be pursued according to various frontline professionals in care and social welfare. By 
using an inductive research approach and a semi-structured interviewing method, this 
study aims to further conceptualize frontline professionals’ health conceptions in care 
for clients with combined psychosocial problems.

Frontline professionals may face challenges in health promotion due to limited 
resources and clients’ combined health conditions. Therefore, the third chapter seeks 
to explore how professionals behave in health promotion and how health promotion 
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roles are shaped by professional identities, focusing on behaviors they adopt in those 
complex care conditions. This chapter focuses on the interpretation and fulfillment of 
health promotion roles by gathering and analyzing hours of ethnographic fieldwork 
in various professional domains with frontline professionals caring for clients with 
combined psychosocial problems.

Frontline professionals often promote health together with other professionals 
in contexts where teams have high levels of membership change and difference. There-
fore, chapter four explores how interprofessional collaboration works in a context of 
team fluidity. The chapter integrates literature on team fluidity and interprofessional 
collaboration in care with hours of ethnographic fieldwork to analyze how frontline 
professionals in general healthcare, mental healthcare and social welfare collaborate in a 
context of team fluidity, while addressing the needs of clients with combined problems.

While the fourth chapter was about interprofessional collaboration, the fifth 
chapter is also closely connected to the theme of caring for clients with combined prob-
lems that cross professional and organizational boundaries, as professionals’ interpreta-
tions of clients may also shape how care is planned, offered or referred. As such, chapter 
five is an in-depth qualitative study that explores how frontline professionals in general 
healthcare reason about clients with varying socioeconomic backgrounds while working 
with individuals facing ambiguous problems. This chapter thereby seeks to create insight 
into how professionals’ interpretations of SES play a role in shaping a care plan together.

Chapter six concludes this dissertation by answering the general research ques-
tion and discussing the specific theoretical, methodological, societal and practical con-
tributions. It describes the findings of the empirical studies and discusses empirical 
and methodological implications. Additionally, it outlines the dissertation’s limitations, 
recommendations for future research, societal and practical implications. Table 1.1 sum-
marizes the structure of the dissertation.

1
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 Table 1.1: Structure of the dissertation

Chapter Research question Data

Chapter 1 General introduction -

Chapter 2 How can the health conceptions of 
frontline professionals in general 
healthcare, mental healthcare and social 
welfare be conceptualized?

Semi-structured interviews

Chapter 3 What kind of health promotion roles 
do frontline professionals in general 
healthcare, mental healthcare and social 
welfare have and how are these shaped 
by their professional identity?

(Participant) observation, informal 
interviews and semi-structured 
interviews

Chapter 4 What does interprofessional 
collaboration look like in a fluid team 
context?

(Participant) observation, informal 
interviews and semi-structured 
interviews

Chapter 5 What reasoning do frontline 
professionals in general healthcare use 
regarding cues associated with varying 
socioeconomic statuses?

Qualitative interviews with personas as 
conversation starters

Chapter 6 General discussion -
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   Abstract

Background: Caring for clients with combined psychosocial problems involves diverse 
frontline professionals such as general practitioners, psychiatric nurses, police officers, 
social support consultants and debt counselors. As these professionals have different 
professional backgrounds and work in different organizations, their health conceptions, 
or beliefs about what constitutes health and how this should be pursued, may also 
differ. Having an understanding of various frontline professionals’ health conceptions 
is relevant, as these may affect interprofessional collaboration in their work with clients 
with psychosocial problems.

Objective: To understand various frontline professionals’ health conceptions.

Design: Inductive qualitative approach.

Setting: The Hague, the Netherlands.

Participants: Various frontline professionals from social welfare, general healthcare 
and mental healthcare, working with clients with combined psychosocial problems.

Methods: Between September 2020 and April 2021, 23 in-depth semi-structured inter-
views were conducted with frontline professionals in social welfare, general healthcare 
and mental healthcare. Based on these interviews, this paper analyzes frontline pro-
fessionals’ health conceptions. After transcription, all interviews were imported into 
ATLAS.ti for analysis. An iterative process of thematic analysis was used to identify 
health conception dimensions.

Results: The paper found that frontline professionals’ health conceptions differ in three 
main aspects: 1) health definitions, 2) alignment with clients and 3) contextualization 
of clients’ health.

Conclusions: The main implication of this research is that this inductive analysis of 
health conceptions provides a first building block in theorizing frontline professionals’ 
health promotion practices.
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2.1  Introduction

Combinations of physical, social and psychological issues are referred to as psychosocial 
problems (Van Hook, 2004). People with such combined problems may, for example, have 
debts, and suffer from depression or stress, as well as chronic headache. The care for 
people with multiple and chronic conditions is becoming a major burden for frontline 
professionals from various domains (Grumbach & Bodenheimer, 2004). Clients with 
psychosocial problems therefore often receive care from many different professional dis-
ciplines, such as general practitioners, social-psychiatric nurses or social workers, who 
are to some extent working together across professions and organizations. Broad con-
ceptions of health, referring to beliefs ‘that guide health professionals in their attempts 
to understand, explain, make sense of, and respond to health-related phenomena’ 
(Levesque & Li, 2014, p. 629: 629), are considered valuable in this context, since they have 
the potential to bridge gaps between medical healthcare, mental healthcare and social 
welfare, thereby possibly de-medicalizing societal problems (2011; M. Huber et al., 2016).

There is a lack of insight into the health conceptions held by frontline profession-
als in general healthcare, mental healthcare and social welfare (Armstrong & Swartzman, 
1999; Colombo, Bendelow, Fulford, & Williams, 2003; Levesque & Li, 2014). Understand-
ing professionals’ health conceptions is relevant, as these may affect health promotion 
and interprofessional collaboration. Our study therefore develops a conceptualization 
of health conceptions grounded in the definitions expressed by professionals relating 
to health and the beliefs about required practices. The central research question is as 
follows: How can the health conceptions of frontline professionals in (mental) health-
care and social welfare be conceptualized?2 To answer this question, we conducted a 
qualitative interview study among diverse frontline professionals in social welfare and 
general- and mental healthcare. These professionals all work with clients with psycho-
social problems, and collaborate across professional and organizational boundaries.

This study contributes to existing scholarship in two ways. First, the literature 
on health conceptions mainly focuses on cultural differences in patient groups, and on 
how conceptual differences between health professionals and patients impede thera-
peutic processes (Armstrong & Swartzman, 1999; Levesque & Li, 2014; Pachter, 1994). 
We contribute by studying health conceptions held by professionals rather than lay 
health conceptions.  Second, studies focusing on the health conceptions of health profes-
sionals (Huber et al., 2011) focus on physicians, while the health conceptions of diverse 
professionals involved may affect health-promoting practices, collaborative processes, 
and, in turn, patient outcomes.  Involving other types of professionals than physicians 

2	Health conceptions refer to the perceptions of the professionals themselves, and the conceptualization is the 

result of our analysis.
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in the study of health conceptions is relevant in order to grasp a variety of insights. 
Furthermore, the literature suggests that health conceptions are broader than health 
definitions and that they consist of various dimensions. We will contribute by further 
conceptualizing these dimensions. In order to better understand how these frontline 
professionals work as an integrated body, it is necessary to understand their health 
conceptions.

In what follows, we first conceptualize health conceptions by drawing on health 
care literature. Our research context and mainly inductive methodology are then ex-
plained, followed by a presentation of our findings working towards a grounded con-
ceptualization of professional health conceptions. We conclude with a discussion and 
avenues for future research.

2.2  Literature review: defining health conceptions

Notwithstanding some medical studies about what health conceptions include, such 
as the ability to achieve or exercise a cluster of basic human activities (Venkatapuram, 
2013), only few social scientists clearly define what they mean by health conceptions. 
Levesque and Li (2014) refer to health conceptions as explanatory models ‘of health 
and illness, which include beliefs about possible causes of illness, onset and evolution 
of symptoms, pathophysiology of illness, severity of illness, and possible treatments’ 
(Kleinman, 1978). This definition primarily focuses on beliefs about illness, rather than 
health. While illness and health are related, existing research on how people define 
health has pointed out that it could be seen as more than the absence and, hence, treat-
ment of disease (Hjelm, 2006). In addition, health conceptions may be classified not 
only by beliefs about what health is, but also by what should be done to sustain and 
improve health and how those involved should behave towards each other (Colombo 
et al., 2003). For this reason, we define health conceptions as beliefs about what health 
is, about the factors that affect people’s health and about those practices that promote 
health (Colombo et al., 2003; Levesque & Li, 2014). Professionals’ health conceptions 
thus include definitions of what constitutes health, beliefs about required practices of 
clients and their environment, and beliefs about how the professionals involved should 
behave towards clients, their surroundings and each other.

Health conceptions are dynamic (Bircher, 2005; Levesque & Li, 2014), which 
means that they not only shape how new knowledge and experiences are interpreted, 
but are also shaped by new knowledge and experiences. This implies that health concep-
tions serve as a frame through which experiences are interpreted and explained (Goins, 
Spencer, & Williams, 2011; Kleinman, 1978; Levesque & Li, 2014; Torsch, 2000). In our 
study this means that professionals’ health conceptions affect, for instance, the informa-
tion they pick up, deem important and act upon in interactions with clients. New infor-
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mation and knowledge are assimilated ‘to fit into existing cognitive structures or sche-
mas’ (Levesque & Li, 2014) and beliefs about health could be adapted by new experiences.

Research about health conceptions mainly focuses on clients’ lay perspectives 
of health, and explores differences in health conceptions based on demographic factors 
(Barnes, Buck, Williams, Webb, & Aylward, 2008; Dubbin, Chang, & Shim, 2013; Robertson, 
2006). Recently, however, there has been growing awareness of the importance of vari-
ous stakeholders’ health conceptions, including professionals. For instance, Huber and 
colleagues (2011; 2016) evaluated among stakeholders such as healthcare professionals, 
patients, policy makers and insurers, the support for their conceptualization of health as 
positive health: ‘health as the ability to adapt and to self-manage in the face of physical, 
social and emotional challenges’ (ibid., 2011). Positive health includes six dimensions: 
bodily functions, mental functions and perception, spiritual/existential dimension, qual-
ity of life, social and societal participation, and daily functioning. They found significant 
differences between groups, with patients valuing all dimensions equally, while physi-
cians mainly assessed health biomedically (Huber et al., 2016). However, as frontline 
professionals in social welfare and mental healthcare were not included in this study, 
what is missing is clarity about how the broader range of professionals providing care 
define and pursue health in caring for clients with combined problems.

Following our definition of health conception and Huber and colleagues (2016), 
health conceptions consist of different dimensions. To be able to develop an empirically 
grounded conceptualization of health conceptions requires an inductive and explorative 
study including professionals from various professional backgrounds.

2.3  Research approach

The study takes an inductive qualitative approach (Nowell & Albrecht, 2019). The induc-
tive logic fits with the focus on theory building, as empirical exploration is needed to be 
able to form a conceptualization. The design is fitting because the health conceptions of 
professionals are highly understudied. The data stem from a qualitative study focused 
on diverse frontline professionals working with clients with combined psychosocial 
problems in the Netherlands. The study focuses on the perceptions and interpretations 
of people themselves, which is important to research because professionals’ perceptions 
are suggested to play a leading role in professionals’ practices (Levesque & Li, 2014).

Research setting

The study was carried out with frontline professionals working in social welfare and 
(mental) healthcare in The Hague, which is a large city in the west of the Netherlands 
with a population of approximately 500.000. In some areas of this city, the number of 
years lived in good health is among the lowest in the Netherlands. Psychosocial prob-

2
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lems are common, which is reflected in the occurrence of severe psychiatric conditions, 
confused behavior, a high risk of anxiety disorders and depression and the increase of 
dementia. Such problems are particularly common among low-income residents and 
are often found in combination with social and medical problems (Haaglanden, 2021). 
To deal with these problems, the city implements policy initiatives that require high 
levels of collaboration between various professionals and organizations. Hence, because 
this research needs a diverse sample of professionals to construct a conceptualization, 
psychosocial care in the Hague is a context that is well suited for this purpose.

Methods and data

Respondents were selected on theoretical grounds. All 23 respondents are frontline 
professionals in social welfare, mental healthcare or general healthcare working with cli-
ents with psychosocial problems in The Hague. This exploratory study aimed to gather a 
multitude of perspectives and experiences to be able to conceptualize, because different 
professionals may think differently about health. The sample therefore consisted of var-
ious kinds of frontline professionals, such as: out-patient attendants, psychiatric nurses, 
community police officers and general practitioners. Frontline professionals from dif-
ferent organizations and different neighborhoods in The Hague were interviewed. All 
respondents have been doing frontline work for years (respondent characteristics in 
appendix A1). Four respondents are professionals in general medicine, six are profes-
sionals in mental health and thirteen respondents are professionals in social welfare. 
The first author recruited the first respondents through contact with a gatekeeper in a 
network organization in the field of mental healthcare. Following this introduction to 
the field, the author used snowball sampling, based on referrals from initially sampled 
respondents, to recruit respondents with the above criteria in mind. The advantage of 
this sampling strategy is that it allows the researcher to reach populations that are 
otherwise difficult to sample (Johnson, 2014). Moreover, this respondent selection made 
it possible to study health conceptions in a frontline care context where professionals 
are all caring for clients with combined problems and where there is a major focus on 
interprofessional collaboration.

We used semi-structured interviews (see appendix A2) to gain insight into re-
spondents’ health conceptions. Interviews give insight into people’s perceptions and the 
meanings they attach to situations (e.g. Maynard-Moody, Musheno, & Musheno, 2003). 
Our definition of health conception served as a sensitizing concept in constructing the 
interview questions. The concept is sensitizing rather than definitive, because it lacks a 
specification of attributes or benchmarks which would allow a clean-cut identification 
of a specific instance of its content. Instead, it gives a general sense of reference and 
guidance in approaching empirical instances (Blumer, 1954). Following Blumer (1954), 
the use of sensitizing concepts matches the inductive nature of this study, recognizing 
that what we are referring to by any given concept inspired by the existing literature 
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may shape up in different ways in each empirical instance. As such, open questions were 
asked about health views, pursuing health, why it is important, how they interact with 
other involved stakeholders. Respondents were also asked to give examples of daily work 
activities and to reflect on their experiences at work. The interviews, varying between 
45-90 minutes in duration, were conducted between September 2020 and April 2021. 
Most interviews took place at a location chosen by the respondents, although some in-
terviews were held online because of Covid-19 restrictions. They were all  tape recorded, 
transcribed verbatim and imported into ATLAS.ti for analysis. Informed consent was 
given by all respondents. This study was registered and approved by the Medical Ethical 
Review Committee of Leiden, The Hague and Delft (N20.158).

The analytical process moved back and forth between transcripts, analytical 
memos, emerging themes, and theory. We used thematic analysis to identify key themes 
relevant to our research question, and followed different steps in our analysis outlined 
by Braun and Clarke (2006).The iterative and recursive analysis began with initial open 
coding, during which categories were assigned to the themes in the transcripts. We 
coded the content of the full transcripts in detail but paid special attention to codes that 
were relevant to our sensitizing concept of ‘health conception’. We then searched for 
more abstract themes by comparing the codes within and between the transcripts and 
by organizing them into codes and more general code families (ibid.). These code families 
were subsequently refined by going back to the coded transcripts and rereading them 
to check whether the themes reflected the meanings found in them. After multiple 
rounds of coding, the general code families reflect our final health conception dimen-
sions (code table in appendix A3). As our aim was to construct a conceptualization, 
we paid particular attention to the internal homogeneity and external heterogeneity 
of the dimensions (Braun & Clarke, 2006). This holds that data ‘within themes should 
cohere together meaningfully, while there should be clear and identifiable distinctions 
between themes’ (Braun & Clarke, 2006). In the coding process, conflicts in the emerg-
ing patterns were explicitly looked for, which led to the accounts and interpretations 
being re-examined. Lastly, in the discussion stage, we looked back at the sensitizing 
concept and theoretical framework to reflect on how our interpretations differ from 
the existing literature.

To increase the validity and reliability of our research, we followed several pro-
cedures outlined by Krefting (1991): negative case analysis, keeping notes about our 
data collection and analysis and peer examination. Throughout the analytical process, 
we searched the data for insights that would disprove our emerging insights, we wrote 
memos and kept logs on the steps taken in the coding process and multiple researchers 
were involved in interpreting the findings.

For the purposes of presentation, quotes were translated into English with the 
intention of maintaining the original meaning. The quotes that were used in the analysis 
serve an illustrative purpose, best representing the themes found. Information that 
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could identify respondents is omitted from the findings. The remainder of this article 
presents and discusses the main themes and their interpretations.

2.4  Frontline professionals’ health conceptions: a three-dimensional 
conceptualization

This section presents an analysis of health conceptions held by frontline professionals 
in social welfare and general- and mental healthcare. Based on the inductive analysis 
of the interview data, we found that health conceptions consist of three dimensions: 
(1) health definitions, (2) alignment with clients and (3) contextualization of health (see 
table 2.1). In what follows, the different health conception dimensions and their sub-
stantiations will be presented. Following examples from the data, we will conceptualize 
further by describing each dimension and its boundaries in more general terms. In the 
second part of the results section, we will address the interplay between the different 
health conception dimensions in our empirical data.

 Table 2.1. Health conceptions: dimensions

Dimensions Substantiations

Health definitions The ways and extent to which a client is seen as healthy.

Competence and behavior Health as the extent to which people can rely on themselves or their 
network to do what they want by being strong, vital and communicative.

Mental health Health as the extent to which a person is mentally healthy and 
experiences stability.

Physical health Health as the extent to which a person is without physical complaints 
and without threat to life.

Alignment with clients The ways and extent to which horizontal and vertical distances in the 
professional-client relationship are kept to a minimum.

Being approachable The extent to which the professional is close to a clients’ lived 
experience.

Seeking alignment The extent to which and the ways in which the professional invites the 
client to share their preferences and takes these into account in the 
treatment plan.

Contextualization of problems The extent to which and the sources used by professionals to place 
clients in their broader context to understand what actions will be 
appropriate in helping them.

Assessing social context The extent to which and how a client’s social circle is assessed and 
connected with.

Assessing other problems The extent to which and how problems emerging in other life areas 
are assessed.
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Dimension A: Defining health

This first health conception dimension refers to the ways in which and the extent to 
which a client is seen as healthy. By defining health, frontline professionals equip them-
selves with ideas about when a client could be considered healthy and thus what they, 
both professional and client, should see as goals to work towards. Frontline professionals 
have varying ideas about whether certain aspects of health definitions should be con-
sidered as goals when working towards healthy clients. We found three distinct ways in 
which health definitions are substantiated by professionals, namely: competence and 
behavior, mental health and physical health, which will be discussed below.

Competence and behavior

Health as competence and behavior encompasses the extent to which a client can rely on 
themselves and their network to live as they wish. Accounts about competence and be-
havior are mostly about clients showing that they can live independently by using skills 
and knowledge such as being powerful, vital or health literate. Health literacy could help 
clients to make substantiated decisions about their health. In this view, healthy clients 
are thus knowledgeable and independent, and can communicate, self-manage and self-
learn, they deal with problems, participate in society, and recognize their patterns and 
signals (of stress). The following examples show the importance of competence and 
behavior as a health definition for frontline professionals working with clients with 
combined problems:

‘[…] [along with] all sorts of problems that someone […] [may have,] […]the 
coping capacity is the extent to which someone can, from themselves, have 
the power and tools to deal with that  (respondent 1, social worker) .’

And

‘[…] this one man […] is much healthier in a way […], because he makes sure 
his house is tidy and that is some kind of resilience that the other kid 
doesn’t have yet. [..] He still uses cocaine, but he has more control […] and 
he doesn’t have friends visiting him at 2 a.m.; […] He remains below the 
police radar and doesn’t create a nuisance (respondent 3, police officer).’

This definition of health as competence and behavior is a particular one. The examples 
show that a client is considered healthy if they are competent to deal with problems 
themselves or are able to ask others in their social circle for help. The examples show 
that health is not defined in a physical or mental way, but rather as the skill of being in 
control of your own and your social environment’s behavior. As such, healthy clients 
have the individual potential to do well in society despite the many problems they may 
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have, because they are able to take control, set boundaries and know when and how to 
ask for help.

Mental health

Mental health, the second health definition, can be distinguished from competence and 
behavior. Whereas frontline professionals with a competence and behavior health defi-
nition see clients as healthy when they show great individual potential, professionals 
with a mental health definition stress that clients are healthy when they feel healthy in 
their own experience. As the following examples show, clients are seen as healthy when 
they can live life the way they prefer, without necessarily showing great potential or 
competent behavior. When clients have an illness, but they do not experience this as 
problematic in their lives, they can still be healthy in this health definition. This defi-
nition stresses that health is very personal and it is related to the client’s perspective 
of life. The following examples show that respondents use different words to describe 
mental health, but their interpretations are similar.

‘This [,health,] is very personal. [Clients are healthy] When [they] […] have no 
complaints and don’t experience barriers to being in balance’ (respondent 
4, social case manager).’

And

‘The client perception is important, because they feel healthy when they 
experience few obstacles in daily life. […] What we see helps here is to have 
a goal in life, for example through a job and daily structure. This kind of 
perspective could help clients not to fall into a depressive spiral (respon-
dent 5, client supporter).’

These examples show that mental health is personal and perceptive, which is argued 
by most respondents. However, some respondents make an exception when actors in 
the clients’ surroundings experience the client to be unhealthy, for example through 
danger to themselves or others. Therefore, in their words, clients are mentally healthy 
when they ‘don’t stand out’ in society (respondent 22, police officer) .’

Physical health

Physical health is the third kind of health definition in our data, which does not focus on 
client behavior or experience, but instead on a client’s physical abilities, like being able to 
move your body, having a healthy weight or being without any serious physical illness. 
The following two quotes illustrate this conceptualization of a physical health definition.
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’Clients are healthy when they are not in a life-threatening situation (re-
spondent 20, community sports coach).’

And

‘Objectively, someone with no physical complaints is healthier than some-
one who chronically needs a wheelchair. (respondent 5, client supporter). ’

These respondents, thus, define health as having good physical abilities. Nevertheless, 
even though they strive for good physical health, being perfectly healthy physically 
does not seem possible in the eyes of these respondents who work with clients with 
multiple problems.

Health definitions are particular in the sense that they reflect ideas about what 
goals professionals, clients and their environment should work towards. We have seen 
that these goals could relate to competence and behavior, mental health and physical 
health.

Dimension B: Alignment with clients
Alignment with clients, the second health conception dimension, can be distinguished 
from defining health. Whereas health definitions help respondents to make sense of 
which goals they could work towards, health definitions do not necessarily imply how 
they perceive that these goals should be achieved. As the following section shows, health 
conceptions are constructed not only by health definitions, but also by perceptions 
about the ways in which — and the extent to which — horizontal and vertical distances 
in the professional-client relationship should be minimized. We conceptualize alignment 
as professionals’ intention to come close to a client’s lifeworld, experiences and prefer-
ences by minimizing horizontal and vertical distances. Two sorts of alignment in the 
professional-client relationship are at play in frontline professionals’ work with clients 
with psychosocial problems: seeking approachability and seeking alignment.

Being approachable
Approachability relates to the intent to connect with clients in a relationship of trust. 
This happens in different ways: first, the adjustment of speech and conversation are con-
sidered important connective aspects to build the trust needed to help a client. Second, 
when professionals experience the lifeworld of their clients as too distant, consequently 
prohibiting them from helping these clients, respondents try to be approachable by 
being physically present in the clients’ living environment. The following quote is an 
example of the latter. The respondent in this example sets up an office close to their 
clients with the intention of being approachable to them physically:
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‘Once a week we […] had this consultation office at the local housing as-
sociation […] in the neighborhood. […] This was a consultation hour for 
the whole neighborhood […]. […] We [wanted] to do it here […], in the neigh-
borhood. And then they [, the youth,] came and did homework assistance 
[…] and that is that kind of steering, helping, advising, supporting and 
talking. Talking until you can hardly utter another word3 (respondent 3, 
police officer). ’

The example shows that being approachable physically could open up the possibility to 
connect further through conversation and thereafter to potentially achieve health-re-
lated goals. Approachability is especially relevant to respondents when they are caring 
for clients who may normally not seek help easily.

The other quotes regarding aligning similarly show how respondents create and 
have a relationship of trust with clients that helps them to work towards health goals 
together.

Seeking alignment

Seeking alignment elicits a second kind of alignment with clients, which entails the 
extent to which and the ways in which a professional intends to invite clients to share 
their preferences and to take these into account when constructing the treatment plan. 
In the following quote, the frontline professional explains how she tries to get clients to 
open up in order to gain an understanding of what clients find important.

‘Questioning, probing, investigating: sometimes it’s also [the case] that they 
don’t know, you know, ignorance  (respondent 11, mental health worker). ’

This respondent asks questions to invite clients to share their preferences. Professionals 
take these preferences into account to a certain extent in constructing the treatment 
plan. Alignment about health definitions is important to respondents because when 
the client agrees with or brings up the health problem, they are found to be more eager 
to work towards health goals. However, respondents also argue that sometimes clients 
have to be educated first, before they should say what they find important. This is the 
case, for example, when respondents think that clients are not aware of what is good 
for them. Thus, even though professionals try to seek alignment by opening up towards 
clients’ ideas about health and care, they sometimes decide to work with their own 
health definitions.

3	Freely translated from Dutch : ‘Lullen tot je een ons weegt’ (respondent 3, police officer).



41

Professionals’ health conceptions of clients with psychosocial problems

Dimension C: Contextualization of problems

The data shows how, in the perception of respondents, alignment helps professionals to 
minimize horizontal and vertical distances to their clients, which may help to work to-
wards health goals. However, alignment does not help professionals to gain insight into 
how clients’ broader context may impact their health or their opportunities to become 
healthy. As the following section shows, to be able to reach health goals, respondents 
also need to assess various contextual sources — beyond the client themselves — that 
help professionals to understand what clients may be able to handle regarding being and 
becoming healthy, or which actions are appropriate when helping them. Professionals’ 
examples about contextualization of clients’ health are clustered around the two aspects: 
‘assessing social context’ and ‘assessing other problems’, which will be discussed below.

Assessing social context

Respondents often explain that they need to assess clients’ social context to decide 
what clients, together with their environment, could handle in becoming healthy. As 
such, frontline professionals assess personal social circumstances that may impact cli-
ents’ preferences or may facilitate or hinder clients’ potential health. When assessing 
the personal social context, frontline professionals try to get more information from 
clients about their social context, but also from their environment including family 
members, friends, or other professionals involved with the client. Professionals may 
gather such information with the client through house visits or conversations as well 
as by contacting other stakeholders directly. Respondents’ examples show that such 
contextual information could help professionals to figure out whether a client has a 
strong enough environment to reach self-efficacy or other health goals. The following 
examples show why frontline professionals assess the client environment to figure out 
what health problems they could work towards.

‘You also learn about the system surrounding them: how the children are, 
the partner, but also the bigger family. […] And the funny thing is that you 
recognize patterns. Who gets ill and how they deal with certain problems 
[…]. You are a family doctor, and yes that has great added value  (respondent 
16, general practitioner). ’

And

‘And the environment, I think that they also play a big role in health. Yes, 
I’m in an environment where people think this is important […], but [clients 
in] our target group […] are of course often alone, they live alone, have a 
small social network or none at all. Yes, if you have been an addict for 
years, than I think you are […] often kicked out by everybody […], you lie 
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and you cheat. Yes, people with psychiatric problems, […] they are labeled 
as crazy by their environment  (respondent 11, mental health worker) .’

The first example shows how knowing about the client environment can help clarify a 
client’s possible health problems. The second example shows how knowing about the 
client environment can also increase the knowledge about possible solutions which may 
be appropriate for a client, including which stakeholders, professionals or relatives may 
be involved in these solutions. In assessing the client’s social context, frontline profes-
sionals in care and social welfare try to gather as much information as possible, because 
the care question often does not come from the client themselves, but from their social 
network and other professionals involved. Importantly, according to our respondents, 
involving other stakeholders could increase the possibility for more chronic care instead 
of constantly falling behind (respondent 16). In other words, clients can be helped faster 
and better. Even though involving the client’s social context is argued to be important 
among all professions, respondents feel they do not always have the time and resources 
for this intensive work.

Assessing other problems

Apart from assessing clients’ social context in trying to gain an understanding of their 
support system, frontline professionals sometimes also assess other problems than 
the ones presented by the client to work out what health goals they might be able to 
work towards. Professionals often do this in case of multiple or vague problems that 
often repeat themselves. The following example shows how professionals assess other 
problems.

‘To assess a client’s health and needs, you need to do good research, be-
cause when you have good diagnostics, you can give good treatment. Often, 
professionals only treat one aspect, like depression. And if you are placed 
out of your house or have financial or relationship problems, to make a 
qualitative diagnosis you have to look into someone’s broader health. So, 
what I think is important is the mental, but also the physical health and 
the different life areas, like work, living, relationships and friends, these 
are often much more important. […] All these kinds of things, to map these 
out (respondent 11, mental health worker).’

This example shows that the respondent thinks it is important to look at multiple and 
underlying problems when thinking about the health of clients. All respondents believe 
that it is important to look at health broadly, because they argue that different aspects 
of health and different problems influence one another. Some put it more strongly, by 
saying that addressing only one health aspect is not useful. Even though they believe 
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this to be important, some respondents say they do not have the time, resources or 
professional role to look beyond the health area they are specialized in.

Interplay between dimensions of health conception

Based on our analysis, we have argued that frontline professionals’ health conceptions 
consist of three dimensions, including health definitions, alignment with clients and 
contextualization of clients’ health. In the section above, we have conceptualized these 
dimensions. However, the analysis shows that empirically these dimensions and their 
interpretations often appear in combination and consequently together form the health 
conceptions of professionals. The number of respondents in which the dimensions co-oc-
cur is presented in a co-occurrence table, which we produced in ATLAS.ti (appendix A4).

First, in our analysis, we noted that the different health definitions appear in 
combination with each other. Ten respondents consider mental health important to-
gether with health as competence and behavior. This co-occurrence may be due to the 
characteristics of the context in which frontline professionals work with clients with 
multiple problems. More specifically, when a client is mentally healthy, they feel stable, 
which may coincide with behaving in ways that are seen as competent. Similarly, when 
one is not able to be healthy in a competence and behavior sense, this may also cause 
suffering in terms of mental instability. Even though the two definitions seem often 
closely related in practice, they are different conceptually. Mental health is about health 
experience, and competence and behavior are about abilities and actions. A combination 
of all three health definitions is rarely present in our empirical data. This happens for 
example, when a client has severe physical problems and cannot walk, they may not be 
able to live the life that they want due to little social support. Clients may also experi-
ence this suffering differently mentally. At the same time, physical problems are often 
triggered by mental- and social problems, such as financial difficulties.

Second, we noted that five respondents who focus on seeking alignment, also 
find mental health definitions important. This may be because in the mental health 
definition, client preferences are argued to be relevant. Similarly, when seeking align-
ment, respondents actively try to find out what the client preferences are by asking 
them questions. Conceptually, seeking alignment differs from the mental health defi-
nition as seeking alignment is a more active dimension that respondents employ to 
find out what the client’s preferences are. Moreover, four respondents think seeking 
alignment and health as competence and behavior are important. This mostly happens 
when professionals argue that clients should be capable of personally communicating 
their health needs, and professionals see a less active aligning role for themselves. A 
possible risk here is that not every client is able to communicate their own needs, and 
that consequently their problems are not seen and treated. At the same time, when client 
perceptions are abnormal and may be dangerous, or when it is difficult to determine 
whether clients know that the body and mind are connected, professionals often focus 
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less on alignment, but instead focus on what they think is important regarding their 
client’s health.

Third, for eight respondents, seeking alignment co-occurs with contextualization 
of problems and for seven respondents with contextualization of social context. When 
a professional seeks alignment, they try to figure out the client’s health perspective. In 
a similar line of thought, when a professional contextualizes, they try to find out what 
in the client context or which problems make it possible or impossible to work towards 
being healthy.

 Fourth, the analysis shows that five respondents who define health as compe-
tence and behavior find that assessing social context is important. This could be because 
respondents assessing clients’ social context may realize that not all clients have a social 
context that enables them to be healthy in the sense of competence and behavior. For 
example, clients without a family may be unhealthy not because they do not want to 
take care of themselves, but because they are not able to do this themselves or with the 
help of a social network. Moreover, assessing other problems co-occurs four times with 
mental health definitions, because when professionals treat mental health, they focus 
on health experience. They do not only focus on one problem that clearly presents itself, 
but may dare to look broader to unravel other problems clients experience.

The analysis not only shows how frontline professionals aim to combine health 
conception dimensions in practice by caring for clients with combined psychosocial 
problems, it also shows that frontline professionals may draw on more than one health 
definition at a time. This makes it challenging to disentangle health conception dimen-
sions in frontline work. However, the conceptual differences should be taken into ac-
count when studying frontline professionals. In the following section, we elaborate 
on the distinctiveness of the three-dimensional health conception and discuss how 
it relates to the existing literature. We also present opportunities for studying health 
conceptions in frontline care further.

2.5  Discussion

The health conception literature has been silent on the health conceptions of profes-
sionals. In this article, we have addressed this lacuna by further conceptualizing the 
health conceptions held by professionals (Colombo et al., 2003; Huber et al., 2011; 2016; 
Levesque & Li, 2014) by exploring the health conceptions of frontline professionals in 
care and social welfare. Health conceptions refer to beliefs about health and the aspects 
that may help promote clients’ health (Levesque & Li, 2014). In line with the health con-
ception literature (on clients, medical professionals and other stakeholders), we argue 
that health conceptions consist of different dimensions (Armstrong & Swartzman, 1999; 
Huber et al., 2011; Levesque & Li, 2014; Pachter, 1994).
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What we learn from this research is that in empirical practices, health conception dimen-
sions and their substantiations are often connected. In line with Levesque and Li (2014), 
this means that professionals’ health conceptions affect, for instance, the information 
they pick up, consider important and act upon in interactions with clients and that 
beliefs about health could be adapted by new experiences, such as when providing care.

These findings underline the importance of the competence and behavior health 
definitions and consequently the individual responsibility of clients, which run through 
the analysis as an apparent theme for many respondents. Professionals assume that 
clients should be able to express preferences themselves, to know what they want or 
to take care of themselves. This assumption is even held by most professionals who 
focus on assessment of the client’s social context. Even though an assessment of social 
context may reveal clients’ restrictive circumstances, some respondents argue that cli-
ents are still responsible for their own health. This focus on personal responsibility is 
not surprising in light of public views including the neo-liberal idea that ill health is 
primarily self-inflicted and is dependent on an individual’s unhealthy behaviors, which 
are considered a matter of choice (Berg, Harting, & Stronks, 2021; Galvin, 2002; Hughner 
& Kleine, 2004). As these views are also present in the broader care sector in which our 
respondents work, they may play a role in their work through socialization in both pro-
fessional and organizational settings (Moyson, Raaphorst, Groeneveld, & Van de Walle, 
2018; Weis & Schank, 2002; Zarshenas et al., 2014).

This research makes a threefold contribution to the health conception literature. 
First, as the health conception literature suggests that health conceptions may consist 
of various dimensions, we explored dimensions of health conceptions by inductively 
investigating frontline professionals working with clients with combined problems. 
While positive health describes six dimensions of health, these do not do justice to the 
dimensions we conceptualized, which relate not only to beliefs about health, but also to 
what is expected of clients and other involved stakeholders. The inductive element was 
therefore useful in our analysis to further explore health conception dimensions and 
it may consequently enrich the literature on health conceptions. Second, this study is 
one of the first to examine health conceptions of professionals by involving frontline 
professionals from various professional backgrounds, who are involved in caring for 
clients with combined problems. Involving a diverse sample of respondents was neces-
sary to construct a conceptualization. This conceptualization can be further validated 
by researchers studying larger samples of frontline professionals. They could find, for 
example, how the three dimensions are connected and combined in the actual work 
practices and behaviors of professionals and thus, what their health conceptions look 
like. This is especially relevant as health conceptions shape and are shaped by new 
knowledge and experiences (Levesque & Li, 2014 and others). Third, although health con-
ceptions give insight into ideal practices, professionals stress that they are not always 
able to act upon them because of limited resources and combined health situations of 
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clients. More research is needed into how health conceptions manifest implicitly in 
actual health-promoting practices and through which mechanisms. In working with 
combined problems, health promotion practices may differ along professional and or-
ganizational lines, but may also relate to the tendency to work in an integrated group or 
to the social backgrounds of the clients with whom the professionals work (Baumann, 
1961; George, 2017). This raises questions about how socialization processes may impact 
these frontline professionals’ actual practices, how frontline professionals are able to 
collaborate across borders and how they decide to promote the health of clients with 
varying social backgrounds. Such research is especially relevant in this context in which 
health promotion requires that professionals understand each other and their clients. 
Our analysis of health conceptions thus provides a framework to study and nuance 
health conceptions and their use in care practice.

Furthering the study of professional health conceptions is relevant for the sci-
entific literature, but also for discussions among frontline professionals, managers and 
policymakers on how health is understood and how good health can best be achieved. 
Knowing about and comparing professionals’ health conceptions is important because 
professionals care for vulnerable clients together and misunderstanding may impact 
their abilities to do this. Therefore, we recommend that managers of frontline profes-
sionals in care and social welfare engage in dialogue about health conceptions and their 
use among professionals. Future research should therefore try to understand how front-
line professionals use health conception dimensions in practice. Moreover, further con-
ceptualization would make it possible for frontline professionals and their managers to 
reflect on their own work through the use of these dimensions.

2.6  Limitations

This research has limitations which need reflection. A limitation of this study is that 
it used only the method of semi-structured interviewing. Whereas the rich narratives 
yield insight into the health conception dimensions perceived as important by frontline 
professionals, they are less apt to study frontline professionals’ actual health-promoting 
behavior. This study has provided insight into how health conceptions of frontline pro-
fessionals in care and social welfare can be conceptualized in three dimensions. Future 
studies could complement this effort by conducting participant observations and exper-
iments to study professionals’ behaviors more explicitly. Another limitation is that our 
strategy of snowball sampling does not guarantee representativeness (Johnson, 2014). 
The reason for this is that our initial respondents may have nominated professionals 
they know well or thought would be interested in the topic of health conceptions. How-
ever, this sampling strategy was necessary to recruit respondents matching our specific 
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study focus, namely, professionals who work with clients with combined psychosocial 
problems and who are to some extent working together to care for clients. The goal of 
this research was to conceptualize health conceptions by exploring the health concep-
tion dimensions of various frontline professionals in social welfare and healthcare. 
We aimed for maximal variation in order to form conceptualizations; it was not our 
goal to make generalizable statements about different professional groups. The study’s 
methodological approach allows for theoretical but not empirical generalization across 
contexts (Feldman & Orlikowski, 2011). It is possible that frontline professionals who 
are not working with this specific client group perceive health differently. It is nonethe-
less likely that the findings are relevant for other areas of frontline care work distin-
guished by high levels of complexity and prolonged encounters between professionals 
and clients. These health conceptions may go beyond professionals working with this 
specific client group, especially because our respondents are often more general care 
professionals who also work with clients without combined problems. Comparative 
research is needed to further develop and validate this conceptualization of health by 
frontline professionals. To this end, future research could compare the perception and 
use of health conception dimensions within different care organizations and between 
different types of frontline professions to advance the theory of this field of study. It 
was also beyond the scope of this study to evaluate whether and how the use of different 
health conception dimensions results in better or worse outcomes for clients (Møller, 
2022). These are important questions for future research.

2.7  Conclusions

Drawing on qualitative in-depth interviews among frontline professionals in healthcare 
and social welfare working with clients with psychosocial problems, this research found 
that professional health conceptions can be conceptualized along three dimensions 
that go beyond health definitions such as those studied by others (Huber et al., 2016). 
First, frontline professionals in care and social welfare define health in different ways. 
Second, they aim to interact on the same level as clients to make the relationship equal. 
Third, professionals say to place clients in their broader contexts in order to understand 
what kind of health goals and care are appropriate.

This study also explored the interplay between the different health conception 
dimensions and has shown that frontline professionals in care and social welfare com-
bine health conception dimensions and health definitions when treating clients with 
combined problems.
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Abstract

How frontline professionals in care and social welfare interpret and fulfill their health 
promotion roles is of great importance for the health of the vulnerable clients they 
work with. While the literature on health promotion is limited to describing the roles 
of healthcare professionals, this study examines the health promotion roles held by 
various frontline professionals when working with clients with combined psychosocial 
problems and how this is associated with professional identity. Based on ethnographic 
data from Dutch frontline professionals in social welfare, general healthcare, and mental 
healthcare, this article shows how various frontline professionals promote health by 
reframing and customizing health problems and that this is associated with how they 
identify as pragmatic or holistic professionals.
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3.1  Introduction

Given their position at the frontline of care, how professionals in social welfare, general 
and mental healthcare fulfil their responsibilities is of direct importance to the clients 
they work with (Zacka 2017, Von Greiff, Skogens et al. 2020). The health of the popula-
tion is influenced by social determinants throughout the life course. This implies that 
efforts aimed at promoting health has in recent decades become a collective responsibil-
ity, needing a comprehensive approach involving various sectors and diverse partners, 
rather than being solely the purview of the (mental) healthcare sector (Shields- Zeeman 
2021). It is therefore important to look not only at the health promotion roles, including 
prevention and changing behaviors of individuals with respect to their health, of medi-
cal professionals such as general practitioners (GPs) and practice nurses, but also at the 
roles of other types of professionals (McAvoy 2000, Geense, Van De Glind et al. 2013, 
Kemppainen, Tossavainen et al. 2013). Insight into the different health promotion roles 
of professionals is relevant because this may help them to work together to promote 
the health of vulnerable clients suffering from combined problems.

A professional role embodies the perceived professional tasks and functions that 
are specific to a professional group. The role that professionals play, or what profession-
als value and how they behave, is shaped by the ways in which they are socialized in 
different professional contexts (Weis and Schank 2002, Møller 2021). We are aware of 
the literature on professional logics (Abbott 2014, Cecchini and Harrits 2022), but in this 
paper, we adopt the approach of examining professional identity. Professional sociali-
zation is a process of learning, interacting, developing and adapting (Dinmohammadi, 
Peyrovi et al. 2013), and contributes to the formation of identity. Identity is someone’s 
self-definition, which answers the question “Who am I?” or “Who are we?” (Ashforth and 
Schinoff 2016). In turn, professional identity is defined as ‘the attributes, values, knowl-
edge, beliefs and skills shared with others within a professional group’ (Adams, Hean 
et al. 2006). As such, we expect that professional identity, or subjective self-conceptu-
alization associated with the work role (Adams, Hean et al. 2006), shapes professionals’ 
health promotion roles (Agresta 2004).

Our research question is therefore as follows: What kind of health promotion 
roles do professionals in healthcare, mental healthcare and social welfare have, and 
how are these shaped by their professional identity? This question will be answered 
through an ethnographic study of various frontline professionals in social welfare, 
mental healthcare, and general healthcare who work in health promotion with clients 
who have psychosocial problems.

This study contributes to the professional health promotion literature in two 
ways. First, earlier health promotion studies focus on medical professionals such as GPs 
and nurses (a.o. Geense, Van De Glind et al. 2013). Our research includes various types 
of frontline professionals, in mental healthcare and social welfare, but also in general 
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healthcare, all of whom are involved with clients with psychosocial problems. Second, 
while empirical studies on health promotion have offered descriptions of different pro-
fessional health promotion roles (e.g. Geense, Van De Glind et al. 2013), these are only 
described as tasks. In this research, we offer a conceptualization of health promotion 
roles and how these are shaped by professional identity. As professional roles devel-
op within specific professional contexts and workplaces with distinct sets of values, 
knowledge, and skills (Barnhoorn, Nierkens et al. 2022), we examined the professional 
embeddedness of health promotion roles. Understanding how health promotion roles 
are shaped by professional identity is furthermore relevant for discussions among pro-
fessionals, managers, and policy makers on how to ensure quality and continuity in care. 
To this end, we studied professionals over a longer period of time to examine how and 
why professionals take on health promotion roles.

In the following sections we will present our theoretical framework delineating 
the core concepts of this study, after which we will describe our ethnographic meth-
odology and research context. We will then present our findings and conclude with 
theoretical and practical implications.

3.2  Theoretical framework

Professional health promotion roles

Health promotion is a community-based and collaborative practice based on social 
and health policies (Baisch 2009), which includes prevention and behavioral change 
(Kemppainen, Tossavainen et al. 2013) with the aim of giving people control over their 
own lives (Labonte 1994). It is also seen as preventing or minimizing risks or risky be-
havior (Cecchini 2021) pertaining to the health risks of clients construed as high risk, 
while professionals working in health and social welfare are seen as “risk-minimizing 
agents” (Cecchini 2018). In line with this, professional health promotion is regarded as 
promoting clients’ action competences to minimize risk (ibid.). A professional role is 
understood as the perceived professional tasks and functions that are characteristic 
of a professional group (Agresta 2004). In our study, health promotion roles are under-
stood as how professionals perform their role in relation to the client through different 
activities, responsibilities and tasks that are performed aimed at improving the health 
of clients (Tannahill 1985, Geense, Van De Glind et al. 2013).

Professional health promotion roles have been studied for medical professionals 
such as GPs (McAvoy, Kaner et al. 1999, Geense, Van De Glind et al. 2013), and nurses 
(see McAvoy, Kaner et al. 1999, McKinlay, Plumridge et al. 2005, Geense, Van De Glind 
et al. 2013, Kemppainen, Tossavainen et al. 2013), with studies exploring professionals’ 
perceived approaches and attitudes towards health promotion without observing their 
actual roles. Their health promotion tasks (that together make up a role) range from 
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making an enquiry about a client’s lifestyle, prevention, providing information, advis-
ing, referring, and actively screening for a disease (McAvoy, Kaner et al. 1999, McKinlay, 
Plumridge et al. 2005, Geense, Van De Glind et al. 2013) to modifying behaviors (Brotons, 
Björkelund et al. 2005). Existing literature on professional health promotion roles is 
highly descriptive in character and lacks analytical precision. Based on an analysis of this 
literature, we found that health promotion roles differ on three dimensions related to the 
type of involvement, perceived abilities, and perceived importance in health promotion.

Type of involvement

The literature shows that health promotion consists of several types of involvement, 
namely, working reactively and working proactively. Reactive involvement means that 
professionals respond to clients’ clearly expressed or specific symptom or problem 
(McAvoy 2000, Kemppainen, Tossavainen et al. 2013). As such, during illness visits or 
conversations regarding specific symptoms, professionals educate or advise their clients 
about behavior, lifestyle or possible risks (McAvoy, Kaner et al. 1999). Reactive health 
promotion among nurses is focused on risk-specific practices related to disease in favor 
of behavioral, disease-focused, lifestyle-oriented determinants of health. Such strategies 
may fail to incorporate broader societal dimensions of health promotion (Runciman, 
Watson et al. 2006, Whitehead 2006, Casey 2007). Proactive involvement is concerned 
with assessing risks and counseling, for example during routine check-ups (McAvoy, 
Kaner et al. 1999, Kemppainen, Tossavainen et al. 2013). In proactive involvement, pro-
fessionals aim to work as teachers to educate their patients (McAvoy, Kaner et al. 1999). 
The main difference with reactive is that in proactive involvement, it is not necessary 
for clients to have any worrying symptoms to react on.

Perceived abilities

Perceived abilities in health promotion hold that professionals relate to their abilities 
and responsibilities in health promotion. On the one hand, professionals feel that health 
promotion is part of their job and they are able, skilled, or responsible to help clients to 
stay or become healthy. Professional knowledge about health promotion activities helps 
to make them feel that they are able and/or responsible. On the other hand, profession-
als may feel that they are unable, unskilled and/or irresponsible for health promotion 
(Geense, Van De Glind et al. 2013). As Geense and colleagues (2013) mention, unable 
professionals could ignore health promotion activities, because it is up to other stake-
holders to take responsibility. Moreover, some professionals only feel able to promote 
health when they can do so in collaboration with other stakeholders. For example, by 
confirming or supporting the plans made between the client and a colleague (ibid.), 
or by empowering individuals or communities (Kemppainen, Tossavainen et al. 2013).
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Perceived importance

Perceived importance in health promotion means that professionals relate to whether 
health promotion is a worthwhile part of their job. Professionals may emphasize health 
promotion as a key component of their work (McAvoy 2000). They are motivated or will-
ing to promote health, which can be shown by offering support to other professionals 
working on health promotion. Professionals may also be skeptical about health promo-
tion and its results and effects (Geense, Van De Glind et al. 2013), because they expect 
it will not make a difference. For example, while they try to motivate clients as much as 
they can, they may, due to low expectations, not refer them to other professionals that 
could further help (ibid.).

Professional identity

Drawing on identity theory, the individual’s sense of self consists of a personal identity 
with characteristic attributes such as gender or age and a social identity including cate-
gories of people that may include nationality or a team member. A person is therefore a 
unique individual and socially they are part of a group (Ashforth 2000). Individuals give 
meaning to their identity through interaction with others (Weick 1995). Identity is thus 
a relational concept and is formed, among other things, through comparison (Ashforth, 
Harrison et al. 2008). Identity construction is the process through which actors come to 
define who they are, and identification is the extent to which one internalizes an identity 
as a — partial — self-definition (Ashforth and Schinoff 2016). Professional identities are 
often robust due to clear standards (Ashforth and Schinoff 2016). For example, a profes-
sional category such as doctor becomes meaningful in relation to other professionals in 
the category of social worker or bureaucrat (Ashforth 2000). Such well-defined groups 
tend to be exclusive, concrete, and context specific with clear goals, norms, member in-
terdependencies, and interactions between them (ibid., Ashforth 2000, Adams, Hean et 
al. 2006, Pratt, Rockmann et al. 2006). Professional identity is constructed in interaction 
with others as it relates to ‘how people compare and differentiate themselves from other 
professional groups’ (Adams, Hean et al. 2006: p. 56). Professional groups may possess 
various professional identities (Brown and Humphreys 2006, McDonald, Harrison et al. 
2008). Based on this literature we expect that professional identities often align with 
professional groups, but how they do so must be empirically studied.

In this study, a professional identity refers to an individual’s self-definition as a 
member of a profession (Ibarra 1999, Adams, Hean et al. 2006, Chreim, Williams et al. 
2007), and it includes how one interprets one’s professional goals, values, beliefs, norms, 
and interaction styles (Burke and Stets 2009). Every action, speech, or thought we engage 
in can be a manifestation of how we define ourselves as professionals (Alvesson, Lee 
Ashcraft et al. 2008), and how we behave in practice with others can give rise to profes-
sional identity (Weick 1996, Chreim, Williams et al. 2007, Touati, Rodríguez et al. 2019). 
Moreover, individuals assign different meanings to their identity, and professionals can 
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have multiple identities (Ashforth, Harrison et al. 2008, Ashforth and Schinoff 2016), 
depending on the context and their multiple professional roles (Mak, Hunt et al. 2022). 
We acknowledge that connections exist between professional identities and other iden-
tities, though we do not discuss them in this paper.

Literature on identity of professionals involved in health promotion shows dis-
tinct professional identities for various types of professionals. GPs are said to include 
patient-centeredness, conceiving of the patient as a whole person and being an active 
participant in a relationship of equals, which might encompass delivering personalized 
healthcare (McDonald, Harrison et al. 2008). Compared to GPs’ strong professional iden-
tities, social welfare professionals’ identities have been exposed to ambivalence towards 
recognition of their occupations enabled by New Public Management (NPM) and gen-
dered presumptions emerging as factors in undermining the stability of professions in 
social welfare (Healy 2009). Especially in interprofessional settings, their professional 
identity is unstable, thereby challenging their health promotion contributions (Bark, 
Dixon et al. 2023). Professionals in mental healthcare prefer dialogical approaches for 
embracing their sameness with clients, which is seen both as an opportunity to connect 
deeply as well as a risk of exposing the limitations of professional expertise in health 
promotion (Schubert, Rhodes et al. 2021).

Based on identity literature, we expect that professional identity is central to 
how professionals interpret and play their roles in health promotion (i.e. Weick 1996, 
Weis and Schank 2002, Chreim, Williams et al. 2007, Touati, Rodríguez et al. 2019, 
Møller 2021). The professionals in our sample comprise a heterogenous social group 
when looking at their educational background, work tasks, terms of employment and 
income (Bourdieu 1984, Ilsvard and Møller 2015). Theoretically, we therefore assume 
that professionals with different professional backgrounds identify differently and 
consequently promote health differently.

3.3  Methodology

Research setting

The study was conducted with frontline professionals in social welfare, and general and 
mental healthcare in the Dutch city of The Hague with a population of approximate-
ly 500,000 people. In this city, psychosocial problems are disproportionally common, 
particularly among low-income residents (Haaglanden 2021). A Dutch Health Policy 
Document addresses health issues from a comprehensive standpoint, transcending 
domains, embracing the ‘Health in All Policies’ approach. Both the national and local 
governments collaborate over an extended period, prioritizing prevention and well-being 
(Shields- Zeeman 2021). In line with these developments, The Hague municipal health 
service and the municipality work with local partners towards ambitions in health 
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promotion concerning stimulants and health and mental resilience and psychological 
health (Den Haag, 2020, Milieu, 2020). In this action program, several types of frontline 
professionals are asked to work with many stakeholders to care for the population. The 
program suggest that a local approach is useful and that frontline professionals have 
broad health views and knowledge, and that they exhibit creativity and entrepreneur-
ship (Den Haag, 2020, p. 3, 4). Hence, this setting in which much is asked of several types 
of frontline professionals concerning health promotion is well suited for empirically 
studying professional health promotion roles.

Research strategy and data collection

This research is ethnographic, which means that it is a study about a group of people and 
their lifestyle studied in their natural environment (Ybema and Kamsteeg 2009, Cecchini 
2018). The goal of this study is to uncover how frontline professionals perceive and act 
on health promotion roles and professional identity. With an ethnographic strategy we 
can observe these professionals’ behavior (Geertz 1974, Cecchini 2018), which is neces-
sary to gain insight into how professionals give substance to their role.

This study uses abductive logic, which combines deductive and inductive rea-
soning in an iterative process. It moves back and forth between theory and empirical 
observations (Schwartz-Shea and Yanow 2013, Meyer and Ward 2014). In this study, 
abduction starts with an empirical question about professional identity theory and leads 
to expectations about health promotion roles. Moreover, abduction involves describing 
and understanding the world from the respondents’ perspective and then deriving a 
scientific explanation (Meyer and Ward 2014).

Respondents are frontline professionals in social welfare, and mental and general 
healthcare working with clients with psychosocial problems in The Hague. Theoretically, 
this selection is relevant to study because these professionals are said to work togeth-
er in an interprofessional setting and their health promotion roles may complement, 
conflict or overlap. These professionals were chosen, because they are all encouraged to 
engage in health promotion in their work through the ‘health in all policies’ approach 
(Shields- Zeeman 2021). All respondents handle many cases per day, resulting in a consid-
erable number of observed interactions. All fieldwork was conducted by the lead author. 
This study aimed to gather in-depth and context specific insight into frontline profes-
sionals in care and social welfare. We used a sample consisting of six main respondents 
working in three organizations: two GPs, two professionals in social welfare and two 
mental healthcare professionals to ensure valuable insights into the complexities and 
nuances of professional identities and professional roles in health promotion in their 
specific organizational settings (Møller 2018). We studied them intensively in interaction 
with their colleagues and stakeholders. All professionals have been performing frontline 
work for many years (see appendix B1). We studied frontline professionals at work with 
clients where the professional identified or suspected combined problems (i.e., problems 
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for which professional help traverses professional fields). Our aim was not to generalize 
to a wider population of frontline professionals, but to gain an in-depth understanding 
of how professional identity shapes their health promotion roles.

	 The lead author gained access to these professionals by using their network 
built up during earlier research. Potential respondents or their supervisors were emailed 
requesting discussing participation in this research. The professionals were eager to 
learn from reflecting on their work and welcomed us openly.

The lead author conducted ethnographic fieldwork including participant ob-
servation, informal conversations, and semi-structured interviews to gain insight into 
respondents’ health promotion roles and professional identities. Fieldwork allowed 
the researcher to be present at the professionals’ work location and observe the phe-
nomena of interest where they unfold (Spradley 2016). While perceptions about health 
promotion roles have been grasped by interviews before (Geense, Van De Glind et al. 
2013), how roles are practiced can be tacit and hard to articulate. Roles are therefore 
best observed over a longer period of time in their natural setting (Walshe, Ewing et 
al. 2012, Zahle 2012). The lead author conducted two rounds of observations during 
which the operationalized health promotion roles (see section 2.1 and appendix B2) as 
well as our definitions of health promotion roles and professional identity were used 
as sensitizing concepts.

During observations, interest was taken in how professionals behave in 
health-promoting consultations with clients and how they reflect on their behavior. 
During informal conversations and interviews, follow-up questions were asked that 
give insight into how professionals identify, what they value and how they interpret 
their interaction styles. During the fieldwork, the researcher was able to talk with the 
main respondents’ colleagues and others involved in the care process. Before starting 
each round of data generation, the observation guide and conversation scheme based on 
sensitizing concepts were updated (see appendix B1 and appendix B4) to plan and steer 
the process, while still allowing for inductive findings and adjustments. The observations 
and interviews were conducted between January 2022 and January 2023 at the work 
location of the respondents (i.e., consulting rooms, house visits, team rooms). Field notes 
were taken during the observations and were written out in detailed reflections after or 
in between observations (i.e., when professionals did administrative work). Later, field 
notes were re-written digitally by filling in the gaps of the first descriptions (Spradley 
2016). Semi-structured interviews were audiotape-recorded and transcribed verbatim. 
All data were imported into ATLAS.ti version 9 for further analysis. All respondents 
gave informed consent. This study was registered and approved by the medical Ethics 
Committee of Leiden, The Hague and Delft (N20.158).

The role of participant observer was taken with varying degrees of participa-
tion. This means that sometimes the researcher would be more participative, for example 
by joining in the conversation during lunch. At other times, the context would allow for 
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a more distant position, such as during a client consultation. This means that the re-
searcher had to be flexible and act in accordance with signals given by the respondents. 
The researcher is thereby an instrument of data generation and data analysis (Bernard 
2017). The researcher spent a considerable amount of time in the field (34 days or 150 
hours, appendix B3) with the goal of decreasing the reactivity of those observed to 
the presence of the researcher (ibid.), and the researcher wrote reflections about their 
positioning in the field.

Analysis

The lead author first developed stories for each respondent based on the health promo-
tion roles observed during fieldwork. A story consists of excerpts of field notes taken on 
health promotion during one consultation between a client and a professional, some-
times these are accompanied by respondents’ reflections.

After open coding and discussions with the second author, the lead author fur-
ther specified the initial themes that were close to the empirical data. During more 
focused coding, the first author explicitly looked for health promotion roles and profes-
sional identities. During the abductive thematic analysis (Braun and Clarke 2006) the 
authors confronted the initial findings with the definitions of health promotion roles, 
and professional identity and used them as sensitizing concepts. The authors then built 
a typology. By taking an overarching view, constant comparison (Schwartz-Shea and 
Yanow 2013) between and within professional groups has been central in our analysis. 
The lead author used conversations with the main respondents and their colleagues 
to member check and search for alternative explanations. The respondents reacted to 
what the author observed and triangulation took place by comparing observational and 
conversational data (Schwartz-Shea and Yanow).

The final result shows two types of health promotion roles and two types of pro-
fessional identities. The authors disentangled professional identities and professional 
roles in order to study the mechanisms between them. Our code table (appendix B5, on 
personas) gives insight into how respondents from various professional groups differ 
in their professional identities and how they fulfill their health promotion roles.

The next section outlines the main types of professional identity and professional 
roles in health promotion. Examples are based on the empirical data, with references 
made to the theoretical framework in italics.
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3.4  Findings

Health promotion roles

Role 1: reframing health promotion

In general, in the health promotion role of reframing a client’s care needs professionals 
are observed to reframe clients’ needs into something specific which they can work 
with by setting boundaries. Even though the respondent may observe the complexity 
of the problem, they demarcate the problem into a specific aspect which is prioritized. 
Ultimately, health promotion may be focused on problems for which clients did not 
plan an appointment or ask for help with, and it remains unclear whether clients see 
the prioritized aspect as a problem. In this role we see that when professionals do not 
necessarily react to the worries as presented by the client, they are mostly involved pro-
actively. However, these professionals work reactively with problems that they observe 
themselves. Moreover, when reframing, professionals have in common that they find it 
important to act in a health-promoting way and that they experience the ability to pro-
mote health when a problem is close to their professional expertise. When professionals 
are aware of the broader problems presented by the client, they may not go into aspects 
of these problems right away and/ or they may refer clients to another professional, as 
is shown in the empirical examples below.

‘Then back to contraception, it would be very problematic for you to get 
pregnant again (respondent A, GP).’ 

Before the client comes in, the respondent explains that the client did 
not want to tell the assistant why they are here today. However, the re-
spondent knows that the client had an unwanted pregnancy and an abor-
tion a while ago. Respondent: ‘What can I do for you?’ Client: ‘I’m angry 
and lonely and it cannot go on like this. It is very private, but I came here 
anyway. I’m so tired and I cannot sleep. Do you see these bags under my 
eyes? I have a problem.’ Respondent: ‘Do you want to tell us about your 
problem?’ Client: ‘Yes, I’m renting this house together with a friend (…). But 
she left and I have to pay our rent. Now sometimes I do not have enough 
money to feed my child. I do not know what to do. My kids suffer from it, 
they are not doing well at school. (…) It hurts that I cannot take good care 
of them.’ Respondent: ‘I understand that you don’t feel good and that is 
not a good situation for your children. (…) Stress all day, they also feel that. 
And I heard you had an abortion recently? Do you now use contraception?’ 
Client: ‘Yes, but no….’ Respondent: ‘We could talk more about this later. How 
can I help you now?’ The client stresses that her financial situation is very 
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important for her, as is the urgency of cheaper housing. The respondent 
explains that a colleague, a practice nurse, has more time to help her with 
that. ‘She knows about different money streams, because you know that 
medicines will not help in this case.’ The client nods understanding. ‘Then 
back to contraception, it would be very problematic for you to get preg-
nant again.’ The respondent proposes a coil as the best option and asks 
if the client wants to think about it at home. After the consultation, the 
respondent told me that the client is ‘at high risk of unwanted pregnancy’, 
which could increase her problems.

In this example, respondent A reframes social and financial problems as expressed by 
the client into a lifestyle or contraception problem. Therefore, this respondent decides 
to proactively take the lead in the conversation by focusing on contraception. Contra-
ception is something medical which he is able to fix and it is close to his professional 
expertise. Fixing this is important because it could, in the respondent’s opinion, prevent 
more problems from developing.

Professionals performing a reframing health promotion role seem to understand 
the complexity and broadness of the problems presented by clients, but they do not feel 
able or motivated to help with problems beyond their expertise.

Role 2: customized health promotion

Customized health promotion happens in close relationship with the client and their 
environment. In this role, the client is given the opportunity to take the lead and the 
responsibility in expressing the problems. As such, we see that in this role professionals 
tend to work reactively since they react to the very problems that are expressed by cli-
ents. However, professionals could still be proactive, when they propose solutions and 
try to educate patients. A central aspect of customized health promotion is that profes-
sionals ask in-depth follow-up questions because they find it important to listen and to 
avoid steering away from what clients express as important. Professionals are able to 
be responsive by crossing professional boundaries. In short, client autonomy is central 
and professionals follow the clients’ needs and solutions (responent E, social worker).

‘I work differently with every client (respondent D, mental health worker).’ 

Respondent D brought an SOS tracker for the client, who seems pleased 
with it. With this, the client can call the mental healthcare emergency 
line when needed. The professional and client test the device together. 
A burden seems to fall off the client. Respondent to client’s partner: ‘Do 
you want to have a look?’ Last week the partner messaged that the client 
was not doing well. ‘He heard voices and saw delusions, but now he is a 
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bit calmer. When she [client’s partner] messages, then something is really 
wrong.’ By using a color system, the professional discusses with the client 
how he feels and how they can try to prevent him from feeling that bad 
again. Before we leave, the respondent asks the partner how she thinks 
he’s doing. After the house visit, the respondent explains that they work 
very differently with every client. ‘With this man I was childish, which is 
what he needs for his fears.’

The above example of customized health promotion is exemplary of respondents who 
find it important to react to client preferences by listening closely, by collaborating with 
other involved professionals and in teamwork with the client environment. Profession-
als are able to take the care question seriously by taking time to figure out together 
with the client environment what else may play a role and how to prevent future crises.

Additional health promotion role dimensions

Our analysis provides reason to distinguish additional dimensions in health promotion 
roles alongside the three dimensions operationalized based on existing literature. Profes-
sional health promotion roles differ based on the following dimensions: 1) dealing with 
complexity, 2) patient versus professional autonomy, and 3) involving client context in 
health promotion. First, in reframing, professionals clearly demarcate problems, while 
in customized health promotion the complexity of problems is embraced. Second, in 
reframing, professionals take the lead in deciding which problems are most appropri-
ate to solve, while in customized health promotion professionals encourage clients to 
determine the direction of health promotion. Third, in customized health promotion 
involvement of the client context is more clearly observed.

Professional identity

Professional identity 1: the pragmatic professional

Pragmatic professionals are professionals who see themselves as a fixers, who like to 
see impact of their work and who value setting boundaries around what they can and 
cannot do for a patient. Moreover, they value that they can do their job in ways they 
prefer, possibly by involving other professionals with different expertise. Additionally, 
these professionals respect clients’ solutions, but they also want clients to know about 
and to respect their professional suggestions.

‘[I have] a focus on more pragmatic, hands-on work (Respondent A, GP).’

‘I think I am an all-round general practitioner, with a focus on more prag-
matic, hands-on work. […] I am relatively more inclined to do things and 
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less to have long conversations. […] Which means that I often do the more 
urgent care like injections and treatments and I think I’m also stronger in 
the musculoskeletal system. […] I like extreme medical cases. So, I can relish 
someone who’s living in a dirty house with rats and pus coming out of 
their ankle. There may be some general practitioners who think, ‘Yuck, do 
I have to go there?’. But there is often relatively a lot to do there, so there’s 
a relatively high impact of what you do.’

This story is exemplary of pragmatic professionals, who value doing the type of work that 
they are trained for. They believe that they can reach their goal of making great impact.

Respondents with a pragmatic professional identity mainly use reframing health 
promotion roles and the data shows how this identity and this role interact. Respond-
ents perform the reframing role as follows: first, by fixing something that they un-
derstand and that is manageable and preferably close to their professional strength. 
Second, by setting clear boundaries regarding what is and what isn’t their responsibility 
and professional scope. Aspects of the pragmatic professional identity, such as a drive 
to solve problems by using their professional expertise, are mobilized in taking up a 
reframing role. Respondents with a pragmatic professional identity sometimes use cus-
tomized health promotion roles. This happens when their professional knowledge seems 
insufficient to understand the problem.

The pragmatic professional idenity transcends the professions, and it occurs with 
professionals in social welfare and in general practice (see appendix E for more examples 
of health promotion roles from our data).

Professional identity 2: the holistic professional

A holistic professional is someone who is involved, listens, and is motivated to take 
(extra) time and to extend the boundaries of their profession when this helps them to 
better help the client, especially those with combined problems. Therefore, this profes-
sional appreciates the collaborative aspect with the client on how to approach health 
promotion.

‘much nicer [is] that someone is at your bedside who just cares about you   
(Respondent F, mental healthcare) ’

 ‘What I find most important in my work is helping people who have a 
difficult life and that there is care and attention for them, also for people 
who may fall outside […] of what we think you should be as a citizen. […] 
I think that I would also want that when I would need care, that I would 
have a connection with [the caregiver]. I think that I would like to have a 
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capable doctor, who knows what is technically the problem, but actually 
much nicer, that someone is at your bedside who just cares about you. I 
think that is worth a lot and if you find a balance in that, then I think you 
are the best care provider.’

This story is exemplary of holistic professionals, who value being loyal caregivers with 
a present attitude towards their clients. Their goal is to be their authentic self, while 
being responsive in their interactions with clients.

Respondents with holistic professional identities perform the customized health 
promotion role as follows: 1. They emphasize that their solution does not necessarily 
have to align with the client’s solution. 2. They prioritize being accessible to clients and 
work with tailored treatment rather then focused solely on diagnosis. 3. They stress 
that boundaries can be complicated and that they sometimes go beyond what their 
role requires. For instance, respondent B (GP) enjoys that she now spends ‘more time 
with clients that need it’, she even holds longer conversations herselves, while other 
GPs usually delegate these to a practice assistant. Aspects of the holistic professional 
identity, namely taking time, being accessible, being flexible in how one approaches the 
task and being willing to shed boundaries, align with how these professionals play the 
customized health promotion role.

The holistic professional identity also transcends professions, as it occurs with 
professionals in social welfare, general practice, and mental healthcare (see appendix 
B5 for more examples of professional identities from our data).

Two respondents with a holistic professional identity (respondent C and E, social 
workers) have scattered professional identities, which means that they identify as both 
holistic and pragmatic and that their professional identities are not very strong. This 
observation seems to results in the takeup of both professional roles (see appendix E 
for examples of professional identities and health promotion roles).

3.5  Discussion and conclusion

Discussion

This research makes a threefold contribution to the health promotion literature. First, 
health promotion scholars do not acknowledge how professional identity shapes health 
promotion roles (Geense, Van De Glind et al. 2013). What we learn from our research is 
that the health promotion roles of various professionals are more layered than descrip-
tions of attitudes towards tasks, but that the actual roles performed relate to how one 
identifies as a professional, what one values and how one interprets one’s interaction 
styles. Insight into professional roles and professional identity brings the literature a 
step further in understanding why frontline professionals promote health of clients 
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in certain ways. Moreover, in line with identity literature (Weick 1995, Ashforth 2000, 
Ashforth, Harrison et al. 2008), identity is a relational concept which is formed by pro-
moting health with clients and other professionals. When and why various aspects are 
prioritized in health promotion in interaction with clients and other stakeholders are 
issues for future research.

Second, this research gives insight into the health promotion roles of various pro-
fessionals instead of just those with medical backgrounds. This is relevant considering 
various frontline professionals collaborate to solve combined problems. Our findings 
indicate that both health promotion roles and professional identities transcend pro-
fessional groups. This means that professional background does not determine one’s 
professional identity and health promotion role. This finding suggests that when col-
laborating across professions, professionals should potentially not be hindered by their 
different backgrounds. However, how these professionals are able to work together 
across professions goes beyond the scope of this research. Notwithstanding these find-
ings, professional identity aligns with health promotion roles and some aspects of the 
professional background seem to play out in health promotion. First, consistent take-up 
of health promotion roles of professionals in social welfare seems to be challenged by 
their scattered professional identities emerging from factors such as NPM and gendered 
presumptions (Healy 2009). Second, professional identities of professionals in mental 
healthcare align with their historical nature to focus on an authentic connection with 
the client (Schubert, Rhodes et al. 2021). Third, GPs, who are highly professionalized and 
are generally focused on the whole person, seem to have strong professional identities 
(McDonald, Harrison et al. 2008), which plays out in clear adoption of health promotion 
roles. Additionally, in line with the literature on holistic general practitioners, general 
practitioners are holistic by nature. Holistic general practitioners focus on conventional 
methods when this is deemed more practical, for instance when they interpret that the 
situation, such as a life-threatening situation, requires them to do so (Raaphorst and 
Houtman 2016).

Third, based on our findings, we argue that health promotion roles can be concep-
tualized in more abstract ways than suggested in earlier research. Besides descriptions 
of tasks, health promotion roles in earlier literature differ based on the dimensions: 
type of involvement, perceived abilities and perceived importance of health promotion. 
The types of health promotion roles in our study, however, differ based on how profes-
sionals manage complexity, client autonomy and how they involve the client context 
in health promotion. These empirical findings resonate with broader developments in 
healthcare from reactive to proactive care, from cure to care and from disease-centered 
to patient-centered care as described for GPs (De Valck, Bensing et al. 2001, Waldman 
and Terzic 2019).

Health promotion roles pose several risks and advantages for clients and pro-
fessionals. First, reframing health promotion is risky when working with a problem 
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that a client does not see as a problem. This could mean that clients do not feel taken 
seriously, which could negatively impact the client-professional relationship and lead 
to unmet health needs of vulnerable clients (Salmon, Dowrick et al. 2004). A potential 
advantage of reframing health promotion is that professionals who work in line with 
their professional expertise and skills are able to help clients. This could be valuable for 
clients and it could motivate professionals to solve clients’ problems. Second, a risk of 
power-sharing related to customized health promotion is that professionals put much 
trust in client autonomy, while not every client may be able to communicate their needs, 
and thus to take this responsibility. However, an advantage could be that clients feel 
heard, valued or even empowered and that they are helped in ways that align with 
their needs. Clients may experience empowerment to help themselves better. As such, 
our findings on the dimension of patient versus professional autonomy are in line with 
Larsen and Cecchini’s (2023) argument that professionals in healthcare need to be able 
to play dual roles, acting as traditional knowledge authority and also connecting on 
equal terms with clients’ views.

Limitations

This research has limitations which need reflection. The goal of this research was to 
describe how professional identity shapes the health promotion roles of various pro-
fessionals in social welfare, in mental and general healthcare. We aimed for a diverse 
sample with various professional backgrounds to unravel how professional identity, 
possibly triggered by professional background, shapes health promotion roles. The 
study’s methodological approach allows for theoretical rather than empirical gener-
alization (Feldman and Orlikowski 2011). To gain insight into possible patterns within 
and between the different professional groups, larger-scale research is recommend-
ed. Moreover, notwithstanding the strategy of snowball sampling does not guarantee 
representativeness (Johnson 2014), this strategy was necessary to recruit respondents 
matching our theoretical selection: frontline professionals who work with clients with 
psychosocial problems. Thereafter, in the decision to use a specific health promotion role, 
other – contextual-factors may also play a role. Therefore, how health promotion roles 
are linked to personal identity, interprofessional collaboration and power sharing with 
clients, should be further studied. Finally, future research should explore how clients 
experience health promotion.

Conclusion

We have researched how professional identity shapes the health promotion roles of var-
ious professionals through an ethnographic study of frontline professionals promoting 
the health of clients with combined problems. This study contributes to the existing 
literature by describing professional identities and how they relate to practiced health 
promotion roles. Our expectation was that professionals with different professional 
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backgrounds would identify differently and would therefore have different health pro-
motion roles. Instead, we found that professionals’ health promotion practices are relat-
ed to professional identities, which transcend professional backgrounds. Specifically, our 
findings indicate that frontline professionals in social welfare, general healthcare and 
mental healthcare promote health according to two roles: reframing health promotion 
and customized health promotion and that they identify as pragmatic and as holistic 
professionals. Even though the pragmatic professional identity is predominantly ob-
served in professionals utilizing the reframing role and the holistic professional identity 
is prevalent among those engaged in customized health promotion, this relationship 
is not deterministic.
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Abstract

In caring for clients with combined problems, various professionals are encouraged to 
work together in new ways. Collaboration is often fluid, and professionals are expected 
to seek other professionals and organizations to solve combined problems. This type 
of collaboration is not institutionalized; it may therefore be hard to develop routines 
compared to fixed teams. Knowledge about how frontline professionals work together 
in non-institutionalized forms of fluid collaboration is lacking. This article addresses 
this gap by studying how professionals from various disciplines work together in fluid 
collaborative contexts when caring for clients with combined problems. To this end, this 
empirical research has an iterative design and uses ethnographic fieldwork in studying 
these hard-to-grasp contexts. In the analysis, we explore whether and how interprofes-
sional collaboration manifests in fluid teams in general practice, mental healthcare and 
social welfare a Dutch city and how team fluidity plays a role.
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4.1  Introduction

When providing care for clients whose problems cross domains, and due to the growing 
complexity of problems in today’s context more generally, professionals from various 
disciplines are increasingly collaborating to achieve their goals (Edmondson & Harvey, 
2018). This trend is on the rise as diverse groups, from various functions, organiza-
tions, and sectors unite to address combined challenges in rapidly changing configura-
tions (Kerrissey et al., 2020). The added value of interprofessional collaboration is now 
widely recognized and a significant amount of research has been conducted on this 
topic (Petrakou, 2009; Schot et al., 2020; Wei et al., 2022). Regardless of the value of this 
research, it primarily pertains to fixed teams. Traditional or fixed teams have binary team 
membership, based on either belonging or not belonging to a team with clear bounda-
ries (Mortensen & Haas, 2018), meaning that their membership is stable. However, the 
composition of teams is often subject to change (Kerrissey et al., 2020), meaning that 
cross-boundary collaborative work is characterized by variation and constant change 
over time (Dow et al., 2017; Morgan et al., 2015; Schot et al., 2020). Moreover, the nature of 
the issues they work with leads professionals to work interdependently, because it may 
be unclear who may be required and at what point they may be needed to do the work 
(Kerrissey, 2018). This paper focuses on interprofessional collaboration in psychosocial 
care which is often characterized by such team fluidity.

Following Kerrissey and Satterstrom (2020), team fluidity means that teams have 
a high degree of change and difference in terms of membership. Understanding team 
fluidity in healthcare is important because it may give insight into how care is changing 
from fixed to fluid teams, which can aid in fostering improved interprofessional collab-
oration among professionals (Wei et al., 2022). This paper therefore explores how team 
fluidity plays a role in interprofessional collaboration in care. The research question is as 
follows: What does interprofessional collaboration look like in a fluid team context? To 
answer this question, an ethnographic research design was used. We selected teams that 
are characterized by fluidity and thus in which frontline professionals have to interact 
and coordinate their work with other professionals with varying forms of membership 
and differences between members. The methods used are participant observations and 
interviews and the respondents are frontline professionals from social welfare and 
general and mental healthcare. These professionals all work with clients with combined 
psychosocial problems. This context enables us to answer this research question, because 
these respondents by definition have to collaborate across professional and organiza-
tional boundaries to care for their clients.

This study contributes to the existing scholarship in two ways. First, literature on 
interprofessional collaboration in care does not address team fluidity (Schot et al., 2020; 
Williamson et al., 2012; Xyrichis & Lowton, 2008), while fluid teams exhibit distinct charac-
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teristics that may play a role in how interprofessional collaboration takes shape (Bagayo-
go et al., 2016; Dow et al., 2017; Schot et al., 2020). Our research therefore contributes to the 
knowledge base on interprofessional collaboration in care as we explore how behaviors in 
interprofessional collaboration are potentially shaped by team fluidity, using the analyti-
cal framework as developed by Kerrissey et al. (2020) and Edmondson and Harvey (2018).

Second, while literature on teamwork in management science takes a solid initial 
step in conceptualizing and empirically studying fluid teams (Kerrissey et al., 2020), it 
predominantly relies on data about hospitals (e.g. Valentine & Edmondson, 2015) and ad 
hoc disaster response teams (Rashid et al., 2013). Our study contributes by examining 
how team fluidity plays a role in the context of frontline professionals in psychosocial 
care. This is relevant because, while in hospitals, professionals work in fluid teams for 
delineated tasks such specific operations with fluid personnel (Kerrissey et al., 2020; 
Rashid et al., 2013; Valentine & Edmondson, 2015), in psychosocial care, frontline pro-
fessionals structurally work in fluid teams.

In what follows, this article conceptualizes team fluidity and interprofessional 
collaboration, by relying on literature on team fluidity in management sciences and 
interprofessional collaboration in care, it describes the study context, and the study 
design, before presenting and discussing the empirical findings.

4.2  Conceptualizing team fluidity and interprofessional collaboration

In this analytical framework, we draw a connection between team fluidity and behaviors 
in interprofessional care.

Team fluidity

This paper addresses team fluidity based on its characteristics outlined by Kerrissey 
(2018), which refers to new adaptive and dynamic forms of collaboration character-
ized by high levels of change and difference (Edmondson & Harvey, 2017; Kerrissey 
et al., 2020). Team fluidity is continuous, recognizing that individuals can participate 
in a team to varying degrees, at varying times, with varying other participants, and 
in varying roles (Mortensen & Haas, 2018). Following Kerrissey and colleagues (2020), 
factors of change or temporal instability arise in teams facing complexity due to the 
need to accommodate emerging demands, which makes anticipating required roles dif-
ficult. ‘These teams shift their membership, change their goals and tasks, rapidly form 
or disband, or interact infrequently over long time periods (Kerrissey, Satterstrom et 
al. 2020).’ Furthermore, individual and situational difference in teams are increasingly 
evident in complex work context. These contexts are more diverse because combined 
challenges cannot be solved by a single organization (Alexander and Van Knippenberg 
2014, Kerrissey, Satterstrom et al. 2020).
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First, ‘change’ means the dynamic evolution of team membership over time (ibid., 2020, 
p. 64). With membership changes, aspects such as goals and tasks automatically also 
change (ibid.). As such, the composition of the team may change frequently as individu-
als join to contribute their expertise and leave when their role is completed (Edmondson, 
2012; Matthews et al., 2012; Mortensen & Haas, 2018). For example, temporary teams 
in hospitals fall into this category (Valentine & Edmondson, 2015). Second, ‘difference’ 
refers to individual and situational disparities among individuals working together. 
With membership differences, aspects such as skills, language, culture and geographical 
locations also differ (Kerrissey et al., 2020; Mortensen & Haas, 2018), such as in situations 
when combined challenges have to be solved (Edmondson & Harvey, 2017). Teams with 
high levels of change and difference are thus called fluid teams (Gersick, 1988; Kerrissey 
et al., 2020).

Interprofessional collaboration

In this study, interprofessional collaboration is defined as an active and ongoing part-
nership between people from diverse professional backgrounds with distinctive profes-
sional cultures and possibly representing different organizations or sectors, who work 
together to solve problems or provide services (Morgan et al., 2015; Schot et al., 2020). 
Research often sees interprofessional collaboration, where various frontline profes-
sionals work together to care for clients, as contributing to good care (Bosch & Mansell, 
2015). Based on a systematic review, Schot and colleagues (2020) identified three distinct 
behaviors essential to interprofessional collaboration in care: creating spaces, bridging 
gaps, negotiating overlaps. In what follows, this section will discuss these.

Creating spaces

Following Schot and colleagues (2020), the first behavior in interprofessional collabora-
tion, creating spaces, is necessary for interaction in collaboration. Creating spaces holds 
that professionals establish spaces for interaction with external stakeholders (Nugus 
& Forero, 2011), by creating or recreating organizational arrangements to facilitate col-
laboration, and by circumventing existing organizational structures and establishing 
alternative, informal channels of information exchange (Gilardi et al., 2014). It is linked 
to the concept of organizing, which includes professionals organizing case treatment 
through interprofessional collaboration and fostering innovation rather than just treat-
ing patients within a healthcare organization (Noordegraaf, 2015). Creating spaces also 
resembles articulation work (Postma et al., 2015) and knot working (Lingard et al., 2012) 
in healthcare, which mean integrating tasks, responsibilities, and improvisation to ne-
gotiate everyday challenges.
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Bridging gaps

The second behavior, bridging gaps, involves professionals actively overcoming four 
distinct types of gaps that exist between themselves and other professionals. The 
initial gap arises from varying professional perspectives on the optimal approach to 
client treatment. Bridging thus requires proactive efforts to familiarize oneself with 
the knowledge bases, professional values, and norms of other professionals (Chreim et 
al., 2013; Falk et al., 2017). The second gap involves professionals addressing social gaps. 
This pertains to informal and tactful interaction that considers the diverse personali-
ties of individuals. Third, professionals bridge communication divides caused primarily 
by geographical fragmentation. Bridging, in this context, entails actively transferring 
knowledge or information between professionals and being accessible to others (Schot 
et al., 2020). Fourth, professionals bridge gaps related to task division by undertaking 
responsibilities that extend beyond their formal roles and provide assistance to other 
professionals (ibid., 2020). This concept is associated with boundary spanning, which 
refers to key agents managing interorganizational collaboration, interpersonal rela-
tionships and networks, creating innovative solutions and having knowledge of various 
cultures acquired through listening and understanding various professionals’ positions 
and interests (Bakken & van der Wel, 2022; Williams, 2002).

Negotiating overlaps

The third behavior, negotiating overlaps, involves managing the overlapping aspects 
of professional work that arise due to collaborative demands that can potentially lead 
to conflicts. First, professionals negotiate between work roles and responsibilities in 
general, as collaboration can create ambiguous overlaps in determining tasks and re-
sponsibilities (Lingard et al., 2012; Schot et al., 2020). Second, professionals engage in 
negotiating overlaps within individual care processes, particularly when they collabo-
rate in patient treatment, leading to the identification of noticeable overlaps (Schot et al., 
2020). Member role clarity is considered important for interprofessional collaboration 
(Barnard et al., 2020; Wei et al., 2022), because, while in some organizations, membership 
changes induce creative ideas, for most organizations membership changes could be 
problematic if they threaten members’ sense of belonging and trust (Cristancho et al., 
2022; Mortensen & Haas, 2018).

Our general expectation is that professionals in fluid team contexts will experi-
ence tensions in interprofessional collaboration due to change and difference, because 
professionals with various backgrounds meet each other more on an ad hoc basis and 
collaboration is based on fragile interpersonal relationships.
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4.2  Data and methods

Research design and data collection

This article is based on data from an ethnographic study including participant observa-
tion and interviews. The role of the participant observer was taken with varying degrees 
of participation, requiring the researcher to be flexible and responsive to respondents’ 
signals (Bernard 2017). The approach adopted in this article is abductive (Schwartz-Shea 
& Yanow, 2013), which combines induction and deduction. The study uses theoretical 
insights on team fluidity and interprofessional collaboration in care as sensitizing con-
cepts to steer the fieldwork and analysis, while still allowing for inductive findings and 
adjustments (Schwartz-Shea & Yanow, 2013). The sensitizing concepts in this study are 
behaviors in interprofessional collaboration (Schot et al., 2020) and change and differ-
ence (Kerrissey and colleagues, 2020), which holds that these concepts are sensitizing 
rather than definitive, because they lack specification of attributes or benchmarks that 
would allow for clean-cut identification in the context of interprofessional collaboration 
in care (Blumer 2017). Specifically, how change and difference play a role in behaviors in 
interprofessional care is unknown; which is inductive, regardless. Despite what we know 
of change and difference in other contexts, we thus recognize that these concepts may 
shape up in different ways in each empirical context. This qualitative research expands 
the literature by including different professional disciplines working with the same 
client group (Schot et al., 2020). Qualitative approaches over extended time periods are 
suitable to answer our research question, because a new phenomenon like interpro-
fessional collaboration in a fluid context may change quickly and ad hoc and may not 
be prearranged (Edmondson & McManus, 2007; Kerrissey et al., 2020). Ethnographic 
fieldwork thus provides broader and more flexible approaches to collecting data that 
are advantageous in achieving a deeper understanding of fluid teams (Kerrissey et al., 
2020; Kolbe & Boos, 2019).

The observational data consists of three months or 150 hours of observations of 
interactions between frontline professionals in psychosocial care and other frontline 
professionals who are part of the team, their clients and others involved in the care 
process. During observations, the researcher was allowed to be present during patient 
consultations, in lunch rooms, in professionals’ offices and during collaborative meet-
ings. To give insight into how respondents reflect on what the first author had observed, 
follow-up questions were asked during many informal conversations and three formal 
interviews during the fieldwork. The data generated through participant observation 
were written down as field notes (Spradley, 2016). During observations, interest was 
taken in how professionals behave in interprofessional collaboration in fluid teams. 
Two rounds of observations were performed, with preliminary analysis in between. 
After three months per research site, the researchers noticed that the same themes were 
recurring (saturation). Then, the first author conducted three more formal interviews to 
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check and reflect on what was observed (see observation guide and interview guide in 
appendix C1 and C2). The authors use triangulation by drawing on data generated with 
multiple methods (interviews and observations), which helped to increase our ability 
to interpret interprofessional collaboration in fluid teams (Thurmond, 2001). This study 
was registered and approved by the Medical Ethical Review Committee of Leiden, The 
Hague and Delft (N20.158).

Research setting and implication

The empirical study includes six main respondents in three professional groups who 
bear responsibility for clients with psychosocial problems. Respondents were selected 
on theoretical grounds: the professionals all work in fluid teams in social welfare, mental 
healthcare or general healthcare. Professionals have to collaborate across professional 
domains, because their clients’ problems cannot be solved within one domain. Within 
this sample, a convenience sampling strategy is used, which means that we included 
who wanted to take part in the research and who was available.

The Dutch healthcare system emphasizes a broad view of health and care, 
acknowledging the interaction between physical, mental, and social health. This ap-
proach, combined with focus on patient-centered care that caters to individual needs 
and integrated care around people with combined problems, reinforces the necessity 
for frontline professionals to work on various health aspects and in various team set-
tings (Standaarden n.d., Ministerie van Volksgezondheid 2016). In the Netherlands, 
the trajectory of a client with psychosocial problems always begins with the general 
practitioner (GP) who possibly collaborates with various types of organizations through 
referrals and other types of contact. Professionals in these organizations are working 
in general healthcare, social welfare, mental healthcare and beyond. Therefore, profes-
sionals working with the same clients do not always work within the same organization 
and may have different objectives. As a result, the teams they work in are dynamic, and 
there can be differences among the included professionals.

A fluid team is defined as a new and dynamic form of collaboration charac-
terized by high levels of change and difference (Kerrissey et al., 2020). High levels of 
change create entitativity challenges concerning data collection, which means that it 
is harder to know whom to count and when to observe (Kerrissey et al., 2020). The func-
tioning and character of the team, including their goals and tasks, may change over time 
(Tannenbaum et al., 2012). Considering these challenges related to team definition, the 
authors opted to study six main respondents. Each of the main respondents and those 
stakeholders they interact with to care for a client are considered part of the team. 
The main respondents remain on the team, while other professionals and stakeholders 
may shift on and off the team. The lead author consistently shadowed the respondents’ 
interactions focused on promoting the health of shared clients. To be able to interpret 
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interprofessional collaboration and to get a grip on what team fluidity looks like, the 
first author used follow-up questions as a means of reflection and contextualization.

Analysis

The analysis took place in Atlas.ti. The lead author first selected data excerpts related to 
interprofessional collaboration as defined above. Second, during focused coding, the lead 
author confronted the data excerpts with the sensitizing concepts (change and differ-
ence) to explore how respondents collaborate interprofessionally in fluid teams and how 
team fluidity plays a role. Our approach thus involves examining whether we observe 
interprofessional collaboration, if so in what form, and finally identifying any additional 
elements compared to the analytical framework. Constant comparison between and 
within teams has been central in our analysis, as have member checking and searching 
for alternative explanations (Braun & Clarke, 2006; Schwartz-Shea & Yanow, 2013).

4.4  Results

This section outlines how professionals operate and talk about interprofessional collab-
oration in a fluid team. Examples are based on the empirical data, with references made 
in italics to the theoretical framework. The paragraph structure aligns with the seven 
behaviors in table 4.1, including reflections on the interprofessional care literature and 
on team member change and difference. Empirical findings are summarized in table 4.1.

Interprofessional collaboration in a fluid team context

Creating spaces

Creating alternative communication lines
Respondents create alternative communication lines in between professional domains 
in order to bridge knowledge gaps and partner matching gaps (see next sub-section). 
Respondents create new ways to discuss cases and exchange information that go beyond 
professionals’ expertise and/or role.

Respondents create communication lines by inventing new positions within 
an organization or by temporarily inviting professionals from another professional 
domain to gain a grip on what their clients may need from other professionals, which 
is illustrated below.
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‘But luckily we have […] [our practice assistant] (fieldnote, RA, general 
healthcare)’

 ‘Respondent A explains that they are lucky to have this new practice as-
sistant, who works on maintenance psychiatry, who knows everything 
about psychosocial care and ‘the social domain is quite complicated to 
oversee, it changes all the time. But […] I use her expertise [to gain a better 
understanding of the social domain] when I want to have a quick discus-
sion, or I [ask her to have] a conversation with that patient’.

With the creation of this new type of general practice nurse practitioner, general prac-
titioners (GPs) create an alternative connection with professionals in and knowledge of 
social welfare and mental healthcare. This guides respondents in identifying collabora-
tion partners and managing workload by delegating tasks to practice nurses. This find-
ing adds to the work by Schot and colleagues (2020), who emphasize connections with 
external actors but do not delve into intermediary roles created to connect internal and 
external actors across domains. Respondent A’s team is characterized by membership 
change in various ways. First, the position of the new nurse practitioner is fragile due 
to insecurity about sustainable funding. Second, our data show that frequent changes 
in the social welfare domain regarding who works in which position are challenging, 
especially when respondents do not oversee the different frontline professionals in 
other domains. Membership change creates tensions in terms of who to reach and how 
to reach them, necessitating the creation of alternative communication lines as respond-
ents cannot depend on fixed ones.

Organizing valued spaces
To assess individuals’ contribution to a team, respondents arrange both structured and 
ad hoc formal meetings, inviting professionals from various domains. This effort helps 
professionals in coordinating mutual introductions and understanding each profession-
al’s role in relation to the client.

‘[We want to know] what she can mean for us and our [clients] 
(fieldnote RE, social welfare) .’

 ‘After discussing several cases, the professional said that they invited a 
professional ‘from “safe at home” [to get acquainted and] to have her ex-
plain a bit about her goals and tasks and to discuss what she can mean 
for us and our [clients]. The meeting ended with the exchange of phone 
numbers.’
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By organizing biweekly interprofessional meetings, GPs regularly invite professionals 
from social, general and mental healthcare. In this example, they extended an invitation 
to someone from another organization for an introduction. This form of acquaintance 
during formal meetings allows professionals to collaborate more informally when neces-
sary. Through such meetings, professionals aim to explore mutual offerings, understand 
each other’s roles, and comprehend individual values.

More actual organizing or coordinating is required in a fluid team context, com-
pared to what is mentioned in the interprofessional care literature (Nugus & Forero, 
2011; Schot et al., 2020) on professionals creating spaces in relation to external actors. 
In our data, professionals not only create spaces to approach other professionals, but 
also create spaces to find out who to potentially reach, how to reach them in physically 
distant organizations and how to facilitate valuable collaboration. Respondent E’s team 
is characterized by membership change. Which professionals are present at meetings 
changes, depending on who is invited to the meetings and who are acquainted with one 
another. What is challenging, according to respondent E, is that they cannot depend on 
those who are already acquainted. Respondents therefore invite other professionals to 
team meetings to find out who would be valuable to the team. Moreover, this team is 
characterized by membership difference, because professionals are often in the dark 
about each other’s similarities or differences before meeting one another. Respondents 
manage membership changes and differences by organizing valued spaces. However, it 
can be challenging to determine who to invite or not to invite to team meetings, which 
sometimes results in potentially relevant professionals being left out (fieldnote RE).

While both creating alternative communication lines and organizing valued 
spaces appear highly formalized, our study aligns with Schot and colleagues (2020) in 
highlighting that much of the space creation is based on informal personal relationships. 
Notably, our study emphasizes that professionals often dedicate their personal time to 
creating these spaces, rendering them fragile and potentially less sustainable.

Bridging gaps

Bridging knowledge gaps
Frontline professionals bridge knowledge gaps with external actors, complementing 
each other’s expertise to enhance client care in fluid teams. Respondents thus get a grip 
on the problem by leveraging differences in professionals’ expertise within and between 
organizations. Respondent D, a mental healthcare worker, clarifies the client’s needs to 
a municipal worker to safeguard the client, addressing concerns regarding the latter’s 
overly positive perception.

4



80

Chapter 4

‘I make sure that the municipal worker has the right knowledge (field-
note RD) .’

 ‘Respondent D has an appointment with a client and a municipal worker 
in order to assess the eligibility for benefits. The respondent explains that 
she first invites the client for a preliminary discussion before adding the 
municipal worker. She calls the client and says that the municipal worker 
wants to ask her questions and that he has to give consent. Then she ex-
plains what she may and may not tell the  municipal worker and asks if 
that’s okay with him. The client agrees and the respondent adds the munic-
ipal worker. […] The municipal worker says that she wants information on 
his phobia and what considerations she should take into account regard-
ing the activities he can undertake as a counterpart for his benefits. […] 
After the respondent explains the client’s disorders, the municipal worker 
says that she will now explore how work can contribute to his recovery 
[…]. The respondent emphasizes the importance of proceeding cautiously 
in small steps and being critical of the environment for the client’s long-
term wellbeing. The client acknowledges this, expressing appreciation for 
her remarks. The municipal worker affirms that it is therefore crucial that 
they have this conversation. ’

The respondent calls the municipal worker to make sure that she has the necessary 
mental healthcare knowledge to properly decide on the vulnerable client’s case.

Similar to an emphasis on establishing a common narrative between professional 
perspectives within fixed teams, as suggested by a review of the literature on inter-
professional care (Schot et al., 2020), our respondents reconcile diverse professional 
perspectives on client treatment by complementing each other’s knowledge. Thereby, 
respondents seek the best way to treat clients. Nevertheless, our respondents actively 
seek diverse perspectives to better assist clients, not just overcoming gaps in profession-
al perspectives. Respondent D’s team shows membership differences, creating varied 
mental healthcare knowledge among professionals. Professionals leverage different 
professionals’ background to their advantage by complementing each other. Addition-
ally, the changing composition of the team per problem further plays a role, because 
familiarity aids in bridging knowledge gaps (RD).

Bridging communication gaps
Professionals bridge communication gaps by leaving notes for colleagues whom they 
do not see due to different work schedules and/or different physical workplaces. The 
following fieldnotes show how professionals do so within and between organizations.
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Respondent E explains that she never sees ‘the assistant, because [their] working hours 
don’t correspond. This issue really needs to be caught up on, so I’ll leave a note for her.’ 
Moreover, respondent C explains that she puts a note under the door of the professional 
responsible for the day program in a nearby organization. In this way she lets her know 
without speaking to her directly that the client still needs to get his medicine. The ex-
amples show how differences in work schedules, routines and workplaces necessitate 
the bridging of communication gaps by leaving notes for each other.

Our analysis shows that communication gaps are not solely caused by geograph-
ical dispersion, as suggested by Schot and colleagues (2020). Member differences, espe-
cially in work routines, also contribute when professionals lack physical collaboration 
opportunities. Bridging communication gaps thus involves collaboration among profes-
sionals with different professions, work schedules and work locations. When reaching 
out to professionals from other organizations becomes challenging, additional effort or 
creative strategies may be necessary to establish personal contact.

Bridging partner matching gaps
For different problem aspects, respondents turn to professionals in various organiza-
tions to identify the appropriate professional for client assistance, when they perceive 
their own capacity to help a client is insufficient. The gap holds that it is not consistently 
evident from the outset which professional they should ask for assistance. The following 
fieldnote shows how respondents bridge partner matching gaps:

‘[I try] to match the right partner (RF, mental healthcare) .’

‘To find the right partner and to do my job, I need a good social map. I 
depend on my network, especially in the neighborhood. I need good con-
nections for smooth care. Given our large caseload, it also entails a lot 
of forwarding cases, organizing, facilitating access to, involving organi-
zations, instead of handling all of that care provision oneself. It’s simply 
quickly identifying what the problem is, and then matching it with the 
right partner. […] When I want to involve a partner, I try to be present in 
the neighborhood to become a familiar face. Sometimes I need to convince 
them that we have a shared interest in assisting the client. For example, 
with the housing association, I had to convince them that right now fo-
cusing of wellbeing is in the best of everybody’s interest.’

Respondents thus actively work to bridge partner matching gaps by going into a 
neighborhood to strengthen and engage their social network. In addition, they seek 
to convince other professionals of the mutual interests of collaborating with them to 
care for a client. Bridging partner matching in this fluid context differs from bridging 
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task division gaps in the interprofessional care literature (Schot et al., 2020). Unlike 
task division gaps, it involves actively seeking others to undertake tasks respondents 
cannot fulfill themselves. Respondent F’s team is characterized by membership change 
and difference. In terms of membership change, the respondent has to change which 
professional or organization they engage with per problem aspect to temporarily join 
his team. Moreover, membership difference plays a role, as respondents contact pro-
fessionals in different organizations and with different professions to help care for a 
client. As this section shows, respondents put in much work to find and match the right 
professionals for different tasks.

Negotiating overlaps

Negotiating responsibility overlaps
Frontline professionals negotiate overlaps between work roles when collaborating with 
professionals with their own focus and tasks, but where there is considerable overlap. 
While most respondents experience ‘respect for each person’s roles because we stand 
with our feet in the same clay’ (RF, mental healthcare), they find negotiating overlaps 
challenging when collaborating with professionals from external organizations. This is 
illustrated in the following interview excerpt from respondent A (general healthcare).

‘Getting angry doesn’t help .’

 ‘I had to visit a man with a severe illness. Well, there’s a nurse there who is 
terribly concerned and wants me to do all sorts of things, not trusting my 
knowledge and skills. I explain the situation, but she insists it’s different 
and discusses it with the family and the patient without involving me, 
while I know that I’m right. She’s a less educated lady […]. How do you deal 
with that? […] Getting angry doesn’t help. At some point I said ‘Now it’s 
enough’, this is how it is and if it doesn’t improve, I’ll come back another 
time. I was called back, went there again, and nothing had changed. […] 
Then we got into a ‘yes, no’ discussion and it doesn’t make sense getting 
upset about it nor calling her supervisor or something. What I could do 
is to notify the family next time. […] But well, the family deals with that 
caregiver every day, and with me only once every three, four weeks, so it’s 
an unequal situation.’

In this example, both professionals think they know best and want to take responsi-
bility for the client. While professionally, the GP may have authority, the nurse creates 
authority by being there for the client and their family very intensively. The respondent 
experiences difficulty negotiating taking back some authority and professional status. 
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Professionals thus experience tension when they negotiate overlapping roles and re-
sponsibilities to make sure that their clients are cared for properly.

Similar to a review of the literature on interprofessional care (Schot et al., 2020), 
our data show that collaborating can lead to unclear responsibilities (Lingard et al., 
2012; Nugus & Forero, 2011). In contrast to this literature, our research in a fluid team 
context highlights these tensions. Respondent A’s team is characterized by membership 
differences concerning professional background, physical work location and closeness 
to the client environment. These differences intensify the need for negotiating pro-
fessional roles and responsibilities. Furthermore, membership changes, as highlighted 
by respondent F in mental healthcare, contribute to the challenge. High turnover and 
changing team composition make it increasingly challenging to identify appropriate 
partners for negotiations.

Negotiating safe work environments
Professionals negotiate who is admitted to the team and when to establish a safe work 
environment. The subsequent fieldnote from respondent F (mental healthcare) illus-
trates how professionals accomplish this.

‘It would be weird to have them listen in on how we work .’

‘Involving people from [another organization] to join our team meetings 
once a week is […] important, because we need their input in difficult cases 
and we need to be able to rely on them. What is difficult, though, is that we 
already have too little office space and […]’ the respondent’s colleague adds 
that: ‘it would be weird to have them listen in on how we work in all our 
cases, instead of those they are actually working on. We agreed that they 
only join when we talk about cases in which they are directly involved.’

By negotiating, professionals agree on the attendance at team meetings. Through this 
negotiation, professionals aim to get to know each other slowly, rather than abruptly as 
it has been organized by their superiors. By doing this, they aim to protect themselves 
and their clients. Such negotiations are different from the types described in the inter-
professional care literature (Schot et al., 2020). Professionals not only negotiate overlaps 
between work roles and responsibilities, but they also negotiate who may be part of the 
team and when. Respondent F’s team is characterized by membership change, because 
the arrival of new members creates the need to negotiate their membership. Regarding 
these tensions, it does not seem to matter that they are different (which they are pro-
fessionally), but it is mostly that their arrival changes the team.

4
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4.3  Discussion and conclusion

Discussion

This research asks what interprofessional collaboration looks like in a fluid team context. 
This study finds that the taxonomy introduced by Schot and colleagues (2020) is func-
tional for the analysis of interprofessional collaboration in fluid teams, but that there are 
distinct manifestations in fluid contexts. While team fluidity refers to the simultaneous 
presence of change and difference in team membership, we find that change is the pri-
mary driver for the specification of Schot and colleagues’ (2020) taxonomy. This research 
makes a twofold contribution to the literature. First, by analyzing what team fluidity 
requires from professionals who engage in interprofessional collaboration (Schot et al., 
2020; Wei et al., 2022). In doing so, we emphasize how challenges differ between fixed 
and fluid teams and how the teams’ responses differ. We find that in fluid teams, there 
is a need to establish alternative communication lines that bridge internal and external 
interactions due to constantly changing membership and differences in membership. 
Professionals create valued spaces for collaboration, often based on fragile interpersonal 
connections. The reason being that professionals are unable to depend on established 
internal and external communication lines like in fixed teams (Nugus and Forero 2011, 
Gilardi, Guglielmetti et al. 2014). Furthermore, while fixed teams prioritize bridging 
perspectives, social differences, communication styles and task divisions (Falk, Hopwood 
et al. 2017, Schot, Tummers et al. 2020), fluid teams, however, encounter challenges in 
aligning communication lines, integrating diverse and changing work routines, and 
accommodating professionals from various professional domains who may not always 
match the typical profile or are unfamiliar to or intermittently part of the team. As a 
result, potentially relevant professionals may unknowingly be excluded from the team 
and professionals may need to invest additional effort in identifying and reaching out to 
appropriate professionals for the task. Moreover, fixed teams address potential conflicts 
and overlaps in roles and responsibilities that affect members’ sense of belonging and 
trust (Mortensen and Haas 2018, Cristancho, Field et al. 2022). Fluid teams, however, 
also emphasize the importance of effective partner matching and ensuring safe work 
environment despite changing team compositions.
	 Our second contribution is the addition of empirical evidence from a frontline 
care context to research on team fluidity in management sciences (Kerrissey et al., 2020; 
Majchrzak et al., 2007; Valentine & Edmondson, 2015). Frontline care-settings are known 
for their direct engagement with clients, presenting distinctive challenges regarding 
team coordination, communication, and decision making that may diverge from those 
encountered in hospitals and disaster response teams. Additionally, frontline care often 
entails close collaboration between disciplines, including medical, social and mental 
healthcare professionals. Furthermore, frontline care demands prompt and adaptable 
responses to unforeseen situations. This means that in comparison to structured envi-
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ronments such as hospitals, professionals may need to rely on improvisation and ad-hoc 
collaboration. The frontline care context of this study thus increases our theoretical 
understanding of the varied challenges and practices that are relevant when talking 
about team fluidity in teams across diverse professional contexts.

Limitations

The goal of this research was to describe what interprofessional collaboration in care 
looks like in a context of team fluidity. As such, the respondents were selected on theo-
retical grounds and the study’s methodological approach allows for theoretical rather 
than empirical generalization (Feldman & Orlikowski, 2011). Further research should 
use other designs including larger study populations and various care systems to grasp 
possible differences between professional groups involved in care. Knowledge about 
professionals’ health conceptions (Agresta, 2004; van Heteren et al., 2023), professional 
identities (Adams et al., 2006; Chreim et al., 2007; van Heteren et al., 2024) and profes-
sional-client interactions may help to understand possible differences and similarities 
in interprofessional collaboration between professionals. Moreover, in the decision to 
behave in a specific way in interprofessional collaboration in care, other factors may 
also play a role. Therefore, how interprofessional collaboration in a fluid team is linked 
to collaboration with the client environment should be further studied. Finally, future 
research should explore how clients experience interprofessional collaboration in fluid 
teams.

Conclusion

This study found that most interprofessional collaboration takes place informally 
through fragile interpersonal relationships in which membership change and difference 
create tensions. Even though professionals want to collaborate interprofessionally, this is 
difficult because membership in the team often changes and there are great differences 
between members.

The findings indicate that while some behaviors in fluid teams are similar to 
those observed in fixed teams, other behaviors are different because of different chal-
lenges. Different manifestations of interprofessional collaboration in fluid teams are 
particularly relevant given the prevalence of combined issues in today’s context. This 
focus is especially pertinent because previous literature on interprofessional care (Schot, 
Tummers et al. 2020) has not consistently addressed team fluidity. In light of these com-
bined issues, we recommend professionals to create awareness about the role of team 
fluidity in interprofessional collaboration. By doing so, future professionals in care and 
social welfare can be better prepared to navigate the challenges and capitalize on the 
opportunities presented by fluid team structures. In terms of training, future frontline 
professionals in care and social welfare should gain competencies such as quick ad-
aptability to new communication styles and channels with diverse and changing team 
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members, as well as becoming empathetic and respectful listeners appreciating different 
perspectives and backgrounds, a fostering safe and inclusive team environment, and 
strong decision-making skills to navigate the complexities.
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Abstract

This paper examines socioeconomic status (SES) as indicator for decision-making among 
frontline professionals in healthcare, focusing on general practitioners (GPs). Aside 
from research on stereotypes, we know little about how frontline professionals reason 
about SES in decision-making. This study addresses this gap by investigating how GPs 
use SES to develop care for patients with varying SES backgrounds. Based on qualitative 
interviews, the study identifies three SES reasonings which are closely intertwined with 
the status of patients: (1) status preservation reasoning describes how GPs interpret SES 
cues and status stability in relation to what needs to be preserved, (2) social distance 
reasoning helps explain how social distance creates a reference point when helping the 
patient, and (3) together reasoning describes how GPs use patients’ busyness and educa-
tional level to develop treatment plans together with the patient. This study contributes 
to the existing literature by distinguishing SES reasonings in frontline professionals’ 
decision-making.



91

What reasoning do frontline professionals use around citizen-clients’ socioeconomic status

5.1  Introduction

In caring for citizen-clients with combined psychosocial problems, frontline profes-
sionals work with people with different socioeconomic statuses (SES). The literature on 
street-level bureaucracy examines the role of SES in decision-making by frontline pro-
fessionals, arguing that it is socially undesirable for people with different SES contexts 
to be treated differently in comparable situations (Harrits and Møller 2014, Raaphorst 
and Groeneveld 2018). People in certain social categories are more likely to have access 
to socially valued positions. For instance, children with lower social status tend to be 
devalued in school, not because they are less smart, but because teachers perceive them 
as less smart (van der Waal and de Koster 2015, van der Waal 2022). Notwithstanding the 
research into the use of stereotypes in decision-making, within street-level research in 
public administration (Raaphorst and Groeneveld 2018, Harrits 2019), there is still too 
little understanding of how professionals themselves work with differences in status 
among citizen-clients. Health sociology literature, on the other hand, addresses how 
frontline professionals use socioeconomic status as a category to justify differentiat-
ing among patients with specific needs (FitzGerald and Hurst 2017). Insights into the 
use of SES by GPs (General practitioners) are considered relevant for the work of SLBs 
(street-level bureaucrats) in general, because GPs operate at the frontline of service, 
making impactful decisions in direct interaction with citizen-clients, and having con-
siderable discretion in doing so.

There is still a lack of understanding of the role of citizen-clients’ SES in health-
care decisions. Therefore, our research question is as follows: What reasoning do frontline 
professionals in healthcare use regarding cues associated with varying socioeconomic 
statuses? This question explores the mechanisms through which frontline profession-
als, specifically GPs, interpret socioeconomic status cues when formulating treatment 
plans with their patients. By researching how GPs make judgments about patients with 
different socioeconomic statuses, we can deepen our insight into the role of SES in 
decision-making. We answer the research question by means of a qualitative interview 
study with GPs who, as frontline professionals, work directly with patients with com-
bined psychosocial problems and encounter differences in SES on a daily basis. In our 
findings, we identify three SES reasoning mechanisms related to 1) status preservation, 
(2) the role of social distance in care, and (3) the ways in which professionals develop 
a treatment plan together with patients based on patients’ busyness and educational 
level. Based on these findings, conversations can be initiated around the desirability of 
this approach.

This study makes three key contributions to the scientific debate. First, this study 
adds to existing research on the role of citizen-clients’ SES in frontline decision-making 
(Harrits 2019, Harrits and Møller 2014, Raaphorst et al. 2018, Raaphorst et al. 2024). 
Existing research typically focuses on only one SES-indicator, such as citizen-clients’ 
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level of education, or occupation, while the concept of SES consists of economic, social 
and cultural dimensions. Isolating one of the dimensions allows for assessing independ-
ent effects, but does not capture how different SES dimensions together are used to 
inform decision-making. Decision-making research often uses between-person designs 
and quantitative data (a.o. Halling, Christensen et al. 2024, although see Raaphorst et 
al. 2018 and Harrits 2019). While useful for uncovering biases, these methods do not 
reveal how SES indicators inform judgments about individual needs. Our pioneering 
qualitative within-person study in SLB research uses various SES indicators to achieve 
an in-depth exploration.

Second, street-level bureaucracy literature often highlights the downside of dif-
ferentiating based on SES in similar situations (Harrits 2019, Raaphorst et al. 2018), 
while healthcare literature focuses on the positive side of responsiveness to different 
needs (Hamilton, Henderson et al. 2019, Hagger and Hamilton 2021). In fact, existing 
discrimination research provides indications that differences in citizen-clients’ SES, 
such as level of education, in otherwise similar cases, does make those cases different 
for frontline professionals, indicating potentially different needs (e.g. Raaphorst et al. 
2018, Raaphorst et al. 2024). This underlines that what constitutes ‘equal cases’ and 
‘different cases’ is in the eye of the beholder. However, our understanding of the latter 
aspect remains limited. The present study aims to fill this gap by studying how GPs 
interpret different SES indicators in their judgments.

Third, much of the research on the role of SES in decision-making has focused 
on the differentiation mechanisms deployed by teachers, pedagogues and executive or-
ganizations (Harrits and Møller 2014, Raaphorst & Groeneveld 2018). This study focuses 
on the reasoning around SES among professionals who work with a diverse range of 
patients in terms of SES and place a strong emphasis on personalization: GPs working 
with patients with psychosocial problems. Focusing on GPs, who are primarily respon-
sible for addressing patient needs, provides valuable insights into the role of SES in 
decision-making. In a highly professionalized context with significant autonomy, GPs 
may take SES into account in their decision-making — an area that remains under-re-
searched.

In the following sections, we first present our theoretical framework, we then 
delineate the core concepts of this study, after which we describe our methodology and 
research context. We then present our findings and conclude with some theoretical and 
practical implications.



93

What reasoning do frontline professionals use around citizen-clients’ socioeconomic status

5.2  Differentiation on the basis of socioeconomic status

In this theoretical framework, we draw from literature on both street-level bureaucracy 
and health sociology to develop a theoretical understanding of the differentiation on the 
basis of socioeconomic status that frontline professionals bring to their decision-mak-
ing. This theoretical framework uses the term ‘frontline professional’, because GPs are 
seen as professionals in frontline service, with the freedom to decide on appropriate 
care to meet their patients’ needs (Lewis et al., 2003, McKenzie 2016).

Conceptualizing socioeconomic status

This study follows Van der Waal and De Koster (2015) in conceptualizing the separate 
dimensions of socioeconomic status. The authors argue that the existing literature is 
not always explicit as to what socioeconomic status entails, and that it is much more 
than education or income alone. In this study, socioeconomic status is conceptualized 
as a combination of economic, social, and cultural dimensions. Including these three 
dimensions in our conceptualization enables us to study how SES is used as a way to 
differentiate citizen-clients’ needs.

The conceptualization centers on the distribution of economic, cultural, and 
social resources. In Bourdieu’s approach on capitals (1984), professions are hierarchi-
cally ranked based on their labor market value. Indicators of economic status include 
whether someone is employed, how well they are paid, and whether they have economic 
resources (Vrooman, Boelhouwer et al., 2023) such as money. Social status is defined 
as the total of existing or potential resources as a result of possessing a more or less 
institutionalized network of social relationships. Social networks are never a given, and 
relationships and networks require ongoing investment and maintenance (Bourdieu, 
1984, Engbersen, 2003). More social resources could be potentially valuable, and they 
could therefore also be hierarchically ranked. A person’s cultural status, includes life-
style, knowledge, cognitive capacities and education, which can be hierarchically ordered 
in terms of prestige. Cultural status can be used to obtain and maintain social privileges. 
A specific lifestyle is expected from people belonging to a certain cultural group (Weber 
2009, van der Waal and de Koster 2015). The lifestyles of certain cultural status group 
are displayed, embraced and propagated by those belonging to other cultural groups. 
However, while some people may recognize other lifestyles as ‘the way things should 
be’, these lifestyles are not necessarily internalized by other cultural groups (Bourdieu 
1984, Brinkgreve, van den Haak et al. 2011, van de Waal and de Koster 2015).

SES as ground for discrimination of otherwise similar cases

Two different fields in the literature consider how frontline professionals take citizen-cli-
ents’ SES into account. First, street-level bureaucracy literature specifically focuses on 
the role of SES in decision-making by street-level professionals. It is considered so-
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cially undesirable for people with similar situations but different SES backgrounds to 
be treated differently (Harrits and Møller 2014, Harrits 2019, Raaphorst et al. 2018). 
Second, health sociology literature addresses how frontline professionals justify making 
desirable distinctions between citizen-clients based on SES. The underlying assumption 
of this field of literature is therefore that individuals from different SES backgrounds 
potentially have different needs, and require distinct approaches. This type of research 
is particularly prominent in healthcare, because SES indicators influence how interven-
tions play out, and healthcare researchers argue that we need to differentiate between 
citizen-clients based on SES indicators (Hamilton, Henderson et al., 2019 Hagger and 
Hamilton 2021). However, we still have limited understanding of the latter phenomenon.

Street-level bureaucracy research into SES mainly focuses on how similar situ-
ations are treated differently based on, among other things, stereotypes related to SES. 
These studies are designed using comparable personas and manipulating SES indica-
tors to investigate differences in evaluation (Harrits, 2019, Harrits and Møller 2014, 
Raaphorst et al. 2018). These studies also indicate that SES indicators are sometimes 
explicitly used to gain insight into, for example, the competencies and intentions of cit-
izen-clients that are relevant for decision-making. This suggests that differences in SES, 
such as level of education, in otherwise similar cases, does make those cases different 
for frontline professionals, indicating potentially different needs (e.g. Raaphorst et al. 
2018, Raaphorst et al. 2024).

Street-level bureaucracy research shows diffuse patterns as professionals some-
times more positively evaluate clients with higher SES, and sometimes those with lower 
SES (Harrits and Møller 2014, Harrits 2019, Raaphorst et al. 2024). For instance, using a 
vignette experiment, Raaphorst, Ashikali and Groeneveld (2024) find that citizen-clients 
with higher educational levels are assumed to have more knowledge of the rules than 
those with lower educational levels. In line with this, Raaphorst, Groeneveld & Van de 
Walle (2018) find that higher educated citizen-clients avoiding contact are evaluated 
more negatively than lower-educated citizen-clients avoiding contact. These studies 
indicate reverse forms of discrimination, whereby the citizen-client with a lower level 
of education is evaluated more positively than higher educated citizen-clients. Other re-
search indicates that frontline professionals explicitly reference social categories when 
describing their concerns about citizen-clients (Harrits and Møller 2014). Harrits and 
Møller (2014) show how frontline professionals’ worry about citizen-clients seems to 
increase when social distance between the professional and citizen-client increases.

SES as ground for responsiveness to potentially different needs

Health sociology studies on the role of SES indicators show that they are used to differ-
entiate between patients, potentially indicating different needs (Hamilton, Henderson et 
al. 2019). This research does not usually use the concept of SES, but refers instead to sep-
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arate dimensions, such as lifestyles. This research is characterized by a growing interest 
in personalized healthcare. According to this literature, which mainly originates in the 
Netherlands, healthcare personalization operates from the principle of responsiveness 
to provide citizen-clients with the best assistance possible (De Blok, Meijboom et al. 
2013, Bartels, Meijboom et al. 2021). In healthcare, the approach to categorizing patients 
based on their attributes has evolved with the emergence of personalized and precision 
medicine. These advancements aim to mitigate disparities among populations by con-
sidering individual lifestyles, thereby aligning with patient-centered care principles. 
Research in health sociology examines the interplay between lifestyle behaviors, social 
variables such as age, educational level, gender and income, genetics, environmental 
factors, and personalized healthcare strategies. This literature indicates that various SES 
dimensions relate to health behavior through lifestyle, offering normative recommen-
dations on the best approaches for addressing these factors (Noordman, Verhaak et al. 
2010, Berenguera, Pons-Vigués et al. 2017, Hamilton, Henderson et al. 2019, Hagger and 
Hamilton 2021). For example, Hamilton (2019) discusses how GPs take responsibility for 
discussing lifestyle with their patients. The decision to discuss lifestyle during a consul-
tation is reported to be ad hoc and unsystematic, which means that there is no standard 
procedure regarding lifestyle advice or when to refer a patient to other professionals 
for lifestyle interventions. It is therefore unclear which reasoning GPs use to decide 
whether to offer lifestyle advice. Nevertheless, the literature suggests that patients’ lack 
of understanding and low levels of health literacy may lead to professionals being more 
or less likely to bring up lifestyle changes (Hamilton, Henderson et al. 2019). Most of the 
literature in this field does not address how these lifestyles are then used to determine 
an appropriate healthcare plan (Lin, Chen et al., 2017).

Despite extensive exploration of socioeconomic dimensions and GP-patient in-
teractions in health sociology research, most of these studies point to one or two SES 
indicators to explain patient-physician interactions. For instance, Willems et al. (2005) 
show that patients from lower SES elicit less positive socio-emotional communication 
and more directive and less participatory consulting styles from their doctors. Doctor’s 
communication styles are influenced by the communication patterns of patients from 
high and low SES groups. In addition, such studies often do not explain why these par-
ticular indicators, such as educational level, income or occupation, are the relevant SES 
dimensions (Willems, De Maesschalk et al, Allen, Rogers et al. 2019). Health sociology 
literature posits that the premise of personalized healthcare is based on GPs’ respon-
siveness to patients’ lifestyle, which is an integral component of SES. Although some 
studies report positive and negative effects of personalized and customized approaches 
in healthcare, there is too little insight into the specific dimensions through which SES 
is used to inform judgments about needs (Minvielle, Fourcade et al., 2021). There is still a 
gap in our understanding of the reasoning GPs use when addressing SES and how social, 
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cultural and economic dimensions play a role in their decision-making (Bourdieu 1984, 
van der Waal and de Koster 2015). This study therefore investigates the reasoning GPs 
use around SES cues to identify potential differences in needs. In other words, we aim 
to understand how SES is used by frontline healthcare professionals to differentiate 
and recognize varying needs. This approach underscores the role of SES dimensions in 
personalization, identifying how GPs tailor their care based on their patients’ diverse 
SES backgrounds.

This study generally defines reasoning as the mental process of drawing conclu-
sions, making inferences, or evaluating arguments based on available information and 
logical principles (Mercier 2011, Mercier and Sperber 2011, Toplak, West et al., 2014). 
In this study, the authors focus on the latter by inductively examining the reasoning of 
professionals about individuals, and how SES dimensions are used in this reasoning to 
decide on treatment plans that match the patients’ needs.

5.3  Methods

The issue of the reasoning used by professionals around cues associated with variations 
in socioeconomic status is best explored using a qualitative within-person design. The 
data in this study stem from qualitative interviews with GPs using personas as a method 
of data collection and analysis (Harrits and Møller 2021).

Context and research focus

The Dutch healthcare system is known for its accessibility, quality, and efficiency. GPs act 
as the first point of contact within the Dutch healthcare system. Patients have to first 
consult their GP before they can be referred to specialized care. In the Netherlands, GP 
is a highly professionalized profession with a lot of autonomy. This is due to the fact that 
GPs undergo a minimum of 9 years of training, it is a protected profession and there is a 
dedicated disciplinary board that oversees the conduct of practice of GPs (General Prac-
titioner Training, 20254). The idea is that GPs provide continuity of care, which means 
that they guide patients for long periods of time and have an overall understanding 
of their medical history, which in turn ensures a personalized and effective treatment. 
Apart from treating illnesses, GPs are also responsible for preventive care. They offer 
advice on healthy lifestyle, and screen for early detection of diseases (NHG, 2025).

This study was carried out in The Hague, the third largest city in the Nether-
lands. This was a strategic decision because psychosocial problems are disproportionally 

4	This is an informative website by the General Practitioners Training the Netherlands aimed at providing official 

information about general practitioner training.
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common in some parts of the city, particularly among low-income residents, and there 
are substantial differences in the socioeconomic status of the population (Haaglanden 
2021). To guarantee internal validity, this study focused on GPs working in neighbor-
hoods in which combined psychosocial problems were most apparent. Moreover, GPs 
increasingly have to deal with psychosocial problems, or a combination of physical, 
psychological and social problems, which are multiple, diffuse and can be seen as am-
biguous. This expansion of health problems places greater pressure on GPs (Hadoks 
2023) and these problems can often be interpreted differently and subsumed under 
various care domains. Importantly, GPs are the first frontline professionals to interpret 
patients’ problems and build a relationship with patients with high levels of discretion. 
This happens in a context of personalization in healthcare in which GPs share the objec-
tive of collaboratively organizing care as much as possible within primary care (Hadoks 
2024a). Given the variation in patients’ SES backgrounds and the growing emphasis on 
personalization, there are good reasons for examining the SES reasoning of GPs. GPs in 
our sample have between 1 and 35 years of experience in this profession and their ages 
range between 30 and 65 years old. Most GPs identify with higher SES groups, while 
some have backgrounds in lower SES groups.

Methods and data

Interview study approach

In order to examine how professionals assess the psychosocial problems of citizen-cli-
ents with varying statuses, a qualitative interview study was conducted with GPs to 
mimic real-life decision-making by using personas to which respondents were asked 
to react. Similarly to vignette research, the authors used personas as stimulus mate-
rial to start a conversation about attitudes, values, perceptions and judgements in de-
cision-making, thus using them as tools for an in-depth analysis of these processes 
(Loyens and Paraciani 2023). Persona refers to text, images or other expressions used 
to describe a situation or individual that can be used as stimulus to prompt responses 
to interview questions (Hughes and Huby 2002). Personas also elicit ‘second stories’, 
meaning that if we know what topics are worth telling a story about, the next ques-
tion triggers storytelling, also beyond the persona (van Hulst and Ybema 2020). Second 
stories emerge because first stories remind respondents of previous experiences (ibid.). 
Personas are hypothetical but realistic descriptions of situations that resemble the 
respondents’ daily experiences (Wilks 2004). The personas in this study all somatically 
describe the same problem, but their SES context is different, which may lead respond-
ents to conclude that their problems are different, also somatically.

For this study, three personas (see Appendix D1) were constructed during eth-
nographic fieldwork by the lead author, which strengthened the internal validity of the 
personas (van Heteren et al. 2024). The personas are therefore hypothetical, although 
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they are based on real GP-patient interactions (Hughes and Huby 2004). Respondents 
were asked to reflect on the three personas, all of which represented patients with a com-
bination of psychosocial problems. All personas presented the same expressed health 
problem, namely pain in the chest, but with slightly different socioeconomic status cues. 
The high SES persona was a male lawyer who, due to stress-related complaints, did not 
spend as much time with his friends as he would have liked to (Engbersen 2003). He had 
a well-paid and highly educated job (Abel 2008). The low SES persona was an uneducated 
male who was temporarily on sick leave, was insecure about his financial situation, and 
was an informal caretaker for their partner (Abel 2008). He frequently cooked his meals 
in an air fryer, a choice often associated with lower SES individuals (Kamphuis, Jansen 
et al. 2015), and did not have a stable social network (Engbersen 2003). The mixed SES 
persona was a male with a mix of high and low SES indicators. This person worked as 
a freelance handyman, was close to his family, had a busy life, and sometimes smoked 
marijuana with friends to fall asleep more easily. This persona combined lower and 
higher SES cues, since smoking is often associated with lower cultural status individuals 
(Mariël, Schrijvers et al. 2002), while having friends and family is linked to higher social 
status (Engbersen 2003), and having a job is economically valued (Vrooman, Boelhouwer 
et al. 2023). He is also financially successful in his business, but he did not finish high 
school (Abel 2008). The authors assume that since SES cues are interrelated, they all 
affect how the persona, their health and the required healthcare plan are interpreted 
(Abel 2008). To avoid hierarchically ranking people’s cultural lifestyles as researchers, 
the authors let the respondents decide what the SES cues pertained to and whether 
they concerned a high or a low status. Neither the researcher nor the persona explicitly 
stated this during the interviews; this was merely implied, for example, by referring to 
the type of work someone did, their educational background, their social network, or 
their lifestyle. To further enhance the personas’ internal validity, they were tested in 
three pilot interviews with GPs and in conversations with GP colleagues from the lead 
author’s department. The latter ensured that the personas elicited the type of response 
the authors were interested in, and that participants were triggered by the cues integrat-
ed in the personas. In other words, the resulting personas were plausible, authentic, and 
engaging, and they elicited vivid responses (Harrits and Møller 2021). After consulting 
experts, the authors concluded that chest pain could be interpreted in various ways, and 
that the level of concern and the development of a treatment plan could be directed 
at different aspects of the problem. Among males aged 40 to 50, chest pain could be a 
physical problem, but it could also be interpreted differently, as a stress-related problem. 
The problem is ambiguous enough to study potentially different interpretations based 
on patients’ SES backgrounds. Another element that contributes to the transparency 
and traceability of our findings is the code table provided in Appendix D2.

In the analysis of this study, reasoning included the professionals’ initial inter-
pretation of the complaint, the interpretation of cues in reaching a decision about the 
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patient, the level of concern, and the development of a treatment plan. Reasoning about 
SES information may lead to a certain level of concern for the patient. The level of worry 
a GP experiences about a patient and the aspects of the persona they are most worried 
about are relevant: is the GP worried about the patient in general, or about specific as-
pects in or beyond the persona, and what kind of further decisions regarding a specific 
treatment plan do these worries lead to (Harrits 2019)? Existing research often focuses 
on the final decision, but in our study, reasoning revolved around the process of inter-
pretation rather than the final level of concern (Harrits 2019). This study was registered 
and approved by the Medical Ethical Review Committee of Leiden, The Hague and Delft 
(N20.158) and consent was given by all respondents.

Data collection

Data collection took place in 2023. Prior to the interview, respondents were asked to 
share some information about themselves: In what circumstances did they grow up 
and how would they describe their own social status? How do they see themselves as 
a professional? What do they find important in their work? How do they view their 
work context? (see interview guide in Appendix D1). Respondents were then asked to 
read the different personas and the researcher asked them some open questions about 
each persona. The interview finished with reflection questions to help understand how 
the respondent arrived at their reasoning and how they compare their interpretation 
of the three personas. Why did the respondent choose different strategies for different 
patients? And how and why did their level of concern differ? These open questions 
helped respondents to think aloud and talk freely about their interpretation of the 
personas from their own perspective.

All 15 interviews lasted from 45 to 90 minutes, and they were audiotaped, tran-
scribed verbatim, and coded using thematic analysis, including open, initial, and closed 
coding (Braun and Clarke 2006, Charmaz 2006). We translated all the quotes below from 
Dutch, and in doing so tried to reflect the original wording as accurately as possible. 
We used pseudonyms to protect the respondents’ privacy and omitted any reference 
to the neighborhoods where they worked. Respondents were recruited by contacting 
GPs within the lead author’s research network. All were purposefully selected as GPs 
working in neighborhoods where combined problems are most apparent. Additionally, 
the snowball sampling method played a key role in recruiting further respondents.

Analysis

This research study uses an abductive approach, moving back and forth between theory 
and data (Schwartz-Shea and Yanow 2013, Tavory and Timmermans 2014). We therefore 
approach the empirical world with theory on socioeconomic statuses and frontline 
professionals’ standards for evaluating citizen-clients. Our analysis did not focus on 
comparing responses to the various personas, but rather on the reasoning about the 
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individual personas based on respondents’ values and interpretations of SES cues. The 
problems experienced by the personas were similar, but the SES dimensions differed. 
We coded the interviews using constant comparison (Glaser and Strauss 2017) and sen-
sitizing concepts relating to the three dimensions of socioeconomic status to identify 
relevant aspects of the data. The first step was to look at which cues respondents used in 
their reasonings. In their reasoning, respondents could for instance refer to status cues 
when talking about their initial interpretation of the persona. The second step was to 
look at how respondents reason around status cues, and what kind of reasonings they 
use. For example, their reasoning towards a specific level of concern and treatment plan. 
The third step was to look at which socioeconomic dimensions the respondents use in 
their reasoning. How did they differentiate between socioeconomic status dimensions 
and how did they refer to these dimensions in their reasoning about the citizen-client 
explicitly or implicitly? (See appendix B for quotes and initial interpretation). This type 
of analysis is relevant in this context, because GPs are highly professionalized in the 
Netherlands, but they also use their intuition or gut feeling in working with patients. 
The authors used the empirical insights to further explore the relevant literature and 
refine the analysis accordingly. We conducted peer validation during the coding process 
and the second author was closely involved in the coding process.

5.4  Findings

Conceptualizing SES reasoning

The authors conceptualized three different types of SES reasoning and explored their 
mechanisms: The findings focus on how reasoning occurs, taking into account status 
preservation, social distance and developing a treatment plan together with the patient 
through various mechanisms. An overview of these findings can be found in table 5.1.

Status preservation reasoning around SES

The first type of reasoning, status preservation, focuses on how GPs try to preserve their 
patients’ status dimensions based on their SES. This type of reasoning is characterized 
by how GPs use various status cues to assess which dimensions need to be preserved.

The following example from respondent 4 shows what status preservation rea-
soning around SES looks like:

‘Suppose he relapses [with his burnout], he will lose a lot.’

‘The second [high SES] one is really in big trouble, and it will take a long 
time before he gets out of it, I think. He might be the most difficult, the 
most time-consuming, to get back on his feet. […] With a bit of luck, the 
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third [low SES] patient can move on with a minor intervention. If he can be 
reassured and find his strength again. [… ]And if he can get some guidance 
on how to handle [his partner][…], it might be possible for him to return 
to a stable situation. […] The first [mixed SES] man just keeps going. So 
far, he hasn’t hit any obstacles. If we can get him to calm down a bit, he 
might make it much further without any problems. Socially, he has no 
issues… his work is going well. I don’t see a decline happening here. With 
the second [high SES] man, his work is not going well, which is worrisome 
for a lawyer. And with the third man, his work is also not going well. But 
that is not the most important thing here. The difference between working 
and not working is not very significant for him in terms of income. So, in 
that respect, you can easily create some space and calm by keeping him 
on sick leave a little longer if necessary. Until the other issues are resolved. 
[The high SES man has risk of] social decline. Suppose he relapses [with 
his burnout], he will lose a lot. And then many small things can start to 
unravel. He might get into trouble with his partner, or at the very least, 
his self-esteem will take a huge hit.’

Respondent 4 therefore shows that in practice, the status preservation reasoning is a 
combination of SES indicators and perceived stability. GPs therefore look at various SES 
cues to decide what patients might lose if they become unstable, and they try to assess 
whether patients are stable.

GPs emphasize the importance of preserving various SES dimensions to prevent 
overall decline. They highlight the need to maintain social status, including relationships 
with friends and family, as well as economic status, such as having a stable income. 
GPs argue that cultural lifestyle cues, such as hard work and care responsibilities, have 
an impact on patients’ stability. At the same time, GPs emphasize the importance of 
preserving cultural lifestyle, including self-esteem through work alongside other di-
mensions. In other words, GPs argue that certain patients should be able to hold on to 
their higher cultural lifestyle, possibly making it harder to solve their issues. In doing 
so, GPs often mention the cultural lifestyle indicator as being important, because it 
could determine whether a patient can keep living the way they do without losing other 
status dimensions.

Social distance reasoning around SES

Social distance reasoning around SES is about how the GPs’ and patients’ SES affect 
the development of treatment plans. Characteristic of social distance reasoning is that 
some GPs use their own status or a status they are familiar with as reference points in 
developing treatment plans. The social distance reasoning mechanism means that the 
GPs’ reasoning from a small social distance show identification with the patients’ needs, 
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due to recognition of or feeling closeness to a similar status group. Small social distance 
reasoning is illustrated in the example below by respondent 1:

‘And I think of myself. As I said, I’m also quite active […].’

‘Sometimes it’s not entirely […] logical, but it’s about the part where he 
says: “What I find unfortunate is that I can no longer do fun things in the 
evening with friends, like play badminton or go to a party. I enjoy spending 
time with my friends.” So, then I think: it’s not okay that that’s not possible. 
And I think of myself. As I said, I’m also quite active and I get a lot of energy 
from it. But sometimes I also feel that my life is a bit too busy, so I can easily 
imagine that it causes stress if you have such a full schedule. When other 
people look at my schedule, they often say: “How do you do it? It would 
stress me out.” I don’t know. Somehow, I’m suddenly thinking about that… 
[…] But there is something that makes me think: No, I don’t think it’s right 
that all that is no longer possible, so I find it alarming. I don’t even neces-
sarily know whether that means he has a heart condition.’

Respondent 1 therefore shows that in practice, this mechanism means that GPs who 
recognize a patients’ cultural lifestyle as similar to their own aim to help the patient to 
get their life back in order. GPs personally understand the importance of helping this 
patient, because they are able to identify with the patient.

While the first example of small social distance reasoning focused on the high 
SES persona, this mechanism also arises in situations where both the GP and the patient 
have or have experience with being in other than high SES positions, as illustrated by 
respondent 10:

 ‘I do know what it’s like to be different […] .’

‘At some point, we lost our expat status and then we just became foreigners 
[in the Netherlands]. […] We were placed in a Dutch school and gradually 
moved out of that [expat] world. [We] survived here as best we could. […] I 
was also on the receiving end of prejudice and all sorts of things. So, I’m 
a bit between two worlds in that respect. […] I do know what it’s like to be 
different and I know what it’s like not to always have it easy, I know what 
it’s like to have to fight for where you want to get to. But I’ve come a long 
way… […] In general, in patient care, I try to take on a more empowering role. 
I want to give people more power over their own health, so they can take 
care of themselves, and we don’t always have to do everything, because 
that’s not necessarily realistic either. [So,] providing a lot of information, 
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a lot of explaining, always saying why we do or don’t do something. […] I 
like to take the time, where I can, for someone, if they need it. And I think 
I also look – but I think that’s part of the job – but I look more broadly. So, 
I take into account… I mean, you often see that it’s not just the illness, but 
a lot of other things too.’

Respondents thus recognize the feeling of being ‘different’ because of their own status 
background. Identification with the patient makes it easier for GPs to get patients the 
treatment they deserve, similar to those in higher SES situations. GPs thus see a clear 
course of action ahead. This social distance reasoning is therefore not only activated 
by GPs’ current status, but also by experiences in other SES positions from the past.

As this section shows, in small distance reasoning around SES, GPs mostly 
consider cultural status as an important dimension in recognizing their patients’ status. 
GPs recognize the importance of this dimension for their patients, because they also 
find it important in their own life.

Together reasoning around SES

Together reasoning around SES is about how caring develops, and it describes how 
GPs use different approaches to working more or less collaboratively with a patient, 
based on their SES characteristics. Characteristic of together reasoning is that GPs 
use different approaches for formulating a plan with the patient. Specifically, GPs may 
decide to formulate a plan together with some patients, while with others, they may 
decide to formulate a plan for the patient, or let the patient decide about the plan. The 
core of together reasoning around SES is that GPs respond to the patient’s perceived 
self-sufficiency, based on how busy their life is and their perceived cognitive capacity. In 
this mechanism, how busy a patient’s life is affects the GP’s perception of their self-suf-
ficiency and, consequently, the treatment plan. However, this reasoning only arises 
in combination with the GP’s interpretation of the patient’s educational background, 
because a patient’s educational level could determine whether the patient understands 
the type of care they may need.

The following quote from respondent 11 illustrates how together reasoning 
around SES works.

‘That also really influences how you assess someone’s health.’

‘This […] [low SES persona] understands very little, so you really have to 
take him by the hand. That also really influences how you assess someone’s 
health. […] The other man, he’s a lawyer, he’s also very cognitively engaged. 
[…] He will understand me when I make a plan, he’s also probably articulate 
enough to talk back.’

5
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In together reasoning, busyness is therefore mobilized to decide whether a patient’s 
problems need to be resolved quickly so they can get on with their lives. More specifi-
cally, this occurs when patients who are understood to have a high educational level. 
In other words, when being busy and having a high educational level are combined, 
the patient’s ideas on the treatment plan are given priority, and the patient is invited 
to take the lead concerning the direction in which they want the treatment plan to go. 
However, when a busy life is not combined with a high educational level, GPs often see 
busyness as a factor that can cloud the patient’s judgement, making it impossible for 
them to decide on the treatment plan themselves. Therefore, GPs are likely to decide 
that these patients need more guidance in developing a treatment plan.

GPs refer to a combination of cultural cues to explain their reasoning around 
the extent to which a patient is able to devise a treatment plan or needs assistance in 
doing so. The together reasoning mechanism is therefore triggered by a combination 
of two different cultural cues.

 Table 5.1. Three types of SES reasoning and their mechanisms

SES reasoning of GPs

SES reasoning Substantiation Mechanism

Status preservation reasoning 
around SES

How status is preserved in 
relation to SES dimensions

How the need for status 
preservation is determined by 
combining SES indicators and 
interpretations of patients’ 
stability

Social distance reasoning 
around SES

How social distance is used to 
develop a treatment plan for 
patients

How small social distance 
creates recognition and a 
reference point when helping 
the patient

Together reasoning around SES How approaches to creating a 
treatment plan are explored 
together with the patient

How patients’ busyness and 
educational level is used to 
determine the development of a 
treatment plan

5.5  Concluding discussion

This study explored the reasoning used by frontline professionals in healthcare regard-
ing cues associated with varying socioeconomic statuses. Our findings are that GPs use 
three types of SES reasoning in shaping their approach to patient care. The first type 
of reasoning, status preservation, refers to the way GPs determine the need for status 
preservation by combining SES indicators and interpretations of patients’ stability. The 
second type of reasoning, social distance, refers to the way in which small social dis-
tance creates recognition and a reference point when developing a treatment plan for 
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patients. Third, together reasoning around SES reveals how GPs use patients’ busyness 
and educational level to determine the extent to which they develop treatment plans 
together with the patient. This last finding helps to explain how SES plays a role in the 
extent to which and the ways in which professionals invite citizen-clients to share their 
preferences and take these into account in formulating a treatment plan (van Heteren 
et al, 2023).

This study contributes to the existing street-level bureaucracy literature on SES 
in decision-making, which shows limited insight in SES reasoning, by providing insight 
into grounds for differentiating between citizen-clients. Our study contributes to this 
literature, conceptualizing SES reasoning among GPs by examining what reasoning 
GPs use when considering cues associated with varying socioeconomic statuses. Our 
conceptualization of status preservation reasoning around SES is useful for theory de-
velopment on the role of SES in decision-making because it enhances our understanding 
of the reference points that may impact professionals’ deservingness judgments and 
resource allocation. Our conceptualization of social distance reasoning adds to the liter-
ature on social distance (Groeneveld and Meier, 2022;, Harrits and Møller, 2014) by show-
ing how differences in social status between professionals and citizen-clients matter 
for decision-making. Harrits and Møller (2014) find that the larger the social distance 
between professional and citizen-client, the more worry is expressed and interventions 
suggested. Corroborating these findings, our study shows how social distance is also a 
type of reasoning, where frontline professionals draw on their own status positions 
to identify with citizen-clients in similar positions. Our conceptualization of together 
reasoning highlights a potential bias in decision-making whereby citizen-clients with 
higher SES may receive more collaborative care compared to those with lower SES. 
These insights contribute to theory development on the role of citizen-clients’ SES in 
decision-making by frontline professionals.

Our conceptualization of different types of SES reasoning could also be relevant 
to the literature on administrative burdens. The literature on administrative burdens ex-
plains how status background influences citizen-clients’ experiences and their responses 
to these burdens (Christensen, Aarøe et al., 2020; Döring 2021; Masood and Azfar Nisar, 
2021). The varying resources individuals possess for coping with administrative burdens 
stemming from interactions with the state may affect them differently (Döring, 2021). 
Existing research has shown how street-level bureaucrats play a key role in perpetuating 
social inequity by enforcing seemingly neutral rules that disproportionately burden 
certain groups (Maynard- Moody and Musheno, 2012; Moynihan, Herd et al., 2015; Nisar, 
2018). However, our findings show that SES also plays a role in how professionals take 
citizen-clients’ background in account in determining the type of assistance citizen-cli-
ents may need, and the grounds on which they may need this. For instance, while GPs see 
some patients as self-sufficient, other patients are more likely to elicit a desire to relieve 
them of the burden of figuring out how to solve their problems. In practice, however, 
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the patient perceived as being self-sufficient may actually experience this as a burden, 
while the other patient may want to think for themselves.

Health sociology research on health inequalities argues that cultural capital is 
used to translate social inequality into health inequality through individuals’ behaviors, 
attitudes and choices (Abel 2008), but there is a lack of research into how lifestyle ap-
proaches are implemented in healthcare (Minvielle, Fourcade et al., 2021). Our findings 
contribute to this literature by providing insights into how cultural status and other 
SES dimensions play a role in decision-making processes, with the aim of helping those 
in need. Central to our findings is that GPs focus on lifestyle indicators to tailor their 
personalized interventions. While such personalization in care seems crucial for some 
individuals, it is potentially problematic in that what one person perceives as person-
alized care may be interpreted by another as discrimination.

This research study has limitations that require reflection. One limitation is that 
we relied exclusively on qualitative interviews, using personas as conversation starters. 
While these rich narratives provide insights into the thought processes of frontline 
professionals and their reflections beyond the personas, they are not suitable for stud-
ying the professionals’ reasoning in actual practice. This study sheds light on how GPs 
reason around SES in formulating healthcare plans with citizen-clients. However, this 
study does not give insight into how GPs mobilize professional — and other types of — 
knowledge in their reasoning. More specifically, in our findings, we show the mechanism 
of social distance reasoning, but we do not know where it comes from. Therefore, why 
respondents use this social distance reasoning could be because of motivation or per-
sonalized care, but it could also have to do with bias. Future studies could build on this 
by incorporating participant observations and experiments for studying professional 
behavior in various situations and to gain insight into knowledge mobilization (Møller 
2022). Another limitation is the study’s focus on a specific type of frontline profession-
al, the GP. We chose GPs because they work specifically to address patients’ needs, and 
they have significant autonomy in decision-making, as well as discretion, and extensive 
information about patients through personalized and often long-term relationships. 
This highlights the multifaceted and impactful nature of GPs’ work, and distinguishes 
them from other street-level professionals, who may not have such an extensive range 
of characteristics. Future research should compare SES reasoning across different types 
of professionals in various domains to develop a general theory on SES reasoning among 
frontline professionals. Moreover, future research on administrative burdens could delve 
into how the use of SES reasonings by frontline professionals relates to the experienced 
burdens of citizen-clients’ with different status backgrounds. Finally, this research study 
was carried out in a specific country context, and we wish to acknowledge that if this 
research was to be done in another country, different personas, inductively based on 
this alternative context, would be more appropriate.
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6.1  Introduction

The conceptions, roles and reasonings explored in this dissertation together shape how 
frontline professionals relate to other professionals and to their clients with combined 
psychosocial problems. The introduction of this thesis indicated that in The Hague, the 
Netherlands, many people live with combined psychosocial problems. Furthermore, 
there are inequalities between people living with and without problems such as medical 
issues, poverty and depression, and, such problems are mostly evident among people 
with a lower socioeconomic status (SES) (SCP, 2023). Furthermore, these combined 
problems among vulnerable clients create a need for collaboration between frontline 
professionals across professional and organizational borders, whereas many incentives 
go against such collaboration.

My main motivation was to increase our understanding of how frontline pro-
fessionals relate to clients with combined problems and other professionals, because 
it can contribute to awareness in or around the aspects of persistent combined health 
problems and health inequalities. Efforts to address such combined problems in public 
health are mostly focused on studying effects of social determinants on health (a.o. 
Kikuchi et al., 2023; Nutbeam & Lloyd, 2021), while the role of frontline professionals 
in caring for clients is often not taken into account. Therefore, throughout this disser-
tation, I focused on studying frontline professionals in care and social welfare, which 
includes questions that are relevant for both public health and public administration. 
Combining insights from public health and public administration is relevant to under-
stand the organizational- and professional aspects of interprofessional collaboration and 
street-level professionals. Moreover, drawing on an anthropological lens and emic per-
spective allowed for studying health conceptions, roles in collaboration and reasonings 
from the professionals’ perspective. This approach was essential in uncovering implicit 
norms, values, and interpretations that guide professionals’ work in care, including their 
interaction with each other and with clients. Frontline professionals’ work, in turn, is 
relevant to promoting equitable health outcomes for clients with combined psychosocial 
problems. In this chapter, I answer the following overarching research question:

RQ: How do frontline professionals relate to other frontline professionals and clients in 
caring for clients with combined psychosocial problems?

By answering this question, the dissertation has aimed to understand the frontline 
professional’s perspective in caring for people with combined problems. To answer 
the research question, this dissertation focused on frontline professionals working in 
organizations in general healthcare, mental healthcare and social welfare who work 
across professions and organizations in caring for clients with combined problems (a.o. 
Haaglanden ,2021; Actieprogramma Preventie, 2020; RVS 2020).

6
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In this concluding chapter, I discuss the main findings of the empirical studies in rela-
tion to each other and to the literature to date. Furthermore, I answer the overarching 
research question and how the anthropological lens contributes to this question rele-
vant for public administration and public health. A summary of the empirical findings 
of each empirical chapter will be presented in section 6.2. After that, in section 6.3, an 
answer to the general research question will be provided. In section 6.4 the theoretical 
and methodological implications will be discussed. In section 6.5, the limitations and 
recommendations for future research will be outlined and lastly, in 6.6 the societal and 
practical relevance of the findings will be discussed.

6.2  Summary of empirical findings

This section presents the conclusions of each empirical chapter separately. Each chapter 
addressed a distinct sub-question using different methods, thereby exploring differ-
ent aspects of the same phenomenon – how frontline professionals in care and social 
welfare relate to other professionals and clients in caring for clients with combined 
psychosocial problems.

Health conceptions

Chapter two conceptualized the health conceptions held by various frontline profes-
sionals in general healthcare, mental healthcare and social welfare by focusing on how 
frontline professionals view and approach health. This chapter answered the following 
research question: How can the health conceptions of frontline professionals in general 
healthcare, mental healthcare and social welfare be conceptualized? I used an inductive 
semi-structured interviewing approach, with various types of frontline professionals 
who all work with clients with psychosocial problems, and who collaborate across profes-
sional and organizational boundaries. In doing so, this chapter conceptualized profession-
als’ health conceptions and it emphasized the importance of these conceptions in care.

This chapter has found that frontline professionals’ health conceptions differ 
in three main dimensions: 1) health definitions, 2) alignment with clients and 3) con-
textualization of clients’ health. Thereby, this study shows that professionals’ health 
conceptions not only consist of what professionals think constitutes health, but also 
include beliefs about what clients are expected to do and how professionals should 
support them in becoming or staying healthy. Additionally, the findings showed that 
frontline professionals have beliefs about what should be expected of other stakehold-
ers in the client’s broader context when determining appropriate health goals and care 
approaches. These findings are a first building block in theorizing frontline profession-
als’ health conceptions. This study furthermore explored the interplay between the 
different health conceptions and found that frontline professionals in care and social 
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welfare combine health conception dimensions — health definitions, alignment with 
clients and contextualization of problems — in various ways when caring for clients 
with combined problems.

This chapter focused on the health conceptions of frontline professionals, the 
next chapter went into how health conceptions translate into practice – by exploring 
how health promotion roles are shaped by professional identity.

Frontline professionals’ identities and roles
Chapter three focused on health promotion roles and professional identity of frontline 
professionals in caring for clients with combined problems by answering the following 
research question: What kind of health promotion roles do frontline professionals in 
general healthcare, mental healthcare and social welfare have and how are these shaped 
by their professional identity? I used ethnographic fieldwork to explore professionals’ 
health promotion roles.

The findings of the study indicated how various frontline professionals promote 
health according to two roles: reframing and customizing health promotion and that this 
is associated with how they identify as pragmatic or holistic professionals. Even though 
the reframing role often co-occurred with the pragmatic identity and the customized 
role with the holistic identity, this relationship is not deterministic. My findings also 
showed that professionals’ health promotion roles and professional identities transcend 
professional backgrounds.

Moreover, resonating with broader developments in healthcare from reactive to 
proactive care (De Valck et al.. 2001; Waldman & Terzic, 2019), the types of health promo-
tion roles in this study differed based on how professionals manage complexity, client 
autonomy and how they involve the client context in health promotion. Thereby, health 
promotion roles are more layered than the fixed attitudes and tasks described in the 
health promotion literature (Geense et al., 2013), because they are shaped by professional 
identities and they are situational. The latter means that frontline professionals do not 
follow a single, static role; instead, they shift between roles, based on how they manage 
complexity, client autonomy and how they involve the client context.

This third chapter focused on how various frontline professionals in care and 
social welfare identify professionally and which health promotion roles they use. Chap-
ter four then explored how these professionals collaborate across professions and or-
ganizations to care for clients.

Interprofessional collaboration in fluid teams

Chapter three demonstrated how identity is a relational concept, formed through pro-
moting health with clients and other professionals (a.o. Weick, 1995; Ashforth, 2000). 
Therefore, it was relevant for chapter four to explore how frontline professionals pro-
mote health together with other professionals.

6
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Chapter four focused on how team fluidity plays a role in interprofessional collabora-
tion in care for clients with combined problems by answering the following research 
question: What does interprofessional collaboration look like in a fluid team context? I 
used ethnographic fieldwork to explore interprofessional collaboration in a context of 
team fluidity among frontline professionals in general healthcare, mental healthcare 
and social welfare who work across professional and organizational boundaries in caring 
for clients. A key focus of this study was how team fluidity, and thereby, differences 
and changes in membership, plays a role in interprofessional collaboration (Kerrissey 
et al., 2020).

The chapter found how frontline professionals collaborate interprofessionally in 
a context of team fluidity and how they experience this based on seven behaviors in col-
laboration; creating alternative communication lines, organizing valued spaces, bridging 
knowledge gaps, bridging communication gaps, bridging partner matching gaps, negoti-
ating responsibility overlaps and negotiating safe work environments. These behaviors 
were identified using sensitizing concepts, as identified by Schot and colleagues (2020), 
which guided the analysis. The empirical research showed that most interprofessional 
collaboration takes place informally through fragile interpersonal relationships in which 
membership change and difference create tensions. Primarily, membership change, but 
also differences between members, increase the difficulty regarding interprofessional 
collaboration in fluid team contexts.

SES reasonings

Chapter five highlighted how frontline professionals relate to other professionals, but 
the other chapters also showed that in collaboration in care and social welfare, it is rel-
evant to know more about how frontline professionals relate to the clients they care for.

This fifth chapter found how frontline professionals interpret their clients by 
exploring how frontline professionals in general healthcare take socioeconomic status 
(SES) into account in their daily decision- making with clients by answering the follow-
ing research question: What reasoning do frontline professionals in healthcare use re-
garding cues associated with varying socioeconomic statuses? By means of a qualitative 
interview study with general practitioners (GPs) who work directly with clients with 
combined problems and who encounter differences in SES on a daily basis, I explored 
the mechanisms through which frontline professionals in general healthcare interpret 
SES cues when developing treatment plans with clients. In doing so, this study deep-
ened existing insight into the role of SES in decision-making (Harrits & Møller, 2014; 
Raaphorst & Groeneveld, 2018).

In this chapter, I identified and conceptualized three SES reasonings in shaping 
GPs’ approach to patient care. First, status preservation reasoning, refers to how GPs 
determine the need for status preservation by combining SES indicators and interpreta-
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tions of patients’ stability. Second, social distance reasoning, refers to the way in which 
small social distance creates recognition and helps GPs prioritize when developing a 
treatment plan for clients. Third, together reasoning refers to how GPs use patients’ 
busyness and educational level to determine the extent to which they develop treatment 
plans together. Conceptualizing these different SES reasonings shows how GPs interpret 
and use various SES cues in their decision-making when developing treatment plans 
with patients. SES cues thus shape their approach to patient care in ways that impact 
patient care by aiming for status preservation, prioritization and togetherness.

6.3  General conclusion

Within this section the overarching research question will be answered by combining 
the findings of the different empirical studies. The overarching research question is:

How do frontline professionals relate to other frontline professionals and clients in caring 
for clients with combined psychosocial problems?

This general research question will be answered in two parts. The first part of the re-
search question is about how frontline professionals relate to other frontline profession-
als in caring for clients with combined psychosocial problems. The second part of the 
research question is about how frontline professionals relate to clients with combined 
psychosocial problems.

First, I outline my findings on how frontline professionals relate to other front-
line professionals in caring for clients with combined psychosocial problems. How front-
line professionals relate to other professionals is shaped not only by characteristics of 
the team context – change and difference – but also by professionals’ health conceptions 
and their professional identities. I have explored how frontline professionals work in 
a context of team fluidity. This focus is particularly relevant because there is a high 
prevalence of frontline professionals working with clients facing combined psycho-
social problems and they inherently work in settings characterized by high levels of 
membership change and difference. This dissertation shows that in contexts of team 
fluidity, frontline professionals engage in seven behaviors related to interprofessional 
collaboration, including creating alternative communication lines, bridging knowledge 
and communication gaps, and negotiating responsibilities. These behaviors, in which 
change is the main driver, show many similarities but also some differences compared 
to the behaviors in interprofessional collaboration of professionals working in fixed 
teams (Schot et al., 2020). The differences are especially relevant given the prevalence 
of combined issues nowadays. What is different in contexts of team fluidity is that pro-
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fessionals by definition have to work in diverse and constantly changing contexts, as 
a result of which they work with many different people. The dissertation showed that 
this, for instance, means that professionals in fluid team contexts experience unclarity 
regarding who to approach and when. Moreover, it can be difficult to know who to trust 
and to know who is responsible. Therefore, interpersonal relationships are fragile, but 
crucial to foster interprofessional collaboration. Notwithstanding the advantage of the 
ability to complement each other with different professional backgrounds, high turno-
ver and changing team composition increase the challenge of identifying and reaching 
appropriate partners for collaboration in fluid team contexts.

Apart from team fluidity, I have also explored how frontline professionals see 
health and how they want to work towards this in collaboration with other profes-
sionals. The way in which professionals give meaning to health and care is strongly 
connected to how they relate to other professionals. Health conceptions are not only 
individual understandings, but are shaped in interprofessional collaboration. In fluid 
team contexts, interprofessional collaboration is therefore not only about dividing tasks, 
but it is also a negotiation of professionals’ values and perspectives inherent to health 
conceptions. Moreover, when frontline professionals care for vulnerable clients together, 
misunderstanding due to varying health conceptions may impact their abilities to do 
so. For instance, health definitions are relevant, because having different ideas of what 
health means may impede the ability to work towards (similar) goals together. To be 
able to understand each other and reach health goals together, professionals also em-
phasize the importance of assessing contextual sources. By assessing the social context 
of the client, frontline professionals emphasize that they do not only try to get more 
information from clients about their social context, but also from their larger environ-
ment including other professionals involved with the client. Frontline professionals may 
gather such information through clients or by contacting other professionals directly. 
Frontline professionals view relating to other professionals as important, especially 
because they also assess other problems than the ones presented by the client. However, 
professionals see obstacles in practice such as limited time and resources to engage in 
time consuming relational work with professionals beyond their own specialty.

Besides contextual sources, the dissertation has also found that professionals 
relate to other professionals in the way they interpret their own role in care and, there-
by, how they identify as professionals. For instance, those who identify as pragmatic 
professionals value the ability to carry out their work in ways they prefer and they 
value setting boundaries around what they can and cannot do for a client. Pragmatic 
professionals often use the reframing health promotion role, primarily using collabo-
ration by involving other professionals with different and complementing expertise to 
safeguard the boundaries of their own expertise.
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I now turn to the findings regarding how frontline professionals relate to cli-
ents with combined psychosocial problems and their health and care. How frontline 
professionals relate to clients is shaped not only by health conceptions, but also by 
their health promotion roles and their SES reasonings towards clients. First, when pro-
fessionals define clients’ problems in terms of a mental health definition, they actively 
seek alignment with the client. This means that professionals aim to establish an equal 
relationship with clients, allowing space for clients’ experiences and preferences re-
garding health. Second, frontline professionals who define health as competence and 
behavior, argue that clients should be responsible and able to communicate their own 
health needs and these frontline professionals see a less active role for themselves. Only 
when they think the situation might get dangerous, those professionals take over with 
what they think is important for the clients’ health. Third, frontline professionals who 
assess the clients’ social context in caring for the client emphasize that not all clients 
may be able to take care of themselves, even with the help of their social network. What 
is central in these findings, is that frontline professionals emphasize the importance of 
personal responsibility through competence and behavior, but they also acknowledge 
the possible impact of contextual aspects.

Exploring professionals’ health promotion roles, the research has suggested that 
frontline professionals relate to clients through two health promotion roles. First, in 
reframing health promotion, professionals take the lead by reframing clients’ needs into 
something they can address within their professional boundaries. Within this role, it 
remains unclear whether the professionals’ practices really focus on the problem which 
is prioritized by de client. This finding is in line with how professionals with a pragmatic 
professional identity value setting boundaries around what they can and cannot do for 
the client. Second, frontline professionals customize health promotion and determine 
the direction of care in close relationship with the client. The client is given the lead and 
responsibility in expressing which problems should be dealt with. This finding aligned 
with how professionals with a holistic professional identity appreciate collaborative 
efforts with clients. These health promotion roles show, among others, how professionals 
deal with client autonomy.

Frontline professionals in general healthcare relate to clients’ SES in terms of 
status preservation, social distance and togetherness in developing a treatment plan 
with clients with combined psychosocial problems. This finding suggested that how 
professionals relate to the SES of clients with combined problems and how they intend 
to develop treatment plans with them is shaped by social and relational positioning. 
First, general practitioners relate to clients by emphasizing the need to preserve cli-
ents’ status by combining SES indicators and interpretations of clients’ stability. Second, 
general practitioners relate to clients to whom they perceive as having a small social 
distance, using recognition as a reference point when developing the treatment plan. 
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Third, general practitioners base their approaches to creating a treatment plan together 
with clients on clients’ busyness and educational level.

The findings of this dissertation thus pointed out how various frontline profes-
sionals relate to other professionals and to clients with combined psychosocial prob-
lems in relevant ways. They do so in the way they see health and healthcare, in the 
expectations they have of themselves, of other professionals and of clients, in the way 
they behave in relation to other professionals and to clients and in the way they reason 
about clients’ SES.

6.4  Implications

This dissertation contributes to public health and public administration by using an 
anthropological lens and emic perspective to study how frontline professionals relate 
to other professionals and clients in caring for clients with combined psychosocial prob-
lems. Thereby, the dissertation has implications for the literature on health conceptions, 
health promotion, interprofessional collaboration in care, teamwork and street-level 
bureaucracy, particularly on the role of clients’ SES in frontline decision making. The 
combination of the public health and public administration disciplines and the anthro-
pological lens enabled me to primarily take a formative approach towards conceptual-
ization and theory building.

This dissertation contributes to the literature on health conceptions, which is an 
important strand within public health, by addressing the currently limited conceptual-
izing of professionals’ health conceptions, which tends to mainly focus on differences 
in health beliefs and it only includes medical professionals such as GPs and nurses 
(Armstrong & Swartzman 1999, Colombo, Bendelow, Fulford and Williams 2003, Huber et 
al. 2016, Levesque and Li 2014). By including frontline professionals from various back-
grounds in the context of caring for clients with combined problems, this dissertation 
offers a broader understanding of health conceptions among frontline professionals in 
care and social welfare. More specifically, this dissertation contributes to the concep-
tualization that frontline professionals’ health conceptions, besides multiple health 
definitions, also consist of beliefs about how to pursue health together with clients, their 
context and with other professionals. Thereby, this dissertation advances the literature 
on health conceptions by changing the focus from individual beliefs to a more relation-
al conceptualization that is situated in everyday practices of professionals working 
in complex care contexts. This dissertation opens the door for other researchers who 
could test these health conception dimensions among other professionals, in various 
care contexts and in actual care practices. This would offer insight into whether these 
dimensions conceptualized in this dissertation can be observed across different care 
contexts and how they can inform everyday professional practice.
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This dissertation, furthermore, contributes to the health promotion literature in public 
health by addressing the currently limited conceptualization of professionals’ health 
promotion roles as attitudes towards specific tasks (Geense et al., 2013). What this dis-
sertation contributes is a conceptualization of broader health promotion roles as re-
framing health promotion and customized health promotion. I find that these health 
promotion roles go into what professionals do, but also into how they do this and what 
they find important in doing so. This finding is relevant to health promotion, because a 
professionals’ role is determined by how they see and value themselves. By exploring a 
possible causal link with professional identity, I also find how health promotion roles 
are shaped by professionals identify as pragmatic and holistic professionals. This finding 
adds a novel theoretical layer to the literature on health promotion: rather than seeing 
health promotion roles as profession-specific tasks, this dissertation finds that health 
promotion roles are relational and they emerge through how professionals identify 
as professionals, what they value and how they interpret their interaction styles. This 
finding paves the way for other researchers to further explore why and when frontline 
professionals prioritize certain health promotion roles in interaction with clients and 
other stakeholders. This dissertation shows how health promotion roles are associated 
with how professionals identify as professionals. This finding deepens our understand-
ing of why frontline professionals promote health in particular ways. The findings also 
raise new questions: for instance, why do professional identities and roles transcend 
professions? A possible explanation is that, when professionals in such complex con-
texts constantly collaborate with various professionals and organizations, they develop 
similar values and ways of working through socialization. These findings also open new 
directions for theory building. The dissertation’s indication of a causal link between 
health promotion roles and professional identity invites further empirical testing and 
conceptual development of health promotion roles. Researchers could, furthermore, 
study how professional identity and health promotion roles interact in other profes-
sional care contexts.

This dissertation similarly contributes to the literature on interprofessional 
collaboration in care and the literature on teamwork by exploring the link between 
interprofessional collaboration and a fluid team context, while focusing on complex 
care outside of hospitals. The literature on interprofessional collaboration, which is in-
herently interdisciplinary, does not explicitly include team fluidity in its analysis and 
mostly focuses on fixed teams (Schot et al., 2020). This dissertation finds that, in a fluid 
team context, frontline professionals collaborate according to seven behaviors and that 
change is the main driver differentiating these behaviors from those behaviors found 
in fixed teams (ibid.). For instance, constant change in team members prevent profes-
sionals from relying on established lines of communication, as is possible fixed teams 
(Gilardi et al., 2014; Nugus & Ferero, 2011). Instead, professionals establish alternative 
communication lines to create safe and valued spaces that are often based on fragile in-
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terpersonal connections. Moreover, potentially relevant professionals may unknowingly 
be excluded from the team as they encounter challenges accommodating professionals 
from various organizations and with various professions in the team. These findings are 
also relevant to the literature on teamwork from management sciences, which typically 
focuses on data about hospitals and ad hoc disaster response teams (Kerrissey et al., 
2020; Valentine & Edmondson, 2015; Rashid et al., 2013). Instead, this dissertation adds 
empirical evidence to the literature on teamwork from a frontline professionals’ context 
with tasks that are less delineated than in hospitals (Kerrissey et al., 2020; Rashid et al., 
2013). The frontline care context in this dissertation thus increases our theoretical un-
derstanding of the challenges and practices that are relevant for frontline professionals 
in fluid team contexts. These findings create room for researchers to further explore the 
possible causal link between interprofessional collaboration and team fluidity by testing 
my findings among other frontline professionals in fluid team contexts beyond this one. 
Literature on interprofessional collaboration in care has so far given little attention to 
the difference between fixed and fluid team contexts. This dissertation offers a starting 
point in studying the implications of these differences.

This dissertation also contributes to the street-level bureaucracy literature on 
the use of SES in decision-making (Harrits, 2019; Raaphorst et al., 2018; Harrits & Møller, 
Raaphorst & Groeneveld, 2018), which is prominent in public administration. While 
existing research often focuses on the outcomes of SES-based differentiation, this re-
search contributes by shifting the focus to how professionals differentiate. It uncovers 
the mechanisms behind this differentiation and conceptualizes the reasonings — status 
preservation, social distance, and together reasoning — that guide general practitioners’ 
differentiation when developing treatment plans with clients. These reasonings help 
explain the grounds upon which frontline professionals differentiate between clients 
in practice. For instance, status preservation reasoning around SES enhances our un-
derstanding of frontline professionals’ reference points that may impact their deserv-
ingness and resource allocation judgments (Bothfeld & Rosenthal, 2018). Moreover, by 
shedding light on the subtle mechanisms through which frontline professionals inter-
pret and use socioeconomic cues, this research contributes to the literature on equity 
in decision-making. Furthermore, social distance reasoning around SES contributes to 
the literature on social distance (Groeneveld & Meier, 2022; Harrits & Møller, 2024) by 
showing how recognition regarding social status of the client matters for professional 
decision-making. In social distance reasoning, recognition is thus a form of informal 
expertise which guides decision-making. This raises questions regarding the extent 
to which personal identification is a legitimate base for differentiation in care. These 
findings imply that decision-making is not only about how much discretionary room 
professionals have, but that frontline professionals’ interpretations of clients’ SES are 
also very relevant for how they work with clients and for what they see as good care for 
a specific client. These findings also have implications for other researchers on the use 



121

Conclusion and discussion

of SES in decision-making, who could, for instance, use these reasonings to test them 
among other frontline professionals both in- and outside of care. They could explore 
whether similar reasonings emerge, especially in different professional- and organiza-
tional contexts, and how they shape actual decision making in frontline work. Moreover, 
I cannot elaborate on how these findings contribute to (in)equality, because it was not 
the focus of this research. However, I expect that these professionals’ reasoning about 
clients’ SES may have implications for how professionals address clients, how they lead 
to differential or tailored treatment in frontline work and, in turn, for the health out-
comes of vulnerable clients.

The anthropological lens and ethnographic methods in this dissertation also have 
implications for the depth of the findings on how frontline professionals relate to other 
professionals and their clients in caring for clients with combined problems, which is 
relevant for both public administration and public health. Although ethnographic meth-
ods are increasingly used in public health and public administration (see o.a. Brodkin, 
2011; Cecchini, 2021; La Grouw et al., 2024; Maynard-Moody & Musheno, 2022; Zacka, 
2017; Long & Zacka, 2019), it is still a rather novel approach is both disciplines. This 
dissertation is based on ethnographic research, which followed the everyday work of 
frontline professionals in general healthcare, mental healthcare and social welfare who 
work with clients with combined psychosocial problems. These methods are grounded in 
medical anthropology, which has long explored how people themselves understand and 
navigate health and care practices (a.o. Singer, 1995). Ethnographic research is particu-
larly well-suited for this study, as frontline work is essentially something that happens 
in everyday, on the ground interactions. Ethnography allows for the observations of how 
frontline professionals relate to both other professionals and clients in multiple and 
changing situations (Van Hulst et al., 2017). Moreover, in a broader sense, ethnography 
is essential for research in the care context, because it shows the micro-level interac-
tions, values, experiences and perspectives in care practices, that are otherwise hard to 
grasp. This is especially relevant in care settings, where much of what shapes behavior, 
interaction and decision-making is embedded in tacit knowledge and everyday routines.

The anthropological lens allowed me to inductively study how frontline profes-
sionals relate to other professionals and clients from the professional’s perspective. In 
the second chapter, the anthropological lens allowed me to study professionals’ health 
conceptions. What we learn from this inductive, emic analysis — based on professionals’ 
own perspectives is that frontline professionals’ health conceptions do not only consist 
of various dimensions of health beliefs, but that they also consist of beliefs about how 
to pursue health together with clients and with other professionals. In the third chapter, 
the anthropological lens has furthermore helped me to understand professionals’ actual 
health promotion roles and how they are shaped by professional identity (Barnhoorn 
et al., 2022; Geense et al., 2013). The emic perspective, in particular, allowed me to ex-
plore and conceptualize how frontline professionals themselves interpret and enact 
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health promotion and how this is embedded in everyday practice, which may differ 
from formal role descriptions or policy expectations. Similarly, in the fourth chapter, 
the emic perspective captures how interprofessional collaboration is shaped in practice 
through formal arrangements, but especially through informal routines, negotiations, 
and meaning making that might otherwise not be observed. As such, the emic perspec-
tive enabled me to create new insight into what interprofessional care actually looks 
like for frontline professionals in a fluid team context. In the fifth chapter, the emic 
perspective allowed me to grasp how frontline professionals interpret socioeconomic 
status in their decision-making process. By asking open-ended questions and engaging 
with their prior experiences in the workplace, I was able to uncover and conceptualize 
the mechanisms through which frontline professionals reason about their clients’ status 
indicators in developing treatment plans with clients.

6.5  Limitations of the study and recommendations for future research

There are some recommendations that arise from constraints related to the research ap-
proach. When starting this research, the intention was to include both the professional’s 
and the client’s perspective. However, it soon became clear after starting the doctoral 
research that include the client’s perspective was not feasible due to time constraints. 
I then decided to create a comprehensive picture from the professional’s perspective. 
However, in line with this limitation, I recommend other researchers to shed light on 
the clients’ perspective to find out how care and interprofessional collaboration are 
experienced by those who are on the receiving end of care. Studying the client per-
spective is important because clients, often vulnerable, may also shape care together 
with the professionals. Understanding how they do so from their perspective is rele-
vant. Researchers could for instance ask how clients experience health promotion and 
how health promotion roles are linked to power-sharing with clients. In line with this, 
future research could study how SES reasonings of frontline professionals relate to the 
experienced burden of clients. Another avenue for future research linked to the clients’ 
perspective is to explore other potential stakeholders within the context of clients. In 
doing so, researchers could explore how both frontline professionals and clients relate 
to other stakeholders in the broader client context, such as informal caregivers, family, 
and friends.

Another constraint in this research is that the anthropological fieldwork is highly 
impacted by unforeseen circumstances, such as the murder of a frontline professional 
in a potential observation location and the Covid-19 pandemic. These external circum-
stances prevented me from carrying out my fieldwork as planned, leading to long periods 
(weeks and months) of waiting and uncertainty regarding if, when and how I would 
be able to begin and continue data collection for this dissertation. One of the changes 
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that was made because of these circumstances is that I did observations at another GP 
practice and at another mental healthcare location than planned initially and interviews 
were done months later than planned beforehand. Another challenge during Covid-19 
was that some parts of the fieldwork shifted to online settings behind computers, where-
as interviews and fieldwork meetings would have mostly have taken place in person 
before the pandemic. Doing observations online, or even over a respondent’s phone on 
speaker mode, meant that I could not always grasp everything that was being said. Is 
also made it more difficult to observe non-verbal and implicit communication between 
professionals, to notice contextual details, and to reflect on them with respondents 
immediately after. However, as part of the professionals’ work also moved to digital 
means, doing ethnographic research online became less of a limitation, because profes-
sionals got used to it. Additionally, an advantage of partly doing fieldwork online was 
that it was feasible to attend a large number of meetings and hold a large number of 
interviews from the comfort of my home office. However, in the later stages of my field-
work, both the respondents and I were fortunately able to be physically present more 
frequently, although some meetings remained online. Moreover, the physical location 
of the researcher in the field influences what can be observed and accessed (Trangbæk 
and Cecchini 2023). I realize that I could have included different respondents or ob-
served different interprofessional meetings had this research not taken place during 
Covid-19, or if I had I met different respondents in the beginning of my fieldwork. These 
circumstances likely influenced the specific form and detail of the findings. However, 
since my selection of respondents was theory driven and I followed qualitative research 
standards (a.o. Nowell & Albrecht, 2019), I am confident that the mechanisms identified 
in this research would still have emerged, even under slightly different circumstances. 
Such challenges are inherent to anthropological research, because you have to be there 
to do the fieldwork. Future researchers could do comparable research into the changes 
in interprofessional care, with attention to the impact of technology during and after 
the pandemic.

While almost all the empirical data in this dissertation is on frontline profes-
sionals including those in general healthcare, but also in mental healthcare and social 
welfare, the fourth empirical study, discussed in chapter five, only includes general prac-
titioners. I chose to only include general practitioners in this empirical study, because 
they are the first professionals to interpret clients and to make a decision regarding a 
treatment plan based on that interpretation. Their reasoning could thus be relevant 
for how SES plays a role in frontline decision-making in care. However, this type of re-
search into SES reasonings could also be relevant among other frontline professionals, 
because various professional groups interpret clients with varying SES backgrounds 
in their decision-making. Other professionals, such as nurses or professionals in social 
welfare, could have other considerations. Comparing SES reasonings between frontline 
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professionals from different professions could create valuable insight into how SES 
is observed and integrated in the work of frontline professionals in and beyond care.

There are also some recommendations for future research that arise from the 
findings of the dissertation. In this dissertation, I have developed conceptualizations and 
I have explored potential causal mechanisms. Whereas I have not tested these mecha-
nisms, I leave room for future research to do so. For instance, the three SES reasonings 
are conceptualized based on in-depth interviews with GPs. Future research could test 
these reasonings in several ways. One approach is to observe GPs’ actual decision-mak-
ing practices. Another is to compare their reasoning with those of other frontline pro-
fessionals, in order to develop a theory on SES reasoning among frontline professionals 
more generally. Additionally, experimental methods such as vignette studies could be 
used to access how SES cues impact their reasoning. Moreover, surveys could be used to 
explore how recognizable the reasonings are for frontline professionals. Future research 
could also explore how frontline professionals’ SES reasonings are relevant for how they 
relate to other professionals in caring for clients with differing SES backgrounds. Insight 
into how differing SES reasonings may shape expectations about roles, responsibilities, 
and appropriate care strategies of other professionals could help to better understand 
how holding different SES reasonings can impact their ability to understand each other’s 
perspectives and consequently to provide care together.

While I have studied the actual work practices in health promotion and in in-
terprofessional collaboration, I have not tested the conceptualized health conception 
dimensions in those work practices. What further study should explore is how the three 
health conception dimensions are connected in actual work practices and thus how 
health conceptions shape and are shaped by socialization processes in for example pro-
fessional training, work experiences and in interprofessional collaboration (Levesque & 
Li, 2014; Dinmohammadi et al., 2013). Moreover, to test the validity of the health concep-
tions of frontline professionals in care and social welfare and to further conceptualize 
them, comparative research is needed – for instance, comparing professionals across 
domains, regions or organizational contexts. This dissertation focused on how frontline 
professionals relate to other professionals and clients in caring for clients with combined 
problems. To explore whether and how the uncovered mechanisms actually play a role 
in the health of clients, participative action-based research with interventions is needed, 
in which clients and professionals work together towards change. Such change could 
involve raising awareness among frontline professionals about their reasonings around 
SES. It could also include fostering reflection on how professional identity and health 
conceptions shape care practices. Finally, it may require facilitating interprofessional 
dialogues in which professionals make their underlying assumptions about health, care, 
clients and collaboration explicit.

Finally, the dissertation finds that interprofessional collaboration often happens 
informally, based on fragile interpersonal relations in which change and difference in 
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team membership create tension. This raises the question of what can support such frag-
ile forms of interprofessional collaboration. Future research could explore how various 
forms of leadership may shape the conditions for effective collaboration, and how it can 
connect policy paradigms that work in terms of collaboration across professional and 
organizational boundaries.

6.6  Societal and practical implications

Understanding how frontline professionals relate to other frontline professionals and 
their clients in care for clients with combined psychosocial problems is essential for 
understanding and improving care for clients with combined problems. This section 
offers both the societal implications for the care and health of vulnerable people and 
the practical implications for improving interprofessional collaboration and addressing 
the needs of those with combined problems.

The insights from this dissertation underline the societal importance of relational 
practices within public health, especially in light of the transition and transformation 
in care. Policy frameworks such as integrated care agreement (IZA) and the Health and 
Active living agreement (GALA) in the Netherlands ask a broad, integral health view, in 
which interprofessional collaboration between various domains is central (NFU, 2025; 
RIVM, 2024). Such a transformation thus requires more than policy change alone. It 
also calls for changes in how frontline professionals are socialized in their perspectives 
and approaches to care, their identities and roles in collaboration and their reasoning 
towards clients. These deeper layers of transformation receive little attention in current 
policy discourse. This dissertation highlights that addressing how frontline professionals 
relate to other professionals and clients in transformation is essential to realizing the 
ambitions of integrated care. Considering these policy developments, frontline pro-
fessionals working with clients with combined problems should know how to relate 
to other professionals and to clients in contexts of team fluidity. The findings in this 
dissertation show that frontline professionals who work with other professionals and 
clients with combined problems, such as health problems, combined with debts and 
psychological problems, do need relational and reflective knowledge and skills that are 
different from professionals in less complex contexts. The findings also provide practical 
insights for frontline professionals and other stakeholders on how they should relate 
to other professionals and clients. For instance, frontline professionals working with 
combined problems need quick adaptability to changing and diverse team members and 
unforeseen situations and empathy to ensure a safe and inclusive work environment 
is essential. Furthermore, understanding professionals’ health conceptions may affect 
health promotion through how professionals relate to clients and other professionals. 
This implies that knowledge of health conceptions and health promotion roles in care 
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for vulnerable people is relevant practically, because this adds to awareness of possibly 
different ideas about and approaches to health and care between professionals. Specif-
ically, by explicitly conceptualizing these possible differences, this dissertation creates 
room for dialogue and collaboration among professionals, their managers and clients 
by enabling alignment of goals, roles and responsibilities in care practices. Understand-
ing how professionals relate to other professionals and clients furthermore facilitates 
professionals and managers to question their own assumptions about professionals 
and about clients with varying SES backgrounds. Such reflection potentially supports 
professionals to make better use of each other’s expertise and to better align with their 
clients’ needs.

The insights form this dissertation can also support local and regional initiatives 
that aim to foster new forms of collaboration — such as improving mutual understand-
ing and learning each other’s language and roles — as well as the implementation of 
policy in organizations working with clients with combined problems. By researching 
how frontline professionals relate to other professionals and clients across professions 
and organizations, this research provides valuable insight for translating policy initia-
tives into the everyday work of frontline professionals in care and social welfare. Based 
on the findings, I recommend managers to actively create the conditions for interprofes-
sional collaboration, by not only encouraging it in policy, but by enabling it in practices 
on the ground. This includes facilitating shared physical spaces where professionals 
from different organizations and professions can meet and build trust. My research for 
example showed an organization where professionals were expected to collaborate with 
professionals from another organization, but the lack of physical workspace hindered 
opportunities to meet and interact outside of formal case consultations. This situation 
seemed to play a role in competitive feelings regarding the ability to use actual work-
spaces and feelings of distrust when caring for clients together. Possibilities for informal 
contact are especially important in collaboration across professions and organizations. 
It is therefore also important that managers, together with frontline professionals, and 
professionals across organizations, take the time to reflect on how the intended collab-
oration is experienced. Such reflection is especially relevant considering frameworks 
for frontline professionals, which are often focused on organizational aspects like task 
redistribution (Zorginstituut Nederland, 2012), but increasingly recognize the value of 
normative reflection regarding professionalism including leadership and interprofes-
sional collaboration (NFU, 2020).

This dissertation further demonstrates that care, even when it is tailored towards 
clients, cannot be seen apart from value judgments related to aspects of SES, such as 
lifestyle. Although reasoning around SES often happens implicitly, it may play a role in 
the decision-making of frontline professionals. The findings underline the importance 
of studying how frontline professionals relate to both clients and other professionals, 
as what one person sees as the right care, might be perceived as wrong or even stigma-
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tizing to another. In their daily work, frontline professionals, therefore, should reflect 
on normative assumptions, for instance around status preservation and social distance 
towards clients. Such reflection and awareness of underlying assumptions are not only 
relevant for relating to clients, but also for self-awareness and for relating to other pro-
fessionals. Through professional’s awareness of assumptions about SES, professionals 
could realize how they, often unconsciously and possibly unintentionally, shape their 
reasoning towards clients. Since reasoning around clients’ SES can affect the kind of 
care clients receive, it may also impact their actual health outcomes. Additionally, re-
flecting on their own assumptions about SES could help frontline professionals to better 
understand other professionals, especially when collaborating with professionals with 
different reasonings and standpoints. Such reflections could thus help prevent mis-
alignment in collaboration and it could reduce the risk of implicit discrimination. This 
refers to the risk that professionals’ interpretations of clients’ SES subtly shape how 
they interpret needs and involve clients in developing a treatment plan, potentially 
leading to unequal treatment, even when seen as personalized care. Thereby, seeking 
to understand how professionals and clients relate to one another is essential for ad-
dressing health inequalities.

Altogether, the findings of this dissertation offer valuable input for health promo-
tion practice by encouraging frontline professionals to reflect more on their own health 
conceptions, how they pursue health together with clients and other professionals, and 
how they use assumptions about SES. In daily routines, such reflection may receive little 
attention, as professionals indicated they rarely take time for it, but also found it useful 
and meaningful when we engaged in it during our conversations. I therefore recommend 
creating space for reflection, for example in team meetings or professional development, 
potentially linked to broader initiatives such as appropriate care programs. In this way, 
the findings of this dissertation can contribute to strengthening reflective health pro-
motion practices in everyday care.

The dissertation’s findings are relevant for policymakers and professionals, but 
also for clients and client representatives, such as client councils (a.o. Rijksoverheid, 
2025a). For client councils advocating for the voices of clients to be heard in the care 
process, this dissertations’ findings are relevant as they shed light on how profession-
als interpret their role in care and clients’ health and needs. As such, the dissertation 
highlights the importance of understanding the professionals’ perspective in their deci-
sion-making, which can empower client representatives to advocate for openness about 
the reasoning used in decision-making to ensure that decisions made by professionals 
align with the best interest of clients. In doing so, this dissertation also creates insight 
into broader discussions on equality, diversity, inclusion and values in decision-making 
of other frontline professionals who work with clients with combined problems in and 
beyond care.
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Reflections on my position in the research field

I acknowledge that I, as a scholar, with my own personal story, shape the research pro-
cess and my perspective on the social world (Schwartz-Shea & Yanow, 2013; Ybema, 2009; 
Trangbæk and Cecchini 2023), which is why the knowledge I produce in this dissertation 
will always be a partial view (Schwartz-Shea, 2014). I entered the research field as a 
trained anthropologist and public administration scholar. I have a strong background 
and interest in research into health in a broad sense of the word, which means that I 
had been doing research into topics related to inclusion, gender and well-being during 
the years before the research for this dissertation. However, I am not medically trained, 
while most of my respondents are. Knowing that health is an important theme in my 
research and that I work at a public health department, at rare moments, respondents 
confused me for a medically trained ‘insider’. Such situations meant that they would 
forget that I was only a researcher, and share information that they may also have 
shared with colleagues or trainees.

I entered the field with a relatively privileged position, due to my education-
al background, my considerable health, and familiarity with institutions. At the same 
time, I was an outsider, depending on building a network with trust en reciprocity in 
the research field. Not being medically trained, it was all the more valuable that I could 
spend considerable time in the research field to get familiar with the various frontline 
professionals, their work and especially their professional jargon. This time spend at 
the workplaces of respondents enabled me to ask questions and to become familiar 
with their daily work.

My background in themes like diversity, inclusion and gender shaped my focus 
in the beginning of the research. I was curious how care and social welfare work in prac-
tice, while hoping to better understand what this could eventually mean for people in 
vulnerable situations. I would describe my position as that of a familiar outsider, whose 
curiosity encouraged reflection among research participants. Being an outsider and 
relatively unfamiliar with the research setting was valuable at first, as it allowed me to 
question things that others might take for granted. This position led me to ask questions 
about everyday routines and assumptions that were reflected upon by respondents. 
Over the course of the PhD trajectory, however, my view of care gradually changed. 
I developed a deeper understanding of the complexities and dynamics that frontline 
professionals experience in their daily work. At the same time, my position in the field 
also changed, as I gained more knowledge of the context and became more embedded in 
practice. This growing familiarity helped me to better understand the context in which 
the research took place, which was helpful in developing, conducting and interpreting 
the later stages of the research.
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More specifically, my position as a familiar outsider inevitably shaped both the data 
collection and the interpretation of the findings. First, this positionality allowed me 
to see practices and ask critical questions that might have remained unquestioned by 
insiders. Second, my background and personal interests may have shaped what I found 
salient of further exploration. I have aimed to strengthen the validity and interpreta-
tion of the findings by remaining reflexive throughout the research process, by actively 
considering my own assumptions, alternative explanations, and seeking feedback from 
research participants and peers.

Reflections on conducting interdisciplinary research

My research as well as my role is interdisciplinary: I research how frontline professionals 
collaborate across professions and organizations, and my own work crosses academ-
ic disciplines. Doing interdisciplinary research brought valuable insights, but it also 
brought challenges. In the beginning of this doctoral research, it was challenging to 
find a fitting academic journal to publish my work in, as many academic outlets are 
still discipline oriented. After finding the right journal for the first empirical chapter, it 
became clear to me that the value of what I was doing was being acknowledged by the 
academic community.

Moreover, as an anthropologist and public administration scholar in a mainly 
medical and public health oriented context, I had to adapt to different communication 
styles, especially when it came to productively discussing epistemological assumptions 
and methodological approaches. This meant that I had to actively claim my space, not 
only by listening and adapting, but also by demonstrating the value of my approach 
and qualitative methods. Although qualitative research is increasingly recognized in 
public health, especially within my department, I still experienced clear differences 
— particularly at the beginning of my research in 2019 — in how knowledge was con-
structed. One recurring theme of discussion was the use of socioeconomic status (SES) 
in research. Some epidemiological or public health colleagues used SES as a socio-de-
mographic variable, either as a control variable or as one of the main independent var-
iables in a multivariate model, while I approached it as a socially embedded category 
(Wright et al., 1999). I think the approach in this dissertation is valuable in the sense 
that I unpacked how SES was understood and used by respondents in their everyday 
work context. This, however, requires unpacking the concept and clearly understanding 
what it constitutes of, rather than working with it as an umbrella term without clarity 
about its actual meaning (Van der Waal & De Koster, 2015). Different perspectives like 
these led to valuable interdisciplinary discussions within the department. One of the 
ways in which I felt able to add value with my approach was through my involvement 
in co-hosting a qualitative research platform at the Leiden University Medical Centre 
(LUMC) and initiating an interdisciplinary network that brought together scholars from 
public administration and public health.
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Within my supervisory team, which was inherently interdisciplinary, I initially found it 
challenging to steer the research direction, especially since my background lies mostly in 
anthropology and public health was a new domain. While the freedom I was given was 
demanding at times, I gradually grew into a more leading role in shaping the research 
projects. Working in this interdisciplinary team became increasingly valuable, as our 
contributions to the collaboration grew to complement and inspire each other clearly.



134

Bibliography

 Bibliography

Abel, T. (2008). Cultural capital and societal inequity in health. Journal of Epidemiology Community 
health, 62(7), e13-e13.

Adams, K., Hean, S., Sturgis, P., & Clark, J. M. (2006). Investigating the factors influencing profes-
sional identity of first-year health and social care students. Learning in Hhealth and Social 
Care, 5(2), 55-68.

Ashforth, B. (2000). Role transitions in organizational life: An identity-based perspective, Routledge.

Ashforth, B. E., Harrisson, S. H., & Corley, K. G. (2008). Identification in organizations: An examination 
of four fundamental questions. Journal of Management, 34(3), 325-374.

Ashhorth, B. E., & B. S. Schinoff (2016). Identity under construction: How individuals come to define 
themselves in organizations. Annual Review of Organizational Psychology and Organizational 
Behavior, 3,  111-137.

Agresta, J. (2004) Professional role perceptions of school social workers, psychologists, and coun-
selors. Children & Schools, 26, 151–163.

Allen, S., Rogers, S. N., & R. V. Harris (2019). Socio-economic differences in patient participation 
behaviours in doctor- patient interactions- A systemic mapping review of the literature. Health 
Expectations, 22(5), 1173-1184.

Alvesson, M., Lee Ashcraft, K., & Thomas, R. (2008). Identity matters: Reflections on the construction 
of identity scholarship in organization studies. Organization, 25(1),  5-28.

Armstrong, T.L., Swartzman, L.C. (1999). Asian versus western differences in satisfaction with west-
ern medical care: the mediational effects of illness attributions. Psychol. Health, 14 (3), 403–416.

Bagayogo, F. F., Lepage, A., Denis, J.-L., Lamothe, L., Lapointe, L., & Vedel, I. (2016). Grassroots in-
ter-professional networks: The case of organizing care for older cancer patients. Journal of 
Health Organization and Management, 30(6), 971-984.

Baisch, M. J. (2009). Community health: an evolutionary concept analysis. Journal of Advanced 
Nursing, 65(11), 2464-2476.

Bakken, F. M., & van der Wel, K. (2022). Cross-sectoral frontline delivery of welfare-to-work services 
for young adults with complex problems in Norway. Social Policy & Administration.

Bark, H., et al. (2023). The Professional Identity of Social Workers in Mental Health Services: A Scop-
ing Review. International Journal of Environmental Research and Public Health, 20(11),  5947.

Barnard, R., Jones, J., & Cruice, M. (2020). Communication between therapists and nurses working 
in inpatient interprofessional teams: Systematic review and meta-ethnography. Disability and 
Rehabilitation, 42(10), 1339-1349.

Barnard, A. and A. Good (1984). Research practices in the study of kinship, Academic Press.

Barnes, M. C., Buck, R., Williams, G., Webb, K., & Aylward, M. (2008). Beliefs about common health 
problems and work: a qualitative study. Social Science and Medicine, 67(4), 657-665.

Barnhoorn, P. C., Nierkens, V., Numans, M. E., Steinert, Y., Kramer, A. W. M., & van Mook, W. N. K. 
A. (2022). General practice residents’ perspectives on their professional identity formation: a 
qualitative study. BMJ Open, 12, e059691.

Bartels, E. A., Meijboom, B. R., Venrooij, L. N. V., & de Vries, E. (2021). How service modularity can 
provide the flexibility to support person-centered care and shared decision-making. BMC Health 
Services Research, 21: 1-10.



135

Bibliography

Baumann, B. (1961). Diversities in conceptions of health and physical fitness. Journal of Health 
Human Behavior, 2(1), 39-46.

Berg, J., Harting, J., & Stronks, K. (2021). Individualisation in public health: reflections from life 
narratives in a disadvantaged neighbourhood. Critical Public Health, 31(1), 101-112.

Bernard, H. R. (2017). Research methods in anthropology: Qualitative and quantitative approaches, 
Rowman & Littlefield.

Berenguera, A., M. Pons-Vigués, P. Moreno-Peral, S. March, J. Ripoll, M. Rubio-Valera, H. Pom-
bo-Ramos, A. Asensio-Martínez, E. Bolaños-Gallardo and C. Martínez-Carazo (2017). Beyond 
the consultation room: proposals to approach health promotion in primary care according to 
health-care users, key community informants and primary care centre workers. Health Expec-
tations, 20(5), 896-910.

Bircher, J. (2005). Towards a dynamic definition of health and disease. Medicine, Health Care and 
Philosophy, 8(3), 335-341.

Blumer, H. (1954). What is wrong with social theory? American Sociological Review, 19(1), 3-10.

Bosch, B., & Mansell, H. (2015). Interprofessional collaboration in health care: Lessons to be learned 
from competitive sports. Canadian Pharmacists Journal/Revue des Pharmaciens du Canada, 
148(4), 176-179.

Bothfeld, S., & Rosenthal, P. (2018). The end of social security as we know it- The Erosion of status 
protection in German labour market policy. Journal of Social Policy, (47(2), 274-294.

Bourdieu, P. (1984). Distinction: A social critique of the judgement of taste. Cambridge, Harvard 
University Press.

Braun, V. and Clarke, V. (2006) Using thematic analysis in psychology. Qualitative Research in Psy-
chology, 3, 77-101.

Brinkgreve, C., M. van den Haak, B. van Heerikhuizen, J. Heilbron and G. Kuipers (2011). Cultuur 
en Ongelijkheid.

Brotons, C. Björkelund, C., Bulc, M., Ciurana, R. Godycki- Cwirko, M., Jurgova, E. et al; EUROPREV 
Network. (2005). Prevention and health promotion in clinical practice: the views of general 
practitioners in Europe. Preventive Medicine, 40, 595–601.

Brodkin, E. Z. (2011). Policy work: Street-level organizations under new managerialism. Journal of 
Public Administration Research and Theory, 21(suppl_2), i253-i277.

Brown, A. D., & Humphreys, M. (2006). Organizational identity and place: A discursive exploration 
of hegemony and resistance. Journal of Management Studies, 43(2), 231-257.

Burke, P. J. and J. E. Stets (2009). Identity theory, Oxford University Press.

Casey, D. (2007). Findings from non-participant observational data concerning health promoting 
nursing practice in the acute hospital setting focusing on generalist nurses. Journal of Clinical 
Nursing, 16(3): 580-592.

Cecchini, M. (2017) Health Promotion at the Frontline- Understanding the Health Categorization 
Practice of Danish Public School Teachers.

Cecchini, M. (2021) I can go teach for 30 minutes, and then I can tell—the risk work of teachers in 
Danish secondary schools. Health, Risk & Society, 23, 236–250.

Cecchini, M. (2018). The Healthy Child and the Child at Risk: The Formation and Transformation of

Health, Risk and Non-risk Identities in the Encounter between Policy, Teachers and Pupils. Depart-
ment of Political Science. Politica, Aarhus University.



136

Bibliography

Cecchini, M. and G. S. Harrits (2022). The professional agency narrative—conceptualizing the role of

professional knowledge in frontline work. Journal of Public Administration Research and Theory, 
32(1): 41-57.

Colombo, A., Bendelow, G., Fulford, B., & Williams, S. (2003). Evaluating the influence of implicit 
models of mental disorder on processes of shared decision making within community-based 
multi-disciplinary teams. Soc. Sci. Med., 56 (7), 1557–1570.

Charmaz, K. (2006). Constructing grounded theory: A practical guide through qualitative analysis, 
sage.

Chreim, S., Langley, A., Comeau-Vallée, M., Huq, J.-L., & Reay, T. (2013). Leadership as boundary work 
in healthcare teams. Leadership, 9(2), 201-228.

Chreim, S., Williams, B. E., & Hinings, C. (2007). Interlevel influences on the reconstruction of pro-
fessional role identity. Academy of Management Journal, 50(6), 1515-1539.

Christensen, J., Aarøe, L., Baekgaard, M., Herd, P., & Moynihan, D. P. (2020). Human capital and ad-
ministrative burden: The role of cognitive resources in citizen-state interactions. Public Admin-
istration Review, 80(1), 127-136.

Cristancho, S., Field, E., Lingard, L., Taylor, T., Hibbert, K., Thompson, G., & Hibbert, W. (2022). Ecologi-
cal interchangeability: supporting team adaptive expertise in moments of disruption. Advances 
in Health Sciences Education, 27(5), 1361-1382.

De Blok, C., B. Meijboom, K. Luijkx & Schols, J. (2013). The human dimension of modular care provi-
sion: opportunities for personalization and customization. International Journal of Production 
Economics, 142(1), 16-26.

Den Haag. (2020). Actieprogramma Preventie: Volksgezondheidsbeleid Den Haag 2020-2023.

Den Haag. (2023) Haagse_Preventieaanpak: Kansen vergroten, problemen voorkomen.

De Valck, C., Bensing., J. Bruynooghe, R., & Batenburg, V. (2001). Cure-oriented versus care-oriented 
attitudes in medicine. Patient Education and Counseling, 45(2), 119-126.

Dinmohammadi, M., Peyrovi, H., & Mehrdad, N. (2013). Concept analysis of professional socialization 
in nursing. Nursing forum, Wiley Online Library.

Döring, M. (2021). How-to bureaucracy: A concept of citizens’ administrative literacy. Administration 
& Society, 53(8), 1155-1177.

Dow, A. W., Zhu, X., Sewell, D., Banas, C. A., Mishra, V., & Tu, S.-P. (2017). Teamwork on the rocks:

Rethinking interprofessional practice as networking.  31,  677-678 : Taylor & Francis.

Dubbin, L. A., Chang, J. S., & Shim, J. (2013). Cultural health capital and the interactional dynamics 
of patient-centered care. Social Science and Medicine, 93, 113-120.

Edmondson, A. C. (2012). Teaming: How organizations learn, innovate, and compete in the knowledge 
economy. John Wiley & Sons.

Edmondson, A. C., & Harvey, J. F. (2017). Extreme teaming: Lessons in complex, cross-sector leader-
ship. Emerald Group Publishing.

Edmondson, A. C., & Harvey, J. F. (2018). Cross-boundary teaming for innovation: Integrating re-
search on teams and knowledge in organizations. Human Resource Management Review, 28(4), 
347-360.

Edmondson, A. C., & McManus, S. E. (2007). Methodological fit in management field research. Acad-
emy of Management review, 32(4), 1246-1264.



137

Bibliography

Engbersen, G. (2003). De armoede van sociaal kapitaal. Economisch Statistische Berichten, 88(4398): 
12-13.

Falk, A. L., Hopwood, N., & Dahlgren, M. A. (2017). Unfolding practices: A sociomaterial view of 
interprofessional collaboration in health care.

Féaux de la Croix, J. E. (2023) collaboration. In Oxford Research Encyclopedia of Anthropology.

Feldman, M. S. and Orlikowski, W. J. (2011). Theorizing practice and practicing theory. Organization 
Science, 22(5), 1240-1253.

FitzGerald, C. & Hurst, S. (2017). Implicit bias in healthcare professionals: a systematic review. BMC 
Medical Ethics, 18(1): 1-18.

Galvin, R. (2002). Disturbing notions of chronic illness and individual responsibility: Towards a 
genealogy of morals. Health, 6(2), 107-137.

Geertz, C. (1974) From the native’s point of view: on the nature of anthropological understanding. 
Bulletin of the American Academy of Arts and Sciences, 28, 26–45.

Geense, W. W., van de Glind, I. M., Visscher, Tommy L. S. & van Achterberg, T. (2013) Barriers, facili-
tators and attitudes influencing health promotion activities in general practice: an explorative 
pilot study. BMC Family Practice, 14, 1–10.

General Practitioner Training (2025) Voor de huisarts van morgen - Huisartsopleiding Nederland.

George, J. (2017). In need of a collaborative response: An analysis of collaboration between public 
health, primary care and social care in deprived neighbourhoods.

Gersick, C. J. (1988). Time and transition in work teams: Toward a new model of group development. 
Academy of Management Journal, 31(1), 9-41.

Gilardi, S., Guglielmetti, C., & Pravettoni, G. (2014). Interprofessional team dynamics and information 
flow management in emergency departments. Journal of Advanced Nursing, 70(6), 1299-1309.

Glaser, B. G. & Strauss, A. L. (2017). Discovery of grounded theory: Strategies for qualitative research, 
Routledge.

Goins, R. T., Spencer, S. M., & Williams, K. (2011). Lay meanings of health among rural older adults 
in Appalachia. The Journal of Rural Health, 27(1), 13-20.

Groeneveld, S. and K. J. Meier (2022). Theorizing status distance: Rethinking the micro theories of 
representation and diversity in public organizations. Administration & Society, 54(2), 248-276.

Grumbach, K., & Bodenheimer, T. (2004). Can health care teams improve primary care practice? 
Jama, 291(10), 1246-1251.

Haaglanden (2021). Gezondheidsmonitor Psychosociale gezondheid. Psychosociale gezondheid |

GGD Haaglanden Gezondheidsmonitor.

Hadoks (2023) Hadoks. Retrieved 05-02-2024 from Over Hadoks - Hadoks B.V.

Hadoks (2024) GGZ in de huisartsenzorg. Retrieved 05-02 from GGZ in de huisartsenzorg - Hadoks 
B.V.

Hadoks (2024a) Juiste zorg op de juiste plek. Retrieved 06-04-2024 Juiste zorg op de juiste plek - 
Hadoks B.V.

Hagger, M. S. and Hamilton, K. (2021). Effects of socio-structural variables in the theory of planned 
behavior: A mediation model in multiple samples and behaviors. Psychology & Health, 36(3): 
307-333.



138

Bibliography

Halling, A. J. Christensen, F. G. Hansen & Petersen, N. B. G. (2024). Deservingness at the frontline: 
How health-related responsibility cues affect sanctioning and prioritization of citizens. Public 
Administration, 103(1), 94-114.

Hamilton, K. J. Henderson, J. Burton, E., & Hagger, M. S. (2019). Discussing lifestyle behaviors: per-
spectives and experiences of general practitioners. Health psychology and Behavioral Medicine, 
7(1), 290-307.

Harrits, G. S., & Møller, M. Ø. (2014). Prevention at the front line: How home nurses, pedagogues,

and teachers transform public worry into decisions on special efforts. Public Management Review, 
16(4), 447- 480.

Harrits, G. S. (2019). Stereotypes in context: How and when do street-level bureaucrats use class

stereotypes? Public Administration Review, 79(1), 93-103.

Harrits, G. S. & Møller, M. Ø. (2021). Qualitative vignette experiments: A mixed methods design. 
Journal of Mixed methods Research, 15(4), 526-545.

Healy, K. (2009). A case of mistaken identity: The social welfare professions and New Public Man-
agement. Journal of Sociology, 45(4): 401-418.

Hjelm, K. (2006). Beliefs about health and illness in men with diabetes mellitus of different ethnic 
origin living in Sweden. Paper presented at the 41st Annual meeting of the European Diabetes 
Epidemiology Study Group of the EASD, EDEG, May 20-23, 2006, Krakow, Poland.

Huber, M., Knottnerus, J.A., Green, L., van der Horst, H., Jadad, A.R., Kromhout, D., Leonard, B., Lorig, 
K., Loureiro, M.I., van der Meer, J. (2011). How should we define health? BMJ, 343, d4163.

Huber, M., Van Vliet, M., Giezenberg, M., Winkens, B., Heerkens, Y., Dagnelie, P. C., Knottnerus, J. A. 
(2016). Towards a ‘patient-centred’ operationalisation of the new dynamic concept of health: 
a mixed methods study. BMJ Open.

Hughes, R. and M. Huby (2002). The application of vignettes in social and nursing research. Journal 
of Advanced Nursing, 37(4): 382-386.

Hughes, R. and M. Huby (2004). The construction and interpretation of vignettes in social research. 
Social Work and Social Sciences Review, 11(1), 36-51.

Hughner, R. S., & Kleine, S. S. (2004). Views of health in the lay sector: A compilation and review of 
how individuals think about health. Health, 8(4), 395-422.

Ibarra, H. (1999). Provisional selves: Experimenting with image and identity in professional adap-
tation. Administrative Science Quarterly, 44(4), 764-791.

Ilsvard, S. & Møller, M. Ø. (2015). General Practitioners’ Discretion of Preventive Needs. Professions 
Professionalism, 5(3).

Johnson, T. P. (2014). Snowball sampling: introduction. Wiley StatsRef: Statistics Reference Online.

Kamphuis, C. B., T. Jansen, J. P. Mackenbach & Van Lenthe, F. J. (2015). Bourdieu’s cultural capital 
in relation to food choices: a systematic review of cultural capital indicators and an empirical 
proof of concepts. PloS one, 10(8): e0130695.

Kemppainen, V., et al. (2013). Nurses’ roles in health promotion practice: an integrative review. Health 
Promotion International, 28(4), 490-501.

Kerrissey, M. J. (2018). Delivering across boundaries: Social and structural features of service inte-
gration Harvard University.

Kerrissey, M. J., Satterstrom, P., & Edmondson, A. C. (2020). Into the fray: Adaptive approaches to 
studying novel teamwork forms. Organizational Psychology Review, 10(2), 62-86.



139

Bibliography

Kikuchi, M. Onishi, R. Takashima, R. Saeki, K. & Hirano, M. (2023) Effects of a ‘social activity progam 
that encourages interaction’ on rural older people’s psychosocial health: Mixed-methods re-
search. International Journal of Older People Nursing, 18(3), e1234.

Kolbe, M., & Boos, M. (2019). Laborious but elaborate: The benefits of really studying team dynamics. 
Frontiers in Psychology, 1478.

Kostelanetz, S. Pettapiece-Philips, M. Weems, J. Spalding, T. Roumie, C. Wilkins, C. H. and Kripalani, 
S. (2022) Health care professionals’ perspectives on universal screening of social determinants 
of health: a mixed methods- study. Population Health Management, 25(3), 367-374.

Kleinman, A. (1978). What kind of model for the anthropology of medical systems? American

Anthropologist, 80(3), 661-665.

Krefting, L. (1991). Rigor in qualitative research: The assessment of trustworthiness. The American 
Journal of Occupational Therapy, 45(3), 214-222.

Labonte, R. (1994). Health promotion and empowerment: reflections on professional practice. Health 
Education Quarterly, 21(2), 253-268.

La Grouw, Y. van der Woerd, O. Visser, E. L. and Blijleven, W. (2024) Mundane dynamics: Understand-
ing collaborative governance approaches to ‘big’ problems through studying ‘small’ practices. 
Public Policy and Administration, 39(3), 312- 435.

Larsen, L. T. and M. Cecchini (2023). Connective and Tactfully Tactical: Connective Tactics and 
Professional Authority in Doctor-Patient Relationships. Social Science & Medicine, 115924.

Levesque, A., Li, H.Z., (2014). The relationship between culture, health conceptions, and health prac�-
tices: a qualitative–quantitative approach. J. Cross Cult. Psychol., 45 (4), 628–645.

Leids Universitair Medisch Centrum (2025) Health Campus Den Haag | LUMC

Lewis, J. M., Marjoribanks, T., & Pirotta, M. (2003). Changing professions: General Practitioners’ 
perceptions of autonomy on the frontline. Journal of Sociology, 39(1), 44-61.

Loyens, K. and R. Paraciani (2023). Who is the (“ideal”) victim of labor exploitation? Two qualitative 
vignette studies on labor inspectors’ discretion. The Sociological Quarterly, 64(1), 27-45.

Lin, Y., J. Chen and B. Shen (2017). Interactions between genetics, lifestyle, and environmental factors 
for healthcare. Translational Informatics in Smart Healthcare, 167-191.

Lingard, L., McDougall, A., Levstik, M., Chandok, N., Spafford, M. M., & Schryer, C. (2012). Representing 
complexity well: a story about teamwork, with implications for how we teach collaboration. 
Medical Education, 46(9), 869-877.

Maguire, K. (2017). Transdisciplinarity as a global anthropology of learning. In Transdisciplinary 
Higher Education: A Theoretical Basis Revealed in Practice (pp. 163- 178). Cham: Springer In-
ternational Publishing.

Majchrzak, A., Jarvenpaa, S. L., & Hollingshead, A. B. (2007). Coordinating expertise among emergent 
groups responding to disasters. Organization Science, 18(1), 147-161.

Mak, S., et al. (2022). “Exploring professional identity in rehabilitation professions: a scoping review.” 
Advances in Health Sciences Education, 27(3), 793-815.

Mariël, D., C. Schrijvers and J. P. Mackenbach (2002). Why do lower educated people continue smok-
ing? Explanations from the longitudinal GLOBE study. Health Psychology, 21(3), 263.

Masood, A., & Azfar Nisar, M. (2021). Administrative capital and citizens’ responses to administrative 
burden. Journal of Public Administration Research and Theory, 31(1), 56-72.



140

Bibliography

Matthews, T., Whittaker, S., Moran, T. P., Helsley, S. Y., & Judge, T. K. (2012). Productive interrela-
tionships between collaborative groups ease the challenges of dynamic and multi-teaming. 
Computer Supported Cooperative Work, 21, 371-396.

Maynard-Moody, S. and M. Musheno (2012). Social equities and inequities in practice: Street-Level 
workers as agents and pragmatists. Public Administration Review, 72(s1), S16-S23.

Moynihan, D. Herd, P., & Harvey, H. (2015). Administrative burden: Learning, psychological, and 
compliance costs in citizen-state interactions. Journal of Public Administration Research and 
Theory, 25(1), 43-69.

Maynard-Moody, S. W. and Musheno, M. C. (2022) Cops, teachers, counselors: Stories from the front 
lines of public service. University of Michigan Press.

Maynard-Moody, S., Longo, M., & Zacka, B. (2019). Political theory in an ethnographic key. American 
Policical Science Review, 113(4), 1066-1070.

McAvoy, B. R., Kaner, E. F., Lock, C. A., Heather, N., and Gilvarry, E. (1999) Our Healthier Nation:

are general practitioners willing and able to deliver? A survey of attitudes to and involvement in 
health promotion and lifestyle counselling. British Journal of General Practice, 49,187–190.

McAvoy, B., et al. (1999). “Our Healthier Nation: are general practitioners willing and able to deliver? 
A survey of attitudes to and involvement in health promotion and lifestyle counselling.” British 
Journal of General Practice, 49(440): 187-190.

McDonald, R., et al. (2008). Identity, contract and enterprise in a primary care setting: an English 
general practice case study. Organization, 15(3): 355-370.

McKenzie, R., & Williamson, M. (2016). The league of extraordinary generalists: a qualitative study of 
professional identity and perceptions of role of GPs working on a national after hours helpline 
in Australia. BMC Health Services Research, 16, 1-8.

McKinlay, E., Plumridge, L., McBain, L., McLeod, D., Pullon, S., and Brown, S. (2005) “What sort of

health promotion are you talking about?”: a discourse analysis of the talk of general practitioners’ 
Social Science & Medicine, 60, 1099–1106.

Mercier, H. (2011). “What good is moral reasoning?” Mind & Society, 10: 131-148.

Mercier, H. and D. Sperber (2011). Why do humans reason? Arguments for an argumentative theory. 
Behavior and Brain Sciences, 34(2), 57-74.

Meyer, S. and P. Ward (2014). How to’use social theory within and throughout qualitative research 
in healthcare contexts. Sociology Compass, 8(5), 525-539.

Milieu, R. v. V. e. (2020). Van Landelijke Nota Gezondheidsbeleid naar lokaal beleid.

Ministerie van Volksgezondheid, W. e. S. (2016). Het Nederlanse zorgstelsel. https://open.overheid.
nl/documenten/ronl-5f6ea9d9-c8b5- 4f2a-903b-1732d9579578/pdf

Minvielle, E., A. Fourcade, T. Ricketts and M. Waelli (2021). Current developments in delivering cus-
tomized care: a scoping review. BMC Health Services Research, 21, 1-29.

Møller, A. M. (2021). Deliberation and deliberative organizational routines in frontline decision-mak-
ing. Journal of Public Administration Research and Theory, 31(3), 471-488.

Møller, M. Ø. (2018). Health care professionalism without doctors: spatial surroundings and coun-
ter-identification in local health houses. Qualitative Studies, 5(2), 72-94.

Møller, A. M. (2022). Mobilizing knowledge in frontline work: A conceptual framework and empirical 
exploration. Perspectives on Public Management and Governance, 5(1), 50-62.



141

Bibliography

Morgan, S., Pullon, S., & McKinlay, E. (2015). Observation of interprofessional collaborative practice 
in primary care teams: an integrative literature review. International Journal of Nursing Studies, 
52(7), 1217-1230.

Mortensen, M., & Haas, M. R. (2018). Perspective—Rethinking teams: From bounded membership 
to dynamic participation. Organization Science, 29(2), 341-355. Mostowlansky, T. and Rota, A. 
(2020) Emic and Etic.

Moyson, S., Raaphorst, N., Groeneveld, S., & Van de Walle, S. (2018). Organizational socialization in 
public administration research: A systematic review and directions for future research. The 
American Review of Public Administration, 48(6), 610-627.

Nederlandse Federatie van Universitair Medische Centra (2020). Raamplan Artsopleiding 2020.

Nederlandse Federatie van Universitair Medische Centra (2025). Integral Care Agreement (IZA) | 
NFU

Nisar, M. A. (2018). Children of a lesser god: Administrative burden and social equity in citizen-state 
interactions. Journal of Public Administration Research and Theory, 28(1), 104-119.

Nivel (2024) Kennissynthese. Bekostigingsmodellen voor domeinoverstijgende initiatieven in de 
zorg: in het kader van de Juiste Zorg Op de Juiste Plek - kennisagenda. | Nivel.

Noordegraaf, M. (2015). Hybrid professionalism and beyond:  (New) Forms of public professionalism 
in changing organizational and societal contexts. Journal of Professions and Organization, 
2(2), 187-206.

Noordman, J., P. Verhaak and S. van Dulmen (2010). Discussing patient’s lifestyle choices in the 
consulting room: analysis of GP-patient consultations between 1975 and 2008. BMC family 
practice, 11,1-10.

Nowell, B. and Albrecht, K. (2019). A reviewer’s guide to qualitative rigor. J. Public Administration 
Res. Theory, 29 (2), 348-363.

Nugus, P., & Forero, R. (2011). Understanding interdepartmental and organizational work in the 
emergency department: an ethnographic approach. International Emergency Nursing, 19(2), 
69-74.

Nutbeam, D., & Lloyd, J. E. (2021). Understanding and responding to health literacy as a social de-
terminant of health. Annual review of public health, 42(2021), 159-173.

Pachter, L. M. (1994). Culture and clinical care: folk illness beliefs and behaviors and their implica-
tions for health care delivery. Jama, 271(9), 690-694.

Parnassia (2024) Wijkgerichte GGZ. Retrieved 04-04-2025 from Wijkgerichte ggz - Parnassia

Petrakou, A. (2009). Integrated care in the daily work: coordination beyond organisational bound-
aries. International Journal of Integrated Care, 9(3).

Politie (2024) algemeen-veiligheidsbeeld-eenheid-den-haag-2024.pdf

Postma, J., Oldenhof, L., & Putters, K. (2015). Organized professionalism in healthcare: articulation 
work by neighbourhood nurses. Journal of Professions and Organization, 2(1), 61-77.

Pratt, M. G., et al. (2006). Constructing professional identity: The role of work and identity learning 
cycles in the customization of identity among medical residents. Academy of management 
Journal 49(2), 235-262.

Raad voor Volksgezondheid en Samenleving (2023) Met de stroom mee. Naar een duurzaam en 
adaptief stelsel van zorg en ondersteuning. Met+de+stroom+mee.pdf



142

Bibliography

Raaphorst, N., Groeneveld, S. (2018). Double Standards in Frontline Decision Making: A Theoretical 
and Empirical Exploration. Administration & Society, 50(8): 1175-1201.

Raaphorst, N. Groeneveld, S. and J. P. A. Van de Walle (2018). Do tax officials use double standards in 
evaluating citizen-clients? A policy-capturing study among Dutch frontline tax officials. Public 
Administration, 96(1): 134-153.

Raaphorst, N., T. Ashikali and S. Groeneveld (2024). Active representation and equal treatment: The 
influence of bureaucrats’ social background on discrimination. Social Policy & Administration, 
59(1), 20-36.

Rashid, F., Edmondson, A. C., & Leonard, H. B. (2023). Leadership lessons from the Chilean mine 
rescue. Harvard Business Review, 91(7-8), 113-119, 134.

Rijksoverheid (2025) Het Nederlandse zorgstelsel | Brochure | Rijksoverheid.nl

Rijksoverheid (2025a) Medezeggenschap cliënten in de zorg. Medezeggenschap cliënten in de zorg |

Rechten van patiënt en privacy | Rijksoverheid.nl

Nederlands Huisartsen Genootschap (2025). De rol van de huisarts – NHG.

Rijksinstituut voor Volksgezondheid en Milieu (2014). “Preventie in de zorg.” Preventie in de zorg : 
Themarapport Volksgezondheid Toekomst Verkenning 2014 | RIVM

Rijksinstituut voor Volksgezondheid en Milieu (2024). Gezond en Actief Leven Akkoord stimuleert 
samenwerken aan gezondheid | RIVM

Raaphorst, N. and D. Houtman (2016). ‘A necessary evil that does not “really” cure disease’: The 
domestication of biomedicine by Dutch holistic general practitioners. Health, 20(3), 242-257.

Robertson, S. (2006). ‘Not living life in too much of an excess’: lay men understanding health and 
well-being. Health, 10(2), 175-189.

Runciman, P., et al. (2006). Community nurses’ health promotion work with older people. Journal 
of Advanced Nursing, 55(1), 46-57.

Salmon, P., et al. (2004). Voiced but unheard agendas: qualitative analysis of the psychosocial cues 
that patients with unexplained symptoms present to general practitioners. British Journal of 
General Practice, 54(500), 171-176.

Schot, E., Tummers, L., & Noordegraaf, M. (2020). Working on working together. A systematic review 
on how healthcare professionals contribute to interprofessional collaboration. Journal of In-
terprofessional care, 34(3), 332-342.

Schubert, S., et al. (2021). Transformation of professional identity: an exploration of psychologists 
and psychiatrists implementing Open Dialogue. Journal of Family Therapy, 43(1): 143-164.

Schwartz-Shea, P. and Yanow, D. (2013) Interpretive research design: Concepts and processes. Rou-
tledge.

Schwartz-Shea, P. (2014). Judging quality – evaluative criteria and epistemic communities. In D. 
Yanow, and P. Schwartz-Shea (Eds.), Interpretation and Method: Empirical Research Methods 
and the Interpretive Turn. New York: Routledge, 120–46.

SCP. (2023). Zicht op zorgen. Kerncijfers over de problemen, hulpbronnen, leefsituatie en onderste-
uning van mensen in het sociaal domein, Den Haag, Nederland: Sociaal en Cultureel Planbureau.

Shields- Zeeman, L., Bon- Martens, M. van, Smit, F. (2021). Scoping studie: Samen werken aan een 
mentaal gezonde samenleving. Trimbos Instituut, Utrecht, The Netherlands.

Singer, M. (1995). Beyond the ivory tower: Critical praxis in medical anthropology. Medical Anthro-
pology Quarterly, 9(1), 80-106.



143

Bibliography

Spradley, J. P. (2016) Participant observation. Waveland Press.

Tannahill, A. (1985). What is health promotion? Health Education Journal, 44(4): 167-168.

Tannenbaum, S. I., Mathieu, J. E., Salas, E., & Cohen, D. (2012). Teams are changing: Are research and 
practice evolving fast enough? Industrial and Organizational Psychology, 5(1), 2-24.

Tavory, I. and S. Timmermans (2014). Adbuctive analysis: Theorizing qualitative research, University 
of Chicago Press.

Thurmond, V. A. (2001). The point of triangulation. Journal of Nursing Scholarship, 33(3), 253-258.

Toplak, M. E., R. F. West and K. E. Stanovich (2014). Assessing miserly information processing: An 
expansion of the cognitive Reflection Test. Thinking & reasoning, 20(2), 147-168.

Torsch, V., MA, GX. (2000). Cross-cultural comparison of health perceptions, concerns, and coping 
strategies among Asian and Pacific Islander American elders. Qualitative Health Research, 10(4), 
471-489.

Touati, N., et al. (2019). Professional role identity: at the heart of medical collaboration across or-
ganisational boundaries. International Journal of Integrated Care, 19(2).

Tummers, L., Vermeeren, B., Steijn, B. & Bekkers, V. (2012). Public professionals and policy imple-
mentation: Conceptualizing and measuring three types of role conflicts. Public Management 
Review, 14(8), 1041-1059.

Van der Waal, J. (2022). Over leven met een lage status. Tijdschrift Sociologie, 3, 434-454.

Van der Waal, J. and W. de Koster (2015). Naar een analytische stratificatiesociologie. Tijdschrift 
Sociologie, 11(3-4), 372-401.

Van Hook, M. P. (2004). Psychosocial issues within primary health care settings: Challenges and 
opportunities for social work practice. Social Work in Health Care, 38(1), 63-80.

Van Hulst, M. and S. Ybema (2020). From what to where: A setting-sensitive approach to organiza-
tional storytelling. Organization Studies, 41(3): 365-391.

Venkatapuram, S. (2013). Health, vital goals, and central human capabilities. Bioethics, 27(5), 271-279.

Von Greiff, N., et al. (2020). Supporting recovery in social work with persons having co-occurring 
problems–clients’ and professionals’ perceptions. Nordic Social Work Research, 10(2), 173-185.

Vrooman, C., J. Boelhouwer, J. Iedema and A. v. d. Torre (2023) Eigentijdse ongelijkheid.

Waldman, S. A. and A. Terzic (2019). Healthcare evolves from reactive to proactive. Clinical phar-
macology and therapeutics, 105(1): 10.

Wei, H., Horns, P., Sears, S. F., Huang, K., Smith, C. M., & Wei, T. L. (2022). A systematic meta-review of 
systematic reviews about interprofessional collaboration: facilitators, barriers, and outcomes. 
Journal of Interprofessional Care, 36(5), 735-749.

Weick, K. (1995). Sensemaking in Organizations, vol. 3 Sage, London.

Weick, K. E. (1996). Enactment and the boundaryless career: Organizing as we work. The boundary-
less career: A new employment principle for a new organizational era: 40-57.

Weis, D. and M. J. Schank (2002). Professional values: key to professional development. Journal of 
Professional Nursing, 18(5): 271-275.

Whitehead, D. (2006). Health promotion in the practice setting: findings from a review of clinical 
issues. Worldviews on Evidence-Based Nursing, 3(4), 165-184.

Ybema, S. (2009). Organizational Ethnography: Studying the Complexities of Everyday Life.

Thousand Oaks, CA: Sage Publications.



144

Bibliography

Ybema, S. and F. Kamsteeg (2009). Making the familiar strange: A case for disengaged organizational 
ethnography. Organizational ethnography: Studying the complexities of everyday life, 101-119.

Trangbæk, A., & Cecchini, M. (2023). Using the interpretivist methodology. In Handbook on

Ministerial and Political Advisers (pp. 123-136). Edward Elgar Publishing.

Valentine, M. A., & Edmondson, A. C. (2015). Team scaffolds: How mesolevel structures enable role-
based coordination in temporary groups. Organization Science, 26(2), 405–422. https://doi.
org/10.1287/ orsc.2014.0947

Valkenburg (2019) Gebrek aan samenhang in de zorg dupeert meest kwetsbare patiënt | Trouw

Van Heteren, F., Raaphorst, N. J., & Bussemaker, J. M. (2024). Health promotion roles shaped by pro-
fessional identity: an ethnographic study in the Netherlands. Health Promotion International, 
39(1). https://doi.org/10.1093/heapro/daad195

Van Heteren, F., Raaphorst, N., Groeneveld, S., & Bussemaker, M. (2023). Professionals’ health con-
ceptions of clients with psychosocial problems: an analysis based on an empirical exploration 
of semi-structured interviews. International Journal of Nursing Studies Advances. https://doi.
org/10.1016/j.ijnsa.2023.100120

Van Heteren, F. Raaphorst, N. Groeneveld, S. M. & Bussemaker, M. (2024). Interprofessional collab-
oration in fluid teams: an ethnographic study in a Dutch healthcare context. Journal of Inter-
professional Care, 39(2), 146-154. https://doi.org/10.1080/13561820.2024.2433190

Van Heteren, F. Raaphorst, N. J., Groeneveld, S., & Bussemaker J. M. (2025). What Reasoning Do 
Frontline Professionals Use Around Citizen-Clients’ Socioeconomic Status: Exploring the Mech-
anisms. Public Administration, 0,1-14. https://doi.org/10.1111/padm.13065

Van Hulst, M. J., Ybema, S. & Yanow, D. (2017). Ethnography and organizational processes. In A. Lang-
ley & H. Tsoukas (Eds.), The Sage Handbook of Process Organization Studies, (pp. 223-236). Sage.

Walshe, C. Ewing, G. and Griffiths, J. (2012) Using observation as a data collection method to help 
understand patient and professional roles and actions in palliative care settings. Palliative 
Medicine, 26, 1048- 1054.

Weber, M. (2009). From Max Weber: essays in sociology, Routledge.

Wijkz (2022) *Bestuursverslag-Mooi-welzijn-2021.pdf (xtra.nl)

Wilks, T. (2004). The use of vignettes in qualitative research into social work values. Qualitative 
social work, 3(1): 78-87.

Willems, S., S. De Maesschalck, M. Deveugele, A. Derese and J. De Maeseneer (2005). Socio-economic 
status of the patient and doctor-patient communication: does it make a difference? Patient 
education and counselling, 56(2): 139-146.

Williams, P. (2002). The competent boundary spanner. Public Administration, 80(1), 103-124.

Williamson, S., Twelvetree, T., Thompson, J., & Beaver, K. (2012). An ethnographic study exploring 
the role of ward-based Advanced Nurse Practitioners in an acute medical setting. Journal of 
Advanced Nursing, 68(7), 1579-1588.

Wright, B. R. E., Caspi, A. Moffitt, T. E., Miech, R. A., & Silva, P. A. (1999). Reconsidering the relation-
ship between SES and delinquency: causation but not correlation. Criminology, 37(1), 175-194.

Wetenschappelijke Raad voor het Regeringsbeleid (2021) Summary+Sustainable+healthcare+a+mat-
ter+of+choice+nr+104.pdf

Xyrichis, A., & Lowton, K. (2008). What fosters or prevents interprofessional teamworking in primary 
and community care? A literature review. International journal of nursing studies, 45(1), 140-153.



145

Bibliography

Zacka, B. (2017) When the state meets the street: Public service and moral agency. Harvard univer-
sity press.

Zahle, J. (2012) Practical knowledge and participant observation. Inquiry, 55, 50-65.

Zarshenas, L., Sharif, F., Molazem, Z., Khayyer, M., Zare, N., & Ebadi, A. (2014). Professional social-
ization in nursing: A qualitative content analysis. Iranian Journal of Nursing and Midwifery 
Research, 19(4), 432.

ZonMw (2025) Steun voor mensen met onbegrepen gedrag | ZonMw ggz

Zorginstituut Nederland (2012). Raamwerk individueel Zorgplan.

ZVHH (2023) Jaarverslag-2023-ZVHH.pdf



146

Appendices

 Appendices

Appendix A1: Table with respondent characteristics

Respondent ID Job position Professional discipline

R1 Out-patient attendant Social

R2 General practitioner Medical

R3 Community police officer Social

R4 Social case manager municipality Social

R5 Client supporter Social

R6 Out-patient attendant Social

R7 Practice nurse mental healthcare Medical

R8 General practitioner Medical

R9 Recovery coach mental health Mental

R10 Recovery coach mental health Mental

R11 Mental health worker with police Mental

R12 Manager multidisciplinary approach at municipality Social

R13 Social psychiatric case manager Social

R14 Community sports coach Social

R15 Community sports coach (and dietician) Social

R16 General practitioner Medical

R17 Case manager social support law municipality Social

R18 Prevention officer mental health Mental

R19 Mental health worker Mental

R20 Community sports coach Social

R21 Community gardener Social

R22 Police officer, specialist on people suffering confusion Social

R23 Social psychiatric nurse Mental
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Appendix A3: Code table of generic description of health conception dimensions

Mental healthcare
Gr=211; GS=6

Medical healthcare
Gr=137; GS=4

Social welfare
Gr=464; GS=13

Totals

Contextualization of other 
problems
Gr=41

8 12 24 44

Contextualization of social 
context
Gr=40

9 8 20 37

Defining_ competence
Gr=66

20 4 39 63

Defining_ mental
Gr=35

10 6 18 34

Defining_ physical
Gr=10

3 2 5 10

Alignment_ being approachable
Gr=13

3 5 5 13

Alignment_ seeking alignment
Gr=62

17 18 28 63

Totals 70 55 139 264

The number of quotes coded with a health conception dimension per type of professional.
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Appendix A5. Table with (main) respondents’ tenure

Respondent  number Domain Profession Educational level

A Healthcare General practitioner University

B Healthcare General practitioner University

C Social welfare Social worker or client supporter Higher education

D Mental healthcare Mental health worker and social 
worker in mental healthcare

Higher education

E Social welfare Social worker with elderly people Higher education

F Mental healthcare Social psychiatric nurse Higher education

Appendix B1: Observation guide with operationalization

Health promotion role 
dimensions

Operationalisation Example from fieldwork

Type of involvement: 
reactive health 
promotion

Observe any text on a situation in 
which a frontline professional perceives 
a problem or symptoms to be clear 
and demarcated enough to respond 
to directly. During illness visits or 
conversations regarding specific 
symptoms, professionals educate or 
advise their patients about behavior, 
lifestyle or possible risks (McAvoy, Kaner 
et al. 1999). Reactive health promotion 
is firmly focused on disease risk-specific 
practices in favor of behavioral, disease-
focused, lifestyle-oriented determinants 
of health. Such strategies fail to 
incorporate broader societal, economic, 
ecological, and political dimensions of 
health promotion (Runciman, Watson et 
al. 2006, Whitehead 2006, Casey 2007).

A client has clear symptoms of 
allergies and asthma and the 
GP reacts to this by prescribing 
medicine that should be used 
when specific symptoms appear.

Type of involvement: 
proactive health 
promotion

Observe any text on a situation in which 
a frontline professional proactively 
performs an intervention without 
specific worrying symptoms in this 
direction expressed by the client. 
Professionals could even interfere in 
case of seeming high risk. Proactive 
health promotion could, for example, 
include proactively changing the 
problem in a way that the professional 
thinks is more relevant to the client 
(McAvoy, Kaner et al. 1999). Or by 
proactively trying to figure out what an 
underlying problem is.

1. GP giving advice that does not 
directly fit with the problem the 
client came with. The GP thinks 
this is more relevant to the client 
or that this is what the client 
could mean.

2. GP interfering in someone’s 
life by giving unsolicited advice 
about, for example, the use of 
birth control for someone at high 
risk of unwanted pregnancy.
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Appendix B1: Observation guide with operationalization Continued

Health promotion role 
dimensions

Operationalisation Example from fieldwork

Perceived ability health 
promotion role: able

Observe text on frontline professionals 
who feel able, skilled and/or responsible 
to promote health of their clients. They 
feel they have the right knowledge and 
facilities to do so and they perceive it to 
be their task.

‘It is my task to help with 
anything in the social 
environment. You can ask me 
anything, because it is my job to 
help you. Don’t hesitate.’ (social 
worker)

Perceived ability health 
promotion: unable

Observe any text on frontline 
professionals who don’t feel able or 
skilled and/or not responsible for health 
promotion.

1. ‘It is not my role, to write such 
nonsense statements, but no one 
else will do it.’ (GP)

2. ‘It is not our role to help you so 
comprehensively. It is your own 
responsibility to get to know how 
your phone works and how to 
use it for your finances.’ (Social 
worker)

Perceived ability health 
promotion: collaborative

Observe any text on frontline 
professionals who do take on health 
promotion activities, but only when they 
can collaborate with other stakeholders.

‘I think this client has real 
problems but I’m not sure how 
we can help them apart from 
listening to them. I refer them 
to the practice nurse so they can 
help find an experience expert to 
connect with.’

Perceived importance 
health promotion: 
emphasize

Observe any text on frontline 
professionals who emphasize the 
importance of health promotion 
activities. They are motivated and 
willing to promote health.

‘One thing that really motivates 
me in my work is to help people 
get healthy, to care.’ (GP)

Perceived importance 
health promotion: 
skeptical

Observe any text on frontline 
professionals who are skeptical about 
health promotion and its results. They 
expect that it won’t really help and are 
thus neither motivated nor willing.

‘If I help them with this task, 
then they will never learn to do 
it independently and they will 
come back over and over again.’ 
(Social worker)

Professional identity 
aspects

Operationalization Examples from fieldwork

An individual’s self-
definition

Observe any text on an individual’s self-
definition as a member of a profession 
(Adams, Hean et al. 2006, Chreim, 
Williams et al. 2007).

‘I identify as a real caregiver 
in heart and soul.’ (Mental 
healthworker).
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Appendix B1: Observation guide with operationalization Continued

Health promotion role 
dimensions

Operationalisation Example from fieldwork

Professial uniqueness Observe any text on what makes the 
professional unique on their own and 
how they become meaningful relative 
to others through clear goals, norms, 
beliefs, values, interaction styles and 
member interdependencies that are 
associated with a role in work situations 
(Ashforth 2000).

‘Its is my goal that when people 
leave here they they feel 
lighter. It makes no sense to 
judge, therefore I go into what 
people find important.’ (Mental 
healthworker).

Cultural expectations Observe any text on the cultural 
expectations about how to behave in a 
social position (Burke and Stets 2009).

‘I like to indicate boundaries 
around my professional 
expertise, towards clients and 
towards other professionals. I 
would rather do what I am good 
at.’ (Mental healthworker).

Appendix B2: Table with hours of observation per respondentgroup

Respondent group Hours of observation Days of observation Formal semi-structured interviews

Mental healthcare 65 hours 14 days 1

General healthcare 45 hours 11 days 1

Social welfare 40 hours 9 days 1
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Appendix B3: Conversation/interview guide

Briefing/appointments
Discussing confidentiality, anonymity and introduction to interview
Professional roles
What is your professional background?
What is your work experience like?
What are your core professional roles?

Health promotion
What are health promotion roles (or not) according to you?
What does heatlh promotion mean to you?
Do you believe health promotion is a core task as a professional? Why/ why not? What is more important?

Professional identity
How would you describe yourself as a professional?
How do you value these roles and tasks (or not)?
What meaning do you give to these roles and tasks?
What do you find most important in your work with clients with combined psychosocial problems?
What are you good at, what do you contribute to your job?
Do you think you are competent/ the right stakeholder to work on health promotion? Why/ why not?
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Appendix B4: Persona

Persona

Respondent A, professional in general healthcare

Observed health promotion roles I use a reframing health promotion role

This is how I fulfill my role I would rather just fix something that I understand and that 
is manageable and preferably medical, which aligns with my 
professional strengths. Otherwise, I can refer a patient so 
someone else who can offer help.
I fulfill my health promotion role by setting boundaries 
regarding what is and isn’t my scope of responsibility and I 
consider it important to focus on the aspects that align with my 
professional strengths.

Example of how I fulfill my 
professional role in health 
promotion

‘If I disagree with [a patient about wanting antibiotics], I 
sometimes still prescribe antibiotics, but at least I have had my 
say. I provide advice based on what I consider important, but I 
am accommodating. I don’t engage in constant debates, as work 
should also remain enjoyable.’

My professional identity is The pragmatic professional
I am a pragmatic general practitioner, a fixer, I like extreme 
medical cases, I value setting boundaries around what I can 
and cannot do for a patient and I value that we can manage our 
general practice as a business.

Example of my professional identity The pragmatic professional
‘Yes, I think I am an all-round general practitioner, with a 
focus on more pragmatic, hands-on work. That means that I 
am relatively more inclined to do things and less to have long 
conversations. […] Maintenance of psychiatry, I have somewhat 
less affinity with that. […] Which means that I often do the more 
urgent care like injections and treatments and I think I’m also 
stronger in the musculoskeletal system. […] I like extreme medical 
cases. So, I can relish someone who’s living in a dirty house with 
rats and pus coming out of their ankle. Yes, so I feel like, nice. 
There may be some general practitioners who thinks, ‘Yuck, do I 
have to go there?’. But there is often relatively a lot to do there, so 
there’s a relatively high impact of what you do. It’s a combination 
of wonder, the bizarreness of the syndrome, or the extreme 
aspects, I find that interesting and intriguing. How someone 
ended up in such a situation and what the background is. Yes, 
so that, and the same goes for when people are really seriously 
ill, I often find that fascinating. It just becomes more medically 
interesting, I think. So someone who says, ‘No, I’m not feeling 
quite right in my well-being,” I find less interesting than someone 
who is really in the midst of a big psychosis, constructing entire 
theories about how they are going to improve the world… I find 
a genuine first psychosis to be a very, very interesting medical 
picture.’’
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Appendix B4: Persona Continued

Persona

Respondent D, professional in mental healthcare

Observed health promotion roles I use a customized health promotion role

This is how I fulfill my role I fulfill my health promotion role by prioritizing being accessible 
to patients through platforms like WhatsApp. I furthermore 
do so by working with tailored treatment rather than focused 
solely on one diagnosis. I help patients in the way that works 
for them. The goal is that people leave here feeling like a heavy 
burden has been lifted off of them.

My professional identity is The responsive professional ➡ holistic
I am an accessible, responsive professional who values adapting 
to what the patient needs and who intends to foster a strong 
therapeutic relationship.
The caring professional ➡ holistic
I am someone who truly wants to assist people that are really 
in need.

Example that shows my 
professional identity

The holistic professional
The respondent is undergoing training as a Cognitive Behavioral 
Therapist, and she finds it very informative. She expresses that 
this should be mandatory, stating, ‘My conversational techniques 
are now very different. Instead of just skirting around issues, 
I now have more knowledge to really address and assist. It’s 
transformative. What I find important is to be there for people, 
especially those with multiple diagnoses. While there is a lot 
of stigma about our patient group, I think we can really help 
them here. In finding a solution I think it is really valuable that 
we can work on finding a fitting treatment here instead on just 
focusing on one diagnosis like depression. […] I will try to go with 
what works for the patient, it doesn’t have to be my solution. […] 
Thereby, I try to protect the patient, both from themselves and 
from other professionals.’

Respondent F, professional in mental healthcare

Observed health promotion role I use a customized health promotion role

This is how I fulfill my role I fulfill my health promotion role by letting the patient know 
that I am there as a consistent support for them instead of 
wanting to fix things. The essence of my work lies in ensuring 
that everyone has someone who cares for them, looks out for 
them, and shows concern.
And by building a connection without immediately wanting to 
judge or solve things. The reason being that ‘every individual’s 
journey in receiving care is unique. I might tidy up here, but 
that would not be helpful for her. We are working on recovery in 
different ways’.
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Appendix B4: Persona Continued

Persona

My professional identity is The caring professional ➡ holistic
I am a natural-born caregiver.
The present professional
I value being present for my patients and their needs. 
Thereby, I bring genuineness, authenticity and loyalty into my 
interactions.

Example that shows my 
professional identity

The holistic professional
‘The presence approach, yes […]. That’s actually kind of the basis 
of what I do, within the pressure of business and management. 
We have a big caseload with complex cases. But being there 
for people and keeping a part of my agenda free to map out 
the worrying cases, to have some sort of free space to ring the 
doorbell three times. It is not possible teamwise, but Ideally I 
reserve a few hours a day for this. This way I can really invest in 
a relationship without immediately providing assistance, but 
based on being there for people and listening to what someone 
needs and just radically being there for them without judgment. 
Presence theory is thus the basis of providing good care, by 
getting to know someone well first. Based on that understanding 
and that very strong relationship, you can get very far.’
‘I’m not different as a human than as a professional, only the 
profession sits over it like a layer. And of course a few things that 
I am or I am not in my private life, you obviously don’t take with 
you in your profession. But that authenticity and that I make 
contact with people and this authenticity they feel that. And the 
loyalty and being there for someone. […] So I’m always myself, 
I’m the nurse and the care provider at work, while I’m at home 
I’m also normal.  Well, in my private life I also take care of other 
people and then you can say that in any case I’m a social person, I 
don’t know how to say it, but it is not that different from how I am 
in real life, but I think that is quite necessary because the [clients] 
then feel that it is serious, and that you are not coming to pretend, 
or play a game or something. […]
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Appendix B4: Persona Continued

Persona

Respondent B, professional in general healthcare

Observed health promotion roles I use a customized health promotion role

This is how I fulfill my role I fulfill my customized health promotion role by having informal 
conversations, building a relationship, and trying to understand 
the patient’s environment. For instance, ‘I ask many questions to 
the patient to gain a better understanding of the situation and 
to clarify any uncertainties that may be related to the problem. 
This way, I aim to uncover the true nature of the issue at hand 
and the right approach by taking the patient and their concerns 
seriously. I provide them with the opportunity to (re)gain 
control over the care process.’
I fulfill my customized health promotion role by doing 
more when this is necessary. For example, by ‘engaging 
in conversations while someone waits for specialized 
psychological help.’

Example of customized health 
promotion role in data

The client’s mother explains that the doctor’s file says it is 
jaundice, but that this ‘is not the case […]. [The child] suffers 
from a painful stomach and ribs, and has thin stools every 
day’. The professional asks if there are things that the child 
cannot do because of her complaints. The child suffers during 
gymnastic class, where she cannot participate without pain. 
The respondent asks follow-up questions to figure out when and 
how the child suffers and how the mother observes this. Then 
the respondent explains that it is difficult to figure out what is 
going on based on what they know. There are many complaints 
but there is no clear pattern. They agree to do serveral more tests 
during the next appointment. Respondent to client and mother: 
‘It’s always a matter of weighing up together what is more 
annoying, all these tests or the complaints.’
This story is exemplary of customized health promotion in 
which professionals find it important to work closely with 
clients and their enviroment by asking questions to figure 
out what is important to the client regarding their physical 
complaints, but also in other life areas.

My professional identity is The holistic professional
I am an involved professional who listens, and who is motivated 
to and interested in solving complex issues. I am willing to 
extend the boundaries of my profession when this helps me to 
better help the patient.
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Appendix B4: Persona Continued

Persona

Example that shows my 
professional identity

The holistic professional
‘That I let people take control themselves. Yes, I think that 
also reflects a bit on how I approach life. Of course, that says 
something about me as well. […] That’s the interesting aspect of 
our general practitioner profession- where does the boundary 
lie between what is within the realm of a general practitioner, 
and where does the line between societal responsibility and 
your role interpretation lie? I think that’s the beauty of our 
profession; every general practitioner has to determine that for 
themselves. There’s no right or wrong, but it varies for everyone.  
I can easily imagine that there are colleagues who say ‘You 
come here with back pain, so I only treat the request present to 
me’. That is also very legitimate. For me, it’s slightly different if 
it turns out that the person keeps coming back with that back 
pain and apparently isn’t helped with the answer I give to the 
initial request. Then I want to explore further. […] [What I find 
enjoyable about my job here is that] it’s about the whole concept 
of humanity, I think. […] It is clear that health, for me, is not only 
physical. It’s also about how people function in other life domains. 
In that sense, the holistic nature of the general practitioner 
profession is what I chose many years ago. […] That is the basis of 
the general practitioner profession, I believe. The strength of our 
profession is that we have the opportunity to get a much broader 
view of those life domains because each domain influences 
health.’

Respondent E, professional in social welfare

Observed health promotion roles I use customized and reframing health promotion roles

This is how I fulfill my roles I fulfill the customized health promotion role by making sure 
that ‘my solution doesn’t have to be theirs.’ ‘However, boundaries 
can be complicated, and sometimes I go beyond what is strictly 
required for a client. When a client comes here in distress, I will 
not turn them away. At the same time, I find it important that 
clients take responsibility and initiative.’
I fulfill the reframing health promotion role by helping with 
everything related to the social aspect. For instance, ‘this 
woman came here with pain issues, but I think she is actually 
afraid and lonely and she should start volunteering again. […] 
We are from prevention, so these are things that we should take 
notice of.’’
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Appendix B4: Persona Continued

Persona

Example of reframing health 
promotion role from data

The professional and I greet the woman who sits in her mobility 
scooter when we arrive outside her building. She had forgotten 
that the social worker would visit today, but she says that she 
is happy that we are here. We walk and talk together for more 
than an hour. The client says that she: ‘would like to keep walking 
with her until […] [she] can walk independently again.’ Later, 
the professional tells me that: ‘She will probably never walk 
independently again and I cannot help with the instability in her 
legs. […] I think this is actually a loneliness issue. When I have not 
visited her for a week I can really see that she is lonely, depressed 
and sad and she really feels better after I came by. Walking with 
her is a way for me to talk with her and to monitor her social 
isolation’.

In this example, respondent E reframes a physical problem of 
not being able to walk independently due to a sore leg into a 
problem of social isolation. The respondent understands that 
the client experiences insecurity when walking due to pain in 
her legs. As a social worker, the respondent is not able to help 
with the legs, but she can help with a related social problem: 
loneliness.

My professional identity is The proactive professional ➡ pragmatic
I am a doer, which means that I am driven to get things done. 
I go the extra mile for a client and I push boundaries to make 
things happen for a client.
The respecting professional ➡ pragmatic
I value respecting the clients’ solution, but they should also 
respect my professional suggestions.
The flexible professional ➡ holistic
What I appreciate about this job is the flexibility to shape how I 
approach each task and focused on which domain […].
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Appendix B4: Persona Continued

Persona

Example that shows my 
professional identity

The pragmatic professional
‘I work on everything related to the social. Sometimes I think, if 
you put in a little extra effort, you can get people over a hurdle, to 
something, and then you can actually help people. […] Well, people 
don’t need to get down on their knees or bring flowers, like, ‘oh, 
thanks.’ Just seeing how people progress or when they say ‘you’ve 
really helped me overcome my fear of public spaces, you know, by 
taking me out with someone,’ then I find it okay. But don’t take me 
for a ride [when I have put a lot of work in your care].’
The holistic professional
‘In that sense, I can really empathize with how it is for people, 
that you can really feel lost. Well, and that does create a bond. 
[…] If I know it helps, I mention [that I have been ill too and how 
I dealt with that]. […] Well, I think I’m a good listener. I find it 
important to pay attention to the client. I try not to force my 
solution down their throat, so I listen to their problem and my 
solution doesn’t have to be the client’s solution.’
‘And this was not my task, but I think this is also social work. 
That’s what I appreciate about this job, that I can shape my role 
the way I want to.’

Respondent C, professional in social welfare

Observed health promotion roles I use customized and reframing health promotion roles

This is how I fulfill my roles I fulfill the customized health promotion role by having longer 
conversations during one on one appointments with clients who 
are able to express their problems. ‘Then, I enjoy assisting with 
psychosocial issues.’
I fulfill the reframing health promotion role by assisting 
people in addressing their material concerns to the extent of 
our capabilities. ‘During the open office hours, we only do short 
social questions. Then, professional boundaries are central to me, 
otherwise, I end up dealing with minor tasks that are not within 
the scope of my education.’
However, often, ‘I cannot really fix their problems, but all I can do 
is listen.’

My professional identity is as 
follows

The eager professional ➡ pragmatic
I am eager to help when I can truly make a meaningful impact 
for a client who takes ownership of their own wellbeing.
The eager professional ➡ holistic
What motivates me is when I can help people by having longer 
conversations about their problems that go beyond just material 
stuff. What I really like is to listen, when I know I can really 
mean something by empowering them.
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Appendix B4: Persona Continued

Persona

Example that shows my 
professional identity

The pragmatic professional
‘I can’t help someone who doesn’t take ownership of solving 
their own problems. Otherwise, I end up doing small tasks that 
I haven’t studied for. It’s important for me to set boundaries on 
what is and isn’t my responsibility. When a client pressures me, I 
won’t work harder. I want to help, but only if I feel like I can truly 
make a difference. […] This profession is not what it has been, I 
don’t feel taken seriously anymore. I feel like I can’t do the work 
that I want to do.’
The holistic professional
‘Addressing relationship issues is a significant aspect of my 
work because it can have a profound impact on someone’s life, 
relationship problems.’

Appendix C1: Observation guide dimensions of collaboration

Collaborative 
dimensions by schot, 
Tummers et al. 2020.

Operationalization Example from fieldwork

Creating spaces 1. Note down any observations on 
a situation in which a frontline 
professional creates spaces in 
relation to external actors such as 
managers and other institutions 
(Nugus & Forero, 2011).

GPs and social welfare professionals 
set up and participate in 
interprofessional meetings.

2. Note down any observations on 
a situation in which a frontline 
professional creates spaces internally 
by (re)creating the organizational 
arrangements for collaboration.

3. Note down any observations on 
a situation in which a frontline 
professional works around existing 
organizational arrangements 
by creating alternative, informal 
information channels (Gilardi et al., 
2014).

4. Note down any observations on 
a situation in which a frontline 
professional creates another type 
of space
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Appendix C1: Observation guide dimensions of collaboration Continued

Collaborative 
dimensions by schot, 
Tummers et al. 2020.

Operationalization Example from fieldwork

Bridging gaps 1. Note down any observations on 
a situation in which a frontline 
professional bridges a gap between 
professional perspectives on how to 
best treat clients (Chreim et al., 2013; 
Falk et al., 2017).

A GP calls a sports coach in the hope 
that she can persuade him of the 
benefits of the exercise program.

2. Note down any observation on 
a situation in which a frontline 
professional overcomes social 
gaps by strategic communication 
in light of diverse personalities 
and communication preferences 
(Timmons & Tanner, 2005).

3. Note down any observation on 
a situation in which a frontline 
professional bridges communication 
divides by actively transferring and 
translating professional knowledge 
or information from one professional 
to another, as well as about making 
oneself available to others (Dahlke 
& Fox, 2015; Schot et al., 2020; 
Williamson et al., 2012).

4. Note down any observation on 
a situation in which a frontline 
professional bridges task division 
gaps by conducting tasks that are 
not part of their formal role and help 
other professionals (ibid.).

5. Note down any observation on 
a situation in which a frontline 
professional bridges another type 
of gap.

Negotiating overlaps 1. Note down any observation on 
a situation in which a frontline 
professionals negotiates between 
work roles and responsibilities in 
general (Lingard et al., 2002; Schot et 
al., 2020).

A GP explains that she cannot wait 
to start with a new program, but, 
according to her, it is not her role, but 
the role of municipality to start it.
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Appendix C1: Observation guide dimensions of collaboration Continued

Collaborative 
dimensions by schot, 
Tummers et al. 2020.

Operationalization Example from fieldwork

2. Note down any observation on 
a situation in which a frontline 
professional negotiate overlaps in 
individual care processes (Schot et 
al., 2020).

3. Note down any observation on 
a situation in which a frontline 
professional negotiates another type 
of overlap.

Appendix C2: Interview guide semi-structured interviews interprofessional collaboration

Themes Questions

General introduction General/introductory question: what does interprofessional 
collaboration mean to you in your work?

Interprofessional collaboration:
bridging gaps
1)	 Professional perspectives
2)	 Social gaps
3)	 Communication divides
4)	 Task division

Thematic questions:
1)	 (How) do you experience knowledge gaps between you and other 
professionals when working with clients with combined problems? 
How do you deal with this?

2)	 How do you experience social gaps? And how do you try to 
overcome these? (personalities, communication preferences)

3)	 How do you experience communication gaps? And how do you 
try to overcome these? (knowledge, information, availability)

4)	 How do you experience gaps related to task division? (help each 
other beyond formal role etc)

Negotiating overlaps 1)	 How do you experience negotiating overlaps between work roles 
and responsibilities in general?
a.	 Does working together create ambiguous overlaps into who 
does what, and who is responsible for what? And in individual care 
processes?

Creating spaces 1)	 How do you experience creating spaces in relation to external 
actors such as managers and other institutions? (non-clinical/ 
management related issues/relationship building).
2)	 How do you experience creating spaces internally? (by (re)
creating the organizational arrangements for collaboration, 
working around existing organizational arrangements by creating 
alternative, informal information channels).
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Appendix C2: Interview guide semi-structured interviews interprofessional collaboration 
Continued

Themes Questions

Professional values/professional 
identity

How would you describe yourself as a professional?
a.	 What are you good at?- what do you contribute to your job?
b.	 What is important to your work?
c.	 What is the best thing about your job- can you give an example?
d.	 Can you say what is the worst/toughest part of your job- 
example?
e.	 Can you remember why you chose to do what you do? Do you 
still feel like that today?

Notions of role as a health-promoting 
professional

What does health mean to you?
a.	 What do you associate with the word health?
b.	 What about your work? How is health part of your daily work? 
How do you try to work towards this idea of health for clients with 
combined problems?
c.	 Do you believe that health-promotion is one of the key tasks as 
a professional? Why/why not? What is more important?
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Appendix D17: Personas and interview questions

Introduction questions

1.	 How did you grow up? How would you describe your own social status?
2.	 How would you describe yourself as a general practitioner?
3.	 What do you find important in your work?

Personas

Patient 1
A 45-year-old man comes to your consultation at the general practice. From his file, you 
know that he has been here before for sleep problems. To relax in the evening, he reg-
ularly smokes a joint with friends. He has a group of friends he has been close to since 
childhood and is very attached to them. Today, he comes in with complaints of chest 
pain. When he enters, it feels like a whirlwind has come in. After a short conversation 
with the patient, the following information comes to light: the man has had a lot of 
energy lately, which prevents him from sleeping well. He also experiences significant 
chest pain and doesn’t understand the cause. He often worries about his pain in the 
evening when he is home and notices it especially when he feels very busy. He feels 
hyper and tired at the same time. Due to poor sleep, he doesn’t feel refreshed. The patient 
indeed looks visibly tired, which you can see from the bags under his eyes. Sometimes, 
intense training at the gym helps him fall asleep, but he cannot do this every day because 
of his work. Upon further questioning, the patient also reveals that he has seen the 
mental health nurse for his sleep problems. The nurse suggested he talk to peers who are 
also hyper, which he is considering. Due to his sleep and pain issues, he cannot always 
make it to work on time. Fortunately, his own construction busyness is doing well, so he 
doesn’t have to worry about money. Since dropping out of school early, he has worked in 
construction and, after gaining years of experience, has had his own company for a few 
years. His brother works with him in the company, and he is also close to other family 
members. His family means a lot to him. The patient is curious about your opinion on 
the chest pain and if you have a solution for it. The man look nervous. Furthermore, he 
has a blank medical history regarding heart abnormalities in the family, and you find 
no abnormalities during the physical examination.

Patient 2
A 46-year-old man comes to your consultation at the general practice. Before calling 
him in, you check his file. He was here last year when he had a burnout and tempo-
rarily stopped working at his own law firm. He is now back at work and has never had 

7	Note that the vignettes and interview questions have been translated from the original Dutch.
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to worry about income. You know that he is educated, articulate, and often asks many 
questions. You see that he is here for chest pain. After a short conversation with the 
patient, the following information comes to light: the man feels miserable. He cannot 
find balance. He had a burnout a while ago, which still affects how he can perform his 
job. Now he is experiencing chest pain and wonders where it comes from. The man has 
clearly thought a lot about it and, upon further questioning, reveals: ‘I was always very 
actively involved in everything. Now I’m back at work, but it’s still not going well. I’m 
seeing my psychologist again. She has held a mirror up to me, and I think I need to let 
go of my old, very active life. She also recommended relaxation exercises, which help 
somewhat. But what I regret is that I can no longer do fun things with friends in the 
evening, like playing badminton or going to a party. I value spending time with my good 
friends.’ When you ask him why he can’t do these activities anymore, he says it is mainly 
because of the chest pain. Because of this pain, he is afraid of overexerting himself. 
When he recently went to a friend’s birthday party, the chest pain made him leave early, 
which he found very unpleasant. He feels like an outsider when he has to leave early. 
The patient is worried and wants to know what you think about his chest pain. He looks 
tired. From his file, you know that he has no family history of heart abnormalities, and 
your physical examination finds no abnormalities.

Patient 3
 A 45-year-old patient comes to the general practice for a consultation. You know from 
his file that he has struggled in the past to find balance in his energy levels. You some-
times doubt whether this patient fully understands what you discuss with him, as he 
does not always seem to follow you advice regarding the regular intake of medications. 
After a short conversation about his situation, the following information emerges: the 
man has made an appointment today due to persistent chest pain. The pain is so severe 
that he is really worried about what it could be. After further questioning, the patients 
also reveals that the pain is hindering him. He needs all his energy for his sick partner, 
who cannot take care of herself at the moment. His partner wants him to leave her 
because she feels she can no longer be a good partner. At the same time, she is very 
controlling and jealous. The man has no family, friends, or neighbors who are concerned 
about them, and they have no children. Additionally, he does not want to burden others 
with their problems. The man is very tired. This has been the case since the accident he 
had while working at the cleaning company where he was employed. Since contracting 
Covid, he has been on sick leave. Last week, the company doctor called, and they will call 
him back soon after he has spoken with the general practitioner. The man is now afraid 
that they will want him to return to work. What makes him even more nervous is that 
he does not fully understand where his income currently comes from. If his income were 
to stop, he would be in serious trouble. It is already a struggle to make ends meet but he 
knows how to live with little. He has an air fryer and knows what fast food he can make 
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in it every day. What is wearing him down is not knowing what to expect, as he simply 
cannot work right now due to the chest pain. The man wants to know what is causing 
his chest pain. You find that the patient looks nervous and confused. He has no family 
history of heart abnormalities, and you physical examination finds no abnormalities.

Questions asked each time after the respondent reads one of the personas

1.	 What is your first impression of this patient? And why do you have this impression? 
What is it based on?

2.	 What would you like to ask this patient? Follow-up: What would you do if you knew 
this?

3.	 What alarms you? (only if something seems alarming to you)
4.	 What is your level of concern for this patient?
5.	 What could be influencing the patient’s pain symptoms?
6.	 What kind of treatment plan would you develop based on what you know? Follow-up: 

I understand from previous conversations that it is impossible to rule everything out 
(medically), but are there specific things that take priority in this case? And what 
has less priority? Why? Can you give an example? What would be your preference, 
regardless of what the patient may want or find important? What would you like to 
convey or advice to the patient?

7.	 Under which circumstances would you take more action?

Additional questions asked after discussing the last persona

1.	 Can you reflect on how you compare your impression of these patients?
2.	 (Why) are you more concerned for one patient than for the other?
3.	 Why do you choose one treatment plan for one patient and a different plan for 

another?
4.	 Are these personas very different situations for you? What makes them different? 

To what extent do you recognize this in your own work?
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Appendix D2: Code table8

Table D2. Examples of quotes and initial interpretation per reasoning

Observed SES reasonings

Illustrative quotes from data Respondents per 
reasoning

Status preservation 
reasoning

R1, r2, r3, r4, r5, r8, r10, 
r11, r13, r15

‘With the second [high SES] man, his work is not going 
well, which is worrisome for a lawyer. And with the 
third man, his work is also not going well. But that is not 
the most important thing here. The difference between 
working and not working is not very significant for 
him in terms of income. So, in that respect, you can 
easily create some space and calm by keeping him on 
sick leave a little longer if necessary. Until the other 
issues are resolved. [The high SES man has risk of] social 
decline. Suppose he relapses [with his burnout], he will 
lose a lot. And then many small things can start to 
unravel. He might get into trouble with his partner, or at 
the very least, his self-esteem will take a huge hit.’ (R4)

➡	� Respondent four argues that patient three does not 
have much to loose right now in terms of money. 
He is in a bad situation, but, according to him, this 
situation is stable bad.

➡	� Helping the second patient is more urgent to this 
respondent, because his situation is less stable 
and the risk of decline regarding various SES 
dimensions is big.

‘Sometimes it’s not entirely… It’s not entirely logical, 
but it’s about the part where he says: “What I find 
unfortunate is that I can no longer do fun things in the 
evening with friends, like play badminton or go to a 
party. I enjoy spending time with my friends.” So, then I 
think: it’s not okay that that’s not possible.’ (R1)

➡	� Respondent one argues that the social status of 
patient two should be preserved.

8	Note that the quotes from the interviews have been translated from the original Dutch.
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Table D2. Examples of quotes and initial interpretation per reasoning  Continued

Observed SES reasonings

Illustrative quotes from data Respondents per 
reasoning

‘But yes, that social circle… Look, if you say, ‘He wants to 
quit that, ‘then it’s difficult to competely abandon your 
friends as well, because, in my opinion, that actually 
causes more stress and more problems. […] So you need 
to be able to maintain that social bond and then see 
whether he can, well, whether he can possibly leave 
cannabis use out of it. If that is at least part of what he’s 
asking for help with, of course. Because, yes, I don’t want 
to give him advice or force him into something he’s not 
open to.’ (R2)

➡	� Respondent two argues that the first patient his 
social status should be preserved, because his 
friends and family are an important part of his life. 
If he looses that, that may cause even more stress 
and more loss regarding his overall health. The 
respondent thus sees the social dimension as more 
imporant than the fact that the patient smokes 
cannabis within this social circle.

‘But this man will be called back by today or tomorrow 
by the occupational health service, and he wants an 
answer now. […] Yes, but also [more pressure] on himself. 
There’s less oversight. There are also actually […] more 
issues at play. I mean, it’s very unfortunate if you 
can’t go play badminton with your friends, but if your 
partner is threatening, or at least making statements 
like this, this it’s a bit of a different caliber’ (R10).

➡	� Respondent 10 argues that patient three is in an 
unstable situation and that it seems that there is a 
lot to lose for this patient in terms of social status. 
The patient may lose their partner if problems are 
not solved soon.
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Table D2. Examples of quotes and initial interpretation per reasoning  Continued

Observed SES reasonings

Illustrative quotes from data Respondents per 
reasoning

Social distance 
reasoning

R1, r3, r4, r5, r7, r10, r 11, 
r12, r13, r14, r15

‘This is really my natural habitat, so to speak. I come 
from a working-class background, you could say. And 
I think I can relate very well… Well, I don’t even have to 
adapt myself to it. I fit into this setting and speat the 
same language as the people here. I think I understand 
them. I think I can grasp and recognize many of their 
problems. […] I also notice that the people I see more 
frequently are the ones I can help better.’ (R14)

➡	� Respondent fourteen argues that the patients who 
he can understand better are the patients who he 
can help better.

‘I pictured a patient with a somewhat similar story. 
[My first impression is] ADHD. Or at least hyperactive. 
This is definitely someone who’s always going at full 
speed. And the fact that he used joints to calm down 
fits with that. That he’s doing well in construction- I can 
completely see that too, because you can really go full 
throttle there.’ (R4)

➡	� Respondent four recognizes another patient’s 
situation in the first patient. The respondent uses 
this recognition to reason around the patient.

‘I automatically tend to get people from a lower social 
background, people with psychiatric issues, alcohol 
problems, financial issues- this is the group that 
naturally crystallizes around which GP they feel 
comfortable with, and I notice that I get a large part of 
that group. […] I can really stand beside someone and 
help them further, and I definitely enjoy the medical 
aspect as well, but it’s mainly the relationship, the 
long-term connection you have with someone, that 
makes the work so enjoyable and special (R7).’

➡	� Respondent seven argues that they make the social 
distance smaller by connecting with the patient, 
which ensures that they can help patients further.
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Table D2. Examples of quotes and initial interpretation per reasoning  Continued

Observed SES reasonings

Illustrative quotes from data Respondents per 
reasoning

‘I consciously have no expectations. I want to know 
more first. […] To be honest, probably because I know 
how many times I’ve dealt with healthcare providers 
who had a conclusion before I even entered the room 
(R10).’

➡	� Respondent ten identifies with patients with 
bad experiences with prejudiced professionals. 
Therefore, the respondent tries to work with 
patients without any prior expectations.

Together reasoning R1, r2, r3, r4, r5, r7, r8, 
r9, r11, r12, r13, r14

‘But he’s quite a smart guy, and I think he probably 
realizes that both your work and your mental state 
could contribute to these kind of complaints. So, I 
would really want to know, why did you make this 
appointment today?’ (R1)

➡	� Respondent one interprets patient two as a smart 
guy who has a busy job. The respondent seems to 
think that this patient knows that his mental and 
physical state are connected.

‘And then you look at what he needs to make this 
situation bearable. Because no one can sustain being 
a caregiver continuously without support. And also: 
what do you want, cleaning accident? So, we really 
need to look at how we can help this man. Apparently, 
there are also concerns about his income.’ (R3)

➡	� Respondent three interprets patient tree (low SES) 
as someone who needs their help as he cannot help 
himself. The respondent uses the lower educated 
cleaning job as an argument.

‘Yes, I’m not going to ask exactly how things work in 
his office […]. But he’s an intelligent man, so that story 
should come up on its own, and I honestly expect that. 
He’ll probably know himself why he has a burnout. So, 
the conversation about that will naturally come up.’ 
(R4)

➡	� Respondent four interprets patient two (high SES) 
as someone who will know what is going on, because 
he is intelligent.
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Table D2. Examples of quotes and initial interpretation per reasoning  Continued

Observed SES reasonings

Illustrative quotes from data Respondents per 
reasoning

‘My experience with these kinds of patients is that 
you can make an appointment with the cardiologist, 
but they either don’t show up or they don’t understand 
what was said […]. But then you can do a lot from the 
practice, but the best thing is if sometimes is first 
addressed in the social and societal aspect, like having 
a mentor or buddy, or someone who can guide them in 
those other areas.’ (R8)

➡	� Respondent eight interprets patient three (low SES) 
as someone who his lower educated and may not 
understand his care and the care system. Therefore, 
he needs to be taken by the hand.
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 Summary

Introduction

In this dissertation, I studied how frontline professionals relate to other professionals 
and to clients in caring for clients with combined psychosocial problems. This is relevant, 
because a high number of individuals face a combination of problems that cross profes-
sions and organizations. These problems create a pressing need for collaboration across 
professional and organizational borders in care and social welfare. This collaboration 
is complex and can become problematic, because many incentives- such as policies, 
professional norms and finances- go against interprofessional and interorganizational 
collaboration. This is why in this dissertation I analyzed how frontline professionals, 
in this complex context, work with other professionals and with clients. The research 
context is a large city in the Netherlands.

Findings

To answer the research question, I have explored four sub-questions, each representing a 
distinct piece of the empirical puzzle, which together answer the research question. First, 
in chapter two, I conceptualized frontline professionals’ health conceptions based on an 
inductive qualitative interview study with frontline professionals in general healthcare, 
mental healthcare, and social welfare in The Hague, The Netherlands. Caring for clients 
with combined psychosocial problems involves various frontline professionals such as 
general practitioners, psychiatric nurses, police officers, social support consultants and 
debt counselors. As these professionals have different professional backgrounds and 
work in different organizations, their health conceptions, or beliefs about what consti-
tutes health and how this should be pursued, may also differ. Having an understanding 
of various frontline professionals’ health conceptions is relevant, as these may affect 
interprofessional collaboration in their work with clients with psychosocial problems. I 
used an iterative process of thematic analysis to identify health conception dimensions, 
that differ on three main aspects: 1) health definitions, 2) alignment with clients and 
3) contextualization of clients’ health. The main implication of this chapter is that this 
inductive analysis of health conceptions provides a first building block in theorizing 
frontline professionals’ health promotion practices.

Second, in chapter three, I studied how frontline professionals in care and social 
welfare interpret and fulfill their health promotion roles, which is relevant for the care 
and the health of the vulnerable clients they work with. For this study, I used ethno-
graphic data from Dutch frontline professionals in social welfare, general healthcare, 
and mental healthcare to show how various frontline professionals promote health by 
reframing and customizing health problems and how this is associated with how they 
identify as pragmatic or holistic professionals. While the literature on health promo-
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tion is limited to describing roles as tasks of healthcare professionals, in this study, I 
examined the broader health promotion roles held by various frontline professionals 
when working with clients with combined psychosocial problems and how the roles 
are associated with professional identity. Moreover, in caring for clients with combined 
problems, various frontline professionals are encouraged to work together in fluid con-
texts, in which professionals are expected to seek other professionals and organizations 
to solve combined problems. This type of collaboration is not institutionalized; it may 
therefore be hard to develop routines compared to fixed teams. Knowledge about how 
frontline professionals work together in non-institutionalized forms of fluid collabora-
tion is lacking. Therefore, third, in chapter four, I studied how frontline professionals 
from various professions and organizations work together in contexts of team fluidity, 
with high levels of membership change and difference. To this end, I used an iterative 
design and ethnographic fieldwork in studying these hard-to-grasp contexts. In the 
thematic analysis, I explored whether and how interprofessional collaboration mani-
fests in fluid teams in general healthcare, mental healthcare and social welfare and how 
team fluidity plays a role. I aimed to further grasp how frontline professionals relate to 
their clients by examining socioeconomic status (SES) as indicator for decision-making 
among frontline professionals in healthcare, focusing on general practitioners (GPs). I 
did so in chapter five, by conducting and thematically analyzing qualitative interviews. 
I identify three SES reasonings in shaping GPs’ approach to patient care, which are 
closely intertwined with the status of patients: (1) status preservation reasoning, (2) 
social distance reasoning and (3) together reasoning. These reasonings show how GPs 
interpret and use various SES cues in their decision-making when developing treatment 
plans with patients.

General conclusion

The findings of this dissertation show how frontline professionals relate to other pro-
fessionals in a context of clients with combined problems and team fluidity, in which 
membership change and member difference create challenges. Such collaboration across 
professions and organizations is challenging because of unclarity about roles, responsi-
bilities and mutual trust, while opportunities are taken to make use of each other’s com-
plementary expertise and skills. Frontline professionals develop collaborative behaviors, 
which are different from those found in fixed teams, mainly because interpersonal rela-
tionships are more fragile and potentially less sustainable. Apart from these behaviors, 
health conceptions also play a role, as collaboration is also about bridging ideas about 
what is health and how this should be pursued. Additionally, frontline professionals’ 
professional identities play a role in how professionals fulfill their health promotion 
roles and how they coordinate this with other professionals.

The findings of this dissertation also show how frontline professionals relate 
to their clients with combined psychosocial problems, in which health conceptions, 
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health promotion roles and SES reasonings play important roles. While some frontline 
professionals actively seek alignment with clients from an mental health definition, 
others make the clients responsible and only intervene when the risks are higher. Front-
line professionals also differ in how they see their roles: while some reframe clients’ 
care questions into something that matches with their own expertise, others let clients 
decide on the care plan. Furthermore, GPs reason about their clients’ SES in ways that 
impact the development of the treatment plan, such as through status preservation or 
developing the treatment plan together, based on mechanisms related to recognition and 
experienced social distance. This dissertation thereby shows how frontline professionals 
relate to other professionals and clients from various perspectives, roles and reasonings 
in working with combined psychosocial problems.
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Introductie

In dit proefschrift onderzocht ik hoe uitvoerend professionals in het sociaal domein en 
de (geestelijke) gezondheidszorg zich verhouden tot andere professionals en tot cliënten 
met gecombineerde zorg- en psychosociale problemen. Dit is relevant, omdat veel mensen 
te maken hebben met combinaties van problemen die verschillende beroepsgebieden en 
organisaties overstijgen. Voor het aanpakken van dit soort problemen is samenwerking 
over professionele en organisatorische grenzen binnen de zorg en het sociaal domein 
nodig. Deze samenwerking is complex en kan problematisch zijn, omdat verschillende 
factoren – zoals beleid, professionele normen en financiën – samenwerking juist in de 
weg staan. Ik analyseerde in dit proefschrift hoe uitvoerend professionals, binnen deze 
complexe context, werken met andere professionals en met cliënten in Den Haag, een 
stad in Nederland die gekenmerkt wordt door maatschappelijke uitdagingen.

Bevindingen

Om de onderzoeksvraag te beantwoorden onderzocht ik vier deelvragen die elk een apart 
stuk van de empirische puzzel representeren en die tezamen de hoofdvraag beantwoor-
den. In hoofdstuk twee conceptualiseerde ik opvattingen over gezondheid gebaseerd op 
een inductieve kwalitatieve interviewstudie met uitvoerend professionals in de gezond-
heidszorg, de geestelijke gezondheidszorg en het sociaal domein. Bij de zorg voor cliënten 
met gecombineerde psychosociale problemen zijn verschillende uitvoerend profession-
als betrokken, zoals huisartsen, sociaal-psychiatrisch verpleegkundigen, politieagenten, 
cliëntondersteuners en schuldhulpverleners. Deze professionals hebben verschillende 
professionele achtergronden en ze werken in verschillende organisaties waardoor hun 
gezondheidsconcepties – hun ideeën over wat gezondheid is en hoe dit nagestreefd moet 
worden – ook kunnen verschillen. Inzicht in deze verschillende gezondheidsopvattingen 
is belangrijk, omdat ze impact kunnen hebben op interprofessionele samenwerking 
rondom cliënten met psychosociale problemen. Ik gebruikte een iteratieve thematische 
analyse om gezondheidsconcepties te identificeren die verschillen op de volgende drie 
aspecten: 1) gezondheidsdefinities, 2) de mate van aansluiting bij cliënten en 3) de mate 
waarin de context van de gezondheid van cliënten wordt meegenomen. Deze bevindingen 
laten zien dat uitvoerend professionals gezondheid niet alleen op verschillende manier-
en definiëren, maar dat ze er ook naar streven om de relatie met de cliënt gelijkwaardig te 
maken en ze plaatsen de cliënt in een bredere context om passende gezondheidsdoelen 
en zorg te bepalen. Deze inductieve analyse vormt een eerste bouwsteen voor theo-
rievorming over gezondheidsbevordering van uitvoerend professionals in het sociaal 
domein en de (geestelijke) gezondheidszorg.
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In hoofdstuk drie deed ik diepgaand etnografisch onderzoek met uitvoerend profession-
als in het sociaal domein en de (geestelijke) gezondheidszorg waarmee ik laat zien hoe 
uitvoerend professionals zich identificeren als professionals en hoe ze hun rol in gezond-
heidsbevordering vormgeven. Kennis over professionele identiteiten en rollen in gezond-
heidsbevordering is van belang voor de zorg voor en de gezondheid van kwetsbare cliënt-
en. Waar de bestaande literatuur gezondheidsbevordering vooral beschrijft in termen 
van taken van zorgprofessionals, laat dit onderzoek zien hoe uitvoerend professionals 
brede gezondheidsbevorderende rollen op zich nemen in het werk met cliënten met ge-
combineerde problemen, en hoe deze rollen samenhangen met professionele identiteit. 
In tegenstelling tot de verwachting dat professionals met verschillende professionele 
achtergronden ook uiteenlopende professionele identiteiten zouden hebben, en dus ver-
schillende rollen zouden op zich zouden nemen, vond ik dat gezondheidsbevorderende 
rollen juist gerelateerd zijn aan professionele identiteiten die die professionele grenzen 
overstijgen. Concreet vond ik dat uitvoerend professionals, ongeacht of zij werkzaam 
zijn in het sociaal domein of in de (geestelijke) gezondheidszorg, gezondheid bevorderen 
aan de hand van twee rollen: 1. Herformuleren van gezondheidsproblemen die cliënten 
zelf presenteren, tot iets specifieks waarmee zij binnen hun eigen kaders kunnen werken. 
2. Gezondheidsvragen op maat maken door samen met de cliënt en diens omgeving 
passende doelen en zorg te bepalen. Daarnaast identificeren zij zich doorgaans op twee 
manieren, die eveneens niet aan een enkel beroepsgebied zijn gebonden als: 1. Prag-
matische professionals: oplossingsgericht en duidelijk in het stellen van grenzen aan 
wat zij wel en niet voor een cliënt kunnen doen. 2. Holistische professionals: betrokken 
en bereid om te luisteren, extra stappen te zetten en soms buiten de eigen professie te 
treden voor een cliënt.

Daarnaast wordt in de zorg voor cliënten met gecombineerde problemen van 
professionals verwacht dat zij, over de grenzen van beroepsgroepen en organisaties 
heen, gezamenlijk tot oplossingen komen. Dit soort samenwerking is niet institutioneel 
ingebed, maar fluïde, waardoor het moeilijk is om routines te ontwikkelen zoals dat in 
vaststaande teams vaak wél mogelijk is. Er is weinig kennis over hoe uitvoerend profes-
sionals samenwerken in deze fluïde teams. Om deze reden onderzocht ik in hoofdstuk 
vier hoe uitvoerend professionals met verschillende professionele achtergronden en 
uit verschillende organisaties samenwerken in fluïde teams die gekenmerkt worden 
door een grote mate van veranderlijkheid en verschil met betrekking tot lidmaatschap 
tot het team. Door middel van etnografisch veldwerk bestudeerde ik deze fluïde contex-
ten. Door middel van thematische analyse onderzocht ik of en hoe interprofessionele 
samenwerking zich manifesteert in fluïde teams in de gezondheidszorg, de geestelijke 
gezondheidszorg en in het sociale domein en hoe team fluïditeit daarin een rol speelt. 
De bevindingen laten zien dat samenwerking plaatsvindt via fragiele interpersoonli-
jke relaties, waarbij voortdurende veranderingen en verschillen in teamsamenstelling 
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voor uitdagingen zorgen in het vinden van geschikte samenwerkingspartners. Hoewel 
sommige gedragingen lijken op die in vaste teams, ontstaan in fluïde teams ook andere 
spanningen die de samenwerking beïnvloeden. Deze inzichten rondom de verschillen-
de manifestatie van interprofessionele samenwerking in fluïde teams is extra relevant 
gezien de aanwezigheid en toename van complexe, domeinoverstijgende problemen in 
de huidige praktijk.

In hoofdstuk 5 bestudeerde ik, om beter te begrijpen hoe uitvoerend professionals 
zich tot cliënten verhouden hoe sociaaleconomische status (SES) geïnterpreteerd en ge-
hanteerd wordt in besluitvorming van uitvoerend professionals in de gezondheidszorg, 
met een focus op huisartsen. Hiervoor voerde ik diepte-interviews uit met huisartsen 
en analyseerde deze thematisch. Daaruit leidde ik drie typen SES-redeneringen af die 
gebruikt worden bij het opstellen van behandelplannen en die sterk samenhangen met 
de status van patiënten: 1) redenering gericht op statusbehoud – hoe huisartsen SES-indi-
catoren combineren met hun inschatting van de stabiliteit van de patiënt om te bepalen 
in hoeverre het belangrijk is de huidige status te behouden, 2) redenering gericht op 
sociale afstand – hoe een kleine sociale afstand tussen huisarts en patiënt fungeert als 
referentiepunt bij het willen helpen van de patiënt en 3) redenering over gezamenlijk 
zorgen – hoe huisartsen interpretaties van het drukke leven en het opleidingsniveau 
van de patiënt gebruiken om te bepalen in welke mate het behandelplan samen met de 
patiënt wordt ontwikkeld. Deze redeneringen laten zien hoe huisartsen verschillende 
SES-signalen interpreteren en gebruiken in hun besluitvorming wanneer zij behandelp-
lannen ontwikkelen met patiënten.

Algemene conclusie

In Nederland heeft één op de zes inwoners te maken met een combinatie aan fysieke, 
psychische en sociale problemen, met name mensen met een lage sociaaleconomische 
status. Deze kwetsbare groep vraagt om ondersteuning van meerdere uitvoerend pro-
fessionals en organisaties tegelijk. Juist daar wringt het: samenwerking is hard nodig, 
maar beleid, professionele normen en financiering werken vaak belemmerend. Hierdoor 
lijden de meest kwetsbaren het meest wanneer zorg niet goed is georganiseerd, wat de 
urgentie van dit onderzoek onderstreept. De bevindingen van dit proefschrift laten 
daarom zien hoe uitvoerend professionals zich verhouden tot andere professionals en 
tot kwetsbare cliënten in het organiseren van zorg voor cliënten met gecombineerde 
problemen die professionele domeinen overstijgen.

Uitvoerend professionals in de zorg voor cliënten met gecombineerde psychoso-
ciale problemen maken gebruik van zeven interprofessionele gedragingen in fluïde team-
contexten, zoals het creëren van alternatieve communicatielijnen en het overbruggen 
van kennis en communicatiegaten. Deze gedragingen verschillen van interprofessionele 
gedragingen in vaststaande teamcontexten en zijn relevant gezien de toenemende aan-
wezigheid van gecombineerde problemen. Interprofessionele samenwerking blijkt niet 
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alleen samen te hangen met hoe professionals zich verhouden tot andere professionals, 
maar ook met het afstemmen van onderliggende perspectieven over gezondheid, zoals 
de mate waarin de context van de cliënt meegenomen dient te worden. Verschillende 
gezondheidsopvattingen kunnen goede samenwerking en gezamenlijke doelrealisatie 
in de weg zitten, terwijl het nodige relationele werk met professionals buiten hun eigen 
specialiteit tijdsintensief is. Uitvoerend professionals verhouden zich ook tot andere 
professionals door de manier waarop ze hun eigen rol in zorg interpreteren en hoe ze hun 
professionele identiteit vormgeven. Bijvoorbeeld, pragmatische professionals herformul-
eren vaak de gezondheidsproblemen van cliënten en zij gebruiken samenwerking met 
andere professionals vaak als een manier om zelf dicht bij hun eigen expertise te kunnen 
blijven. Tot slot laten de bevindingen zien hoe uitvoerend professionals SES-redenerin-
gen gebruiken in het opstellen van behandelplannen, bijvoorbeeld door het belang van 
statusbehoud of het gezamenlijk opstellen van een behandelplan te benadrukken, rek-
ening houdend met herkenning en ervaren sociale afstand, en leefstijl.

Dit proefschrift laat zien hoe uitvoerend professionals zich vanuit verschillende 
perspectieven, rollen en redeneringen verhouden tot andere professionals en cliënten 
in de zorg voor cliënten met gecombineerde psychosociale problemen.

Implicaties

De inzichten in deze dissertatie dragen allereerst bij aan de literatuur over gezond-
heidsconcepties door niet alleen in te gaan op gezondheidsdefinities, maar door ook 
te beschrijven hoe uitvoerend professionals gezondheid willen nastreven samen met 
cliënten, hun context en andere professionals. Ten tweede, dragen de inzichten bij aan de 
literatuur over gezondheidsbevordering door rollen in gezondheidsbevordering breder 
te conceptualiseren en door te exploreren hoe deze samenhangen met professionele 
identiteit. Ten derde draagt deze dissertatie bij aan de literatuur over interprofessionele 
samenwerking in de zorg en de literatuur over teamwerk door interprofessionele samen-
werking expliciet te bestuderen in een fluïde teamcontext buiten het ziekenhuis. Dit 
proefschrift biedt een startpunt voor het bestuderen van de implicaties van de verschil-
len tussen interprofessionele samenwerking in fluïde en vaststaande teams. Ten vierde 
draagt deze dissertatie bij aan de street-level bureaucracyliteratuur over het gebruik 
van SES in besluitvorming, door de aandacht te verschuiven van de uitkomsten van 
verschillen op basis van SES naar de manier waarop professionals differentiëren op 
grond van SES-redeneringen.

Deze inzichten dragen niet alleen bij aan de theoretische ontwikkeling van de 
literatuur over gezondheidsconcepties, gezondheidsbevordering, interprofessionele 
samenwerking, teamwerk en uitvoerend professionals. Daarnaast hebben ze maatschap-
pelijke implicaties voor de zorg voor en gezondheid van kwetsbare mensen, en praktische 
implicaties voor het verbeteren van interprofessionele samenwerking en het tegemo-
etkomen aan de behoeften van mensen met gecombineerde problemen. Ten eerste zijn 
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deze inzichten maatschappelijk relevant, omdat zij direct aansluiten bij recente beleid-
stransities, zoals het Integraal Zorgakkoord (IZA) en het Aanvullend Zorg- en Welzijnsak-
koord (AZWA) in Nederland. In het IZA staat een integrale kijk op gezondheid centraal, 
waarin interprofessionele samenwerking tussen zorg- en het sociaal domein noodzake-
lijk is. Het IZA vraagt meer dan alleen beleidsverandering, maar ook verandering in 
hoe uitvoerend professionals zijn gesocialiseerd en in hun perspectieven en aanpak in 
de zorg, hun identiteiten en rollen in samenwerking en hoe ze redeneren over cliënten. 
Het AZWA vult dit verder aan door sterker in te zetten op preventie en samenwerking 
tussen het medisch en sociaal domein en te voorkomen dat mensen (zwaardere) zorg 
nodig hebben. Ten tweede vergt het werken met mensen met gecombineerde problemen 
flexibiliteit, empathie en het vermogen om goed samen te werken met diverse teamleden 
in onverwachte situaties. Inzicht in de verschillende gezondheidsconcepties, identitei-
ten, rollen en redeneringen van professionals kan uitvoerend professionals helpen om 
effectief samen te werken met andere professionals en met cliënten door met elkaar 
af te stemmen. Dit vergroot het bewustzijn van verschillen, stimuleert reflectie op de 
eigen aannames en ondersteunt professionals om elkaars expertise beter te benutten 
en beter aan te sluiten bij de behoeften van cliënten.
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