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Abstract

Background:

Workplace health and wellbeing initiatives are widely implemented across the UK. In the North East
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of England, over 400 employers participate in the Better Health at Work Award (BHAWA), a scheme

that recognises organisational efforts to foster healthier working environments.

Methods:

We conducted a realist evaluation to examine the contextual factors, mechanisms, and outcomes
underpinning a workplace health and wellbeing initiative. We tested an initial programme theory,
developed through prior work, using four case studies comprising interviews (n = 26) and
documentary analysis of organisational portfolios. The findings informed a theory refinement

process, resulting in a consolidated programme theory.

Results:

Seven interrelated programme theories were identified: cultivating an inclusive workplace culture;
securing leadership commitment; ensuring equitable access to wellbeing opportunities; providing
adequate resources and infrastructure; implementing adaptive communication strategies; promoting

employee collaboration and co-design; and tailoring interventions to workforce characteristics.

Conclusions:

Effective workplace health and wellbeing initiatives are dependent on dynamic, context-sensitive
factors, including leadership engagement, organisational culture, and relational dynamics.
Understanding these interactions provides a foundation for designing sustainable, evidence-informed

interventions aligned with organisational values and structures.

Introduction

The work environment is a key determinant of health and health inequalities, and workplaces play a

major role in preventing ill health. International and national organisations such as the World Health
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Organisation [1] and the Office for Health Improvement & Disparities (OHID, previously Public Health
England) [2] encourage employers to implement workplace health initiatives (WHIs). In England,
several local government-commissioned and funded schemes help employers support their
workforce's health and wellbeing. One example is the Better Health at Work Award (BHAWA) [3]
scheme (the Scheme), which is available to workplaces in the North East and Cumbria regions of
England. Currently, over 400 employers are enrolled in BHAWA, which reaches over a quarter of a

million individual workers.

Box 1: The Better Health at Work Award (BHAWA) Scheme

Workplaces that sign up to the Scheme appoint a Health Advocate(s) (HA) from within their
workplace who works with the Better Health at Work Award (BHAWA) team to design and
implement individual, organisational and environmental WHIs. Each year, the workplace submits
a portfolio of evidence detailing the various WHIs implemented. The portfolio is assessed, and if
deemed to meet pre-specified criteria, the workplace receives an Award with progression
opportunities each year, starting at Bronze Award and progressing to Silver, Gold, Continuing
Excellence and Maintaining Excellence.

The literature on the effectiveness of WHIs shows modest improvements in health behaviours and
outcomes, such as mental wellbeing, weight management [4], and reduced absenteeism. However,
other literature has shown no effect, and some WHIs have even led to a deterioration in psychosocial
working conditions and employee health and wellbeing [5-7]. This inconsistency may be explained, in
part, by the complexity of workplaces as sociocultural environments. Contextual factors such as the
organisation's size, industry, and employee demographics likely affect WHI implementation and
effectiveness. Heterogeneity across workplace contexts challenges evaluation and limits the
usefulness of evidence from experimental trials. Another consideration is the broader sociopolitical
context in which organisations implement these WHIs. Specifically, the COVID-19 pandemic forced
significant changes to working arrangements that have persisted beyond lockdown. Many employees

now have flexible working arrangements, including the option to work from home. This context may
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affect the effectiveness and implementation of WHIs and, therefore, health outcomes and health

inequalities.

Few studies explore why and how WHIs have succeeded or failed. [8,9]. Studies on WHIs should
explore and report whether the intervention works, how it works, for whom, and under which
circumstances [10]. This type of investigation lends itself to a realist evaluation, which addresses
heterogeneity by examining how specific intervention mechanisms operate in each context to
produce outcomes through the development and testing of Context-Mechanism-Outcome (CMO)

configurations.

This realist evaluation is part of a larger study [11]. In this study, we aim to demonstrate how the

realist approach helps with evaluating complex WHI.

Methods

Research Design

We adopted a realist evaluation methodology as the most appropriate approach for assessing
complex interventions, particularly those implemented in dynamic and heterogeneous settings. [12].
Rooted in the critical realist paradigm, realist inquiry seeks to understand the interplay between
context, mechanisms, and outcomes (CMO configurations) and is increasingly applied to evaluate
interventions in real-world settings [13-16]. This shift reflects a growing recognition that
interventions may function differently across settings and populations, and that understanding these

variations is essential for improving implementation and scalability [17].

In this study, data were collected to explore:

e Contextual factors, including variations in workplace environments and organisational

cultures.

e Mechanisms, such as psychological responses and engagement processes, that may not be

directly observable.
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e Outcomes, including how the health and wellbeing initiative was delivered and received by
employers and employees. Outcomes included both intended and unintended effects, such
as behavioural changes, which helped explain why an intervention succeeded in one context

but not in another [18,19].

Aim: To understand the mechanisms, processes and context by which workplace health award

schemes impact workplace health outcomes.

Objectives:

1. To determine the mechanisms, barriers, and facilitators to workplace health interventions
(WHIs).
2. To develop a programme theory that will enable a deeper appreciation of how components

of workplace health interventions work together

Development of initial programme theories

Initial programme theories were developed through a realist review of workplace health and
wellbeing initiatives published elsewhere [20] and through consultations with workplace health and
wellbeing practitioners and members of our Patient and Public Involvement and Engagement (PPIE)
group. We then tested and refined these theories through case studies conducted with workplaces
in the North East of England, UK, and with key stakeholders who participated in the health and

wellbeing intervention.

Case Study Approach

This study used a multiple-case study [21] design, informed by realist evaluation principles [22], to
explore how WHIs were implemented and what outcomes they produced. The case studies explored
workplace settings in real-world contexts, helping explain why interventions succeed or fail [23].

Interventions usually depend on the involvement and engagement of several stakeholders within an
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organisation [24]. The design enabled comparative analysis across diverse workplace settings and

variations in programme delivery.

Case Study Selection

Researchers selected six workplaces in the North East using a multi-stage sampling strategy [25]. The
researchers focused on organisations participating in a WHI and holding Gold Award status (see box
1), indicating long-term engagement and successful implementation of the intervention. The team
grouped workplaces by size (small, medium, large) and sector to ensure sample diversity. We
randomly selected one organisation from each group to reduce bias. Two organisations withdrew
before recruitment due to workload pressures. The team sought to include views from organisations
that did not join the programme or had discontinued. However, staff turnover and low response
rates to recruitment emails limited input. Insights from the strategic interviews helped fill this gap by

explaining why WHIs did not participate or withdrew.

Qualitative Data

A mixed-methods approach to data collection combined one-to-one semi-structured realist
interviews and focus groups, incorporating a realist interview approach [26]. [See Supplementary
material 1 interview guide] and document analysis of assessment portfolios submitted as evidence
for the WHI. Additionally, informal meetings, memos, and ongoing reflection throughout the process

informed data collection and iteratively guided theory development.

To complement case-level data, we conducted strategic stakeholder interviews with national and
regional stakeholders, including public health officials, Local Authority representatives, and
academic experts. These interviews provided insight into broader contextual influences and helped

address gaps arising from non-participation or WHI withdrawal.
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Participant Recruitment and Data Collection

Before recruiting participants, we held pre-interview meetings with Health Advocates (HAs) in each
organisation. These meetings served two purposes: gathering contextual information about the
workplace and establishing rapport, which facilitated effective communication and minimised
workplace disruption during interviews. This preparatory phase aligns with realist interviewing
principles, ensuring researchers enter the interview setting with contextual awareness of the natural

environment [27].

Document analysis of workplace portfolios, including a needs assessment, campaign materials, and
outcome data, provided additional context. HAs supported recruitment by disseminating study
information and invitations to all staff, with interested participants contacting the research team
directly. Researchers directly approached strategic stakeholders via email. Participants could choose

an interview format: face-to-face, online, or by telephone.

Data Collection

Realist interviewing

Interviews followed a realist approach. Participants included staff at all organisational levels and
roles (e.g., senior and middle management, office-based staff, and manual workers). We iteratively
developed interview guides using data collected during the study. We interviewed some participants

twice to support theory testing.

Consent Procedures

For case study interviews and focus group participants, we obtained informed consent in writing and
verbally. With participants’ permission, we audio-recorded all interviews. For document analysis, we
obtained consent by email from participating workplaces that had achieved a gold-level award. We

included only portfolios from the selected sample of workplaces in the analysis.
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Programme Theory Refinement

Following Pawson and Tilley [27], and using Rameses guidelines [28], we conducted the qualitative
data collection in two stages, combining theory gleaning and theory refining in interviews with
strategic and case study participants and the theory consolidation phase [26] through an online
discussion group with a wider national stakeholder group and PPIE members, and an anonymous
interactive online form that captured feedback. For individuals unable to attend the meeting, we
also collected their perspectives via this online form. We presented and discussed this programme
theory at national project dissemination meetings, which helped further refine the model. See
supplementary material 2: Realist evaluation project cycle. This diagram visually explains the
evaluation process and research phases used in this study, with boxes explaining the methods used

for each phase adapted from DeBrun et al., 2020 [29].

Ethics

The Science, Technology, Engineering and Mathematics Ethical Review Committee approved the
ethics application. Birmingham University [Ref: ERN_21-0744] and approved by the Faculty of
Medicine Research Ethics sub-committee. Newcastle University [Ref: 17930/2021] and Teesside

University ethics committee.

Data Analysis

Document Analysis

The individual case study workplace portfolios were analysed using a framework approach [30] (with
a CMO matrix to systematically capture data on context, mechanisms, and outcomes, such as

workforce size, leadership engagement, and initiative uptake.

Interview and Focus Group Analysis

We analysed data using a retroductive process that combined inductive and deductive approaches

[31], and we maintained this process throughout data collection. Information ‘nuggets’ were
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collected iteratively and placed within a context, mechanism, outcome (CMO) framework [32]. We
transcribed data verbatim, anonymised them, and coded them using NVivo v13. We first analysed
case studies and strategic interviews individually, then narratively synthesised them to refine
programme theories. We developed theories by exploring context (C), mechanisms (M), and
outcomes (O). We then integrated all data to develop a model explaining how, for whom, and in

what context a WHI works.

Rigour and Triangulation

To ensure rigour, we collected data from multiple sources and used memos throughout the research
process to support analysis and the retroductive process [33, 34]. Regular research team meetings
supported theory development in a valid and transparent way. In addition, to ensure consistency in
coding CMOQ'’s two transcripts were blind coded by 4 researchers (CR, COM, MF, FHB). The
researchers then came together to discuss their coding and develop initial codes, which the whole
research team agreed to use to create a coding framework. The team then coded all transcripts and
sorted coded excerpts to identify patterns or themes in the data. Two researchers (CR and COM)
carried out document analysis. The researchers met regularly to discuss the data, ensure consistent
coding, and develop the programme theory. The team also shared anonymised findings with the
wider research team and PPIE members to further refine and test the developing programme

theories.

Results

Participants

Participants in the four case studies (See Table 1 for a summary of participating workplaces)
comprised senior and middle management, as well as employees from different areas within the
organisation (where possible) (n=19). Strategic interviews included participants who provided a

strategic perspective within the region, such as OHID and Local Authority (LA) representatives (n=5).
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See Table 2 for characteristics of all interview/focus group participants. Interviews lasted between 20

and 50 minutes.

Table 1: Characteristics of case study workplaces

Case study Sector Workplace Size (defined by
number of employees) [35]

C Manufacturing Large
D Financial Services Small
E Public Admin Large
F Energy Medium

Table 2: Characteristics of case study and strategic participants (n=26)

Gender Females n=22, Males n=4

Senior managers n=2

Managers n=5

Administration role n=10
Non-office-based staff n=4

Strategic role n=5

Full-time n=25, Less than full-time n=1

Job Role

Work patterns

Length of time in current employment Ranging from 18 months to 25 years

=2
Tenure Permanent employment n=26

Findings centre on seven programme theories (cultivating inclusive workplace culture; securing
leadership commitment; ensuring equitable access to wellbeing opportunities; providing adequate
resources and infrastructure; implementing adaptive communication strategies; promoting

employee collaboration and co-design; and tailoring interventions to workforce characteristics) and

link them to contexts, mechanisms, and outcome configurations in supplementary material 3.

Quotes are presented under each of the seven programme theories in the text for illustration, with

the case study and unique interview/focus group identifier.

10
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Programme Theory 1: Cultivating Inclusive Workplace Culture

Workplace Health and Wellbeing Culture

Workplace culture is a central contextual factor that shapes how WHIs are enabled or constrained.
Culture is not static; it’s a dynamic construct shaped by leadership, communication, inclusivity, and
shared values that evolve over time. WHI success depends on these cultural elements working

together to meet organisational and employee expectations.

A strong health and wellbeing culture was highlighted as a central theme across all data and
intersected with other themes. An organisation’s values, beliefs, attitudes, and norms shape culture
and strongly influence employees’ experiences and WHI success. Key elements identified included
genuine investment and action, feeling valued, evolution and sustainability over time and

normalising health and wellbeing as part of everyday workplace life.

Genuine Investment and Action

Simply having a WHI is not enough; employees need to see genuine commitment from their
organisation. When organisations invest meaningfully in WHI, and it is not perceived as a ‘tick-box’
exercise, employees feel valued and are more likely to engage. Conversely, superficial efforts lead to

disengagement and resentment, reducing participation.

It does all seem really tailored, so | will make that point, that it does seem that we’re doing it
for the right reasons. We’re not just doing it to tick a box and to say that we’ve got this

award or whatever. (CS F, Int 1)

I think the whole thing’s about culture. | think that’s entirely kind of what it is. Changing kind
of from a reactive to a proactive... it’s kind of in the fabric of the organisation, and it’s not
just something people do scattergun or pay lip service... one of our workplaces used a great

phrase the other day, ‘built-in, not bolt-on (Strategic, Int 1)

11
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Change Over Time and Sustainability

Cultural and behavioural change takes time. Introducing H&W policies, charters, and campaigns
helped embed wellbeing in workplace practices. Sustained efforts led to long-term improvements in
workplace culture. However, some employees did not engage because of apathy or time constraints.

Clear communication and reassurance eased transitions and encouraged participation.

Many workplaces reported a gradual shift toward a more positive, healthy workplace culture,
though this evolution was ongoing. The process required sustained effort, leadership support, and

responsiveness to employee needs.

| think the benefit is that it’s cumulative, so, and often culture change isn’t done in a

fortnight; it’s not done in an awareness month; it’s done over years (Strategic, Int 2)

It’s more of a challenge for those people that have worked in the organisation for a long
time; they feel that they’ve had things done to them rather than they are doing things as
part of the organisation. But that’s historic culture, and | think that’s mindset we need to
change, and that’s really, really hard, but that’s something we’ve got a big focus on as well.

(CSE, Int 4)

Normalising Health and Wellbeing

Many participants noted a shift in the workplace and wider society from viewing health solely in
terms of physical illness to a broader focus on mental health and prevention. As H&W is discussed
more openly and embedded in daily routines, stigma decreases, and employees feel more
empowered and supported. Recognising health advocate roles in job descriptions and integrating

H&W into organisational norms further reinforce this shift.

12
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I think since the [organisation] values have come on board, | think the health of the
employees, that resonates with them a little bit more. | don’t know, it’s just about giving the
workforce permission to work differently, | guess, so that they’re able to look after themselves

a little bit more. (CS E, Int 4)

| think it obviously helps us, because we are empowered to do it and to continue it, and it’s
part of our- even though the health advocate role is on top of our day jobs, we don’t feel like

it is, because we feel like it’s kind of ingrained now. (CS D FG)

A friendly, open environment with approachable managers and health advocates encouraged open
conversations about sensitive topics. Trust and the right interpersonal relationships were essential
to effective support. Having diverse health advocates embedded across teams fostered inclusivity

and broke down barriers.

In contrast, unsupportive environments led to breakdowns in engagement and feelings of exclusion
or resentment. Some employees felt unsupported by management, particularly when they

guestioned access to H&W resources, which was demoralising.

Yes, | think it might be different in different departments, like the main office and stuff like
that. But | think, | didn’t want to sound negative, but | think it was a tick-box exercise, dare |

say (CSC, Int 3)

Some employees reported feeling unable to step away from their work, particularly without
managerial support, which led to lower engagement with WHIs. In less flexible work environments,
such as those requiring timesheets or client-billed hours, participation in health and wellbeing WHIs

was considered more challenging.

They’ve [office workers] got more flexibility, but they’re not getting watched all the time.

There’s no come back on them. If | was to stop on my way back and spend 15 minutes filling

13
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the questionnaire out or doing a little quiz or whatever it is, and when | go back, I'm in

trouble) (CS C, Int 3)

People do just want to come and get their head down, and do their job, and | think there’s
that old fashioned outlook isn’t it, of being timesheet driven. You know, like chargeable
hours. Get your chargeable hours every day. So again, that’s a bit of a culture shift that we’re

currently working on, moving away from that. (CS D FG)

Programme Theory 2: Securing Leadership Commitment — (middle & senior management)

Leadership commitment is critical to successfully implementing WHIs. Leadership support, whether
present or absent, drives organisational culture, resource allocation, and employee engagement.
Both senior and middle management play structurally significant roles in embedding H&W into the

organisation's day-to-day operations.

Participant data suggest that when leaders demonstrate approachability, empathy, and openness to
change, they create a psychologically safe environment that fosters employee recognition and
inclusion, ultimately increasing engagement and participation in WHIs. This suggests a link between

leadership behaviour and organisational outcomes.

Managers were reported to shape the workplace culture around H&W. For instance, enthusiastic
championing of H&W created an environment in which employees felt encouraged to take care of
their own H&W. This enthusiasm was perceived to filter down to health advocates delivering the
programmes, who reported feeling empowered to deliver the programmes as part of their daily role.
Their enthusiasm legitimises wellbeing as a shared organisational value, empowering health

advocates and normalising wellbeing practices across teams.

14
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Definitely, colleagues are listened to by leaders and colleagues feel they have a voice (CS E,

Int 5)

A lot of us are really, really involved in charity work. We are not punished for wanting to be
more active in this area; it’s extremely accepted. | do see it as coming like top down (CS D,

FG)

Conversely, when leadership is perceived as distant or indifferent, disengagement and low morale
are triggered, leading to a weak H&W culture and reduced participation in WHIs. Leadership plays a
key role in driving and modelling H&W behaviours, fostering a positive organisational culture, and

encouraging the workforce to adopt similar practices.

Morale’s very low. There’s no development plan in place for people to strive to get to. There is
a reward system used in there, that’s not used...So we feel like, why should we care? You

don’t care; I’'m not doing it. (CS C, Int 4)

Programme Theory 3: Ensuring Equitable Access to Health and Wellbeing Opportunities

Work context, including job type, shift patterns, and organisational structure, critically shapes the
accessibility and effectiveness of WHIs. Work context may also be influenced by workplace and

organisational size and type.

Some participants in more manual roles reported structural constraints, and work structure, hours,
shift patterns, and job type strongly influenced employee participation in WHIs. Factories and large
organisations with diverse roles faced greater challenges, particularly among shopfloor and shift
workers who struggled to access H&W activities held during standard working hours (9am-5pm). In
addition, shift work and activities outside normal hours meant management and leadership teams

could not monitor or provide feedback on workplace health activities.

It all depends whether we're on shift or when we're not on shift and when it's arranged for...

it’s not there for everyone, if you know what | mean. (CS C, Int 2)

15
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However, fatigue and limited breaks reduced motivation and engagement, particularly for those in
physically demanding roles. Participants considered it unrealistic to meet the needs of the entire
workforce, as some, depending on their role, were expected to remain at their workstations to meet

work time frames and requirements.

You’re not going to catch everybody at once because the guys are on shift (CSF, Int 1)

Introduction of flexible scheduling and managerial support

Workplaces introduced flexible scheduling and managerial support to help overcome some of these
challenges. Some employers offered designated time or financial support for participation, helping
employees feel recognised and valued. However, limited flexibility reduced participation, particularly
among shift workers. Some employers addressed these barriers by offering sessions during breaks or
after shifts. While this improved access for some, it was not universally effective because of time
constraints and post-shift fatigue. Unlike less tangible constructs such as leadership style or
communication practices, the nature of work is often structurally embedded and less amenable to
rapid change. As such, inclusive H&W strategies must explicitly consider this in their design and
implementation. Our data highlights the importance of aligning WHIs with the structural realities of
diverse workforces. However, even well-intentioned efforts to address workplace inequities may

exacerbate existing disparities.

Programme Theory 4: Providing Adequate Resources and Infrastructure

This programme theory highlights how resources and infrastructure enable or constrain WHI
implementation. While resources are adaptable, internal (leadership) and external (systemic) factors

shape their availability and perceived legitimacy.

Having the right person in the health advocate role was essential to the H&W programme's

successful implementation. Leaders supported the health advocate role and the H&W programme
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by allocating resources such as dedicated time in job descriptions, financial and practical resources

(e.g., venues, printing, etc.), and staffing.

Access to appropriate information and resources to enable participation was seen to facilitate
engagement. Some participants believed that investing more money in hiring professionals to deliver

and support initiatives would benefit the workforce.

I think just people knowing that it’s there and having access. You know, good signposting.
..... and having that knowledge that the people that can allow you the time are on board with
it as well. They’ve got your best interests and your wellbeing [yeah] at the forefront of

everything really. (CS E, Int 5)

HAs commented that it was important to feel supported and valued in their workplace role,

especially if they were given specific time in their job to fulfil their HA role. They also commented
that their work would be sustainable and embedded in the workplace if it were a recognised role
within people’s jobs, as it would send an important message to everyone that management takes

employees’ H&W seriously.

[When | took on the HA role] One of my worries was, “oh my god, I’ll have to do overtime to
take care of it, but it’s actually taken into my job role, so I’'m not going to have to make up
the time later on” (CS D, FG)
However, a lack of employer investment, both time and money, often meant initiatives were not
accessible to all employees, particularly when workplaces were short-staffed. In smaller businesses,
when an employee was off sick, other employees had to step into those roles, leaving less time and

fewer opportunities to participate in workplace initiatives.
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We’ve had people off quite a few people off; we’re not good at replacing them. We just ask
other people to work harder, and that’s tiresome, and that’s very difficult, and there’s no real

structure in place for that. (CSF, Int 2)

If you’re a micro business, you’ve got nine members of staff, and actually you’ve managed to
keep two of them off the sick, or you’ve had them checked out, and actually it’s meant that
they haven’t- or they’ve got support around stress and mental health or whatever, then they
feel well-supported, I'll stick working with you, whereas if you’ve lost that, you’ve lost like
20% or 25% of your workforce, haven’t you? Whereas if you’ve got hundreds of staff, losing

one or two people off an a sick- the impacts less (Strategic, Int 3)

Participants also discussed the sustainability of initiatives and the need to ensure responsibility and
drive lie collectively with the workforce. They noted that working positively with workplace
infrastructure and fostering an inclusive environment enhanced workplace culture. This was seen as
something that develops over time and is necessary for WHIs to become embedded within

workplaces.

When we first started the BHAWA workplace health award, it was literally [name of HA] by
herself. That kick-started it and got it off the ground for our site of the [name] organisation as
well and, but within the [name of organisation] it was very much a one-man band to begin
with. Then a couple of others of us got involved and helped. It has grown and grown from
there. So, | think definitely there is more support for it, and it would be able to keep going

now without that one person driving it all the time. (CS E, Int 6)

However, the availability and allocation of resources and infrastructure depend on workplace
investment; for example, physical space, staff time, and information are essential contextual

conditions that shape the mechanisms through which WHIs are implemented and sustained. These
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resources are not static; leadership commitment, organisational type, size and structure, and
broader socio-political and economic factors such as public health agendas, union involvement and

Local Authority funding influence them.

Programme Theory 5: Implementing Adaptive Communication Strategies

Communication within the workplace is a key aspect of WHIs. It serves as both a delivery mechanism
and a relational process that shapes how employees perceive, interpret, and engage with
organisational wellbeing agendas. Inclusive, context-sensitive, and feedback-responsive
communication strategies can significantly enhance engagement, trust, and cultural alignment.
Conversely, ineffective or exclusionary communication can undermine even well-resourced
initiatives. This programme theory highlights communication's central role in enabling workplace
health and wellbeing, both structurally and relationally. Therefore, communication must be
inclusive, contextually tailored, and continuously adapted in response to employee feedback. When
communication is perceived as authentic, accessible, and reciprocal, it builds trust, increases

participation, and embeds WHIs in the culture.

Organisational Level

Use different communication methods to engage all staff members.

Workplaces used diverse methods to communicate health and wellbeing campaigns, information,
new policies, or guidelines to staff, ensuring they were as inclusive as possible. HAs would send
correspondence to all staff groups via email or intranets (in larger organisations). They would also
put up flyers and posters in communal areas such as canteens and staff notice boards to reach

employees who may not have access to email.

HAs reported, involving staff across different teams in the WHI, for example, by putting up posters in

communal areas or by line managers signposting their staff to emails,
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and discussing new policies or guidance during team briefings, all motivate staff and encourage

more engagement. This helped increase campaign uptake and raise awareness of H&W messages.

We have [information] where our hand wash is because if you’re a factory, we have to hand
wash before we go into the factory processing area. We have TV screens up there, and it'll
have slides popping up on there for you to read while you're washing hands. There's a
monthly newsletter comes out that you can read while you’re sat in the canteen or online (CS

C, Int2)

Definitely the staff motivation to help bring campaigns to life and, you know, help with
resources in terms of issuing email awareness linked to signposting for example or putting

posters up around the office or creating an event. (CS D, FG)

Understanding your workforce and using targeted interventions (e.g. campaigns and policies), rather
than a blanket approach to communication, helped employees feel included, valued, and more
engaged in WHIs. For example, employees commented that bespoke H&W messages tailored to

them made the H&W campaigns more relevant, so they were more likely to engage.

Well, we do have a few male mental health first aiders and advocates on site, so it’s just
trying to ask them to engage more with the men because | sometimes think if it comes from
one of the women, they don’t feel as engaged, or they don’t feel any need for it sort of thing

(CSF, Int 4)

Ineffective Communication
Not all staff in organisations had access to a computer or time to check emails; therefore, flyers and

posters in communal areas helped convey H&W messages to all employees. Some employees still
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reported being unable to access H&W messages, even in communal areas. For example, factory and
canteen workers have limited time during their workday and may be on the premises only briefly or

take short breaks.

There's a huge gap between office staff and shift workers. There's a huge gap between shift

workers and their line managers. The communication is shocking. (CS C, Int 4)

In workplaces with known challenges in engaging specific staff members, the HAs were aware of
these challenges and, where possible, adapted their communication strategies to be more inclusive.
For example, they recruited HAs within specific work areas to enable direct two-way communication
and a better understanding of the needs within that area, and they engaged line managers more in
how best to communicate health and wellbeing messages and interventions through team meetings

and briefings, rather than relying on emails and posters, which may not be read by everyone.

If communication is not delivered effectively, it can undermine the H&W messages being conveyed
and alienate staff, leaving them feeling frustrated and undervalued. Employees are unlikely or
unable to engage with WHI and feel despondent about the workplace. All employees need to feel
included and be invited to participate in interventions. Some employees (e.g., shift workers) did not
feel they were always included in WHI communications or able to take part due to work
commitments.

Yes, they're very good at putting up notices, but then they forget to talk to the factory

operators. (CS C, Int 2)

Communication between management and employees
Senior and middle management reported communication as an important way to engage employees

at all levels in health and wellbeing. When communication was effective at all levels and
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management was visible and engaged with the H&W agenda, employees were more likely to
participate and felt WHIs were more embedded in the workplace. A two-way communication
strategy, in which employees' feedback is sought and acted on, was seen as an important element in

building trust and a sense of being valued.

It’s about people feeling they belong, rather than it’s a place to work, so a sense of

belonging, a sense of pride in what you’d do, feeling valued, feeling listened to (CS E, Int 4)

Programme Theory 6: Promoting Employee Collaboration and Co-design

Employee collaboration was identified as an active component of WHIs and may be considered the
most adaptable (along with communication) in response to leadership commitment, resources and
infrastructure. Creating a collaborative workplace where employees and managers work together to
foster a supportive, comfortable environment that promotes a better WHI culture. This involves

creating an environment that encourages trust, employee involvement, and engagement.

Building trust

Many participants said it was important to create a supportive, trusting environment where
employees felt comfortable participating in H&W-related conversations and surveys. If employees

feel excluded from WHIs or that they are not genuine, they are less likely to engage.

We do encourage people to get involved because the future of the business is going to come
from within the business. But | think it works really well. | think it makes people feel valued.

Like their opinions are valued. (CS D, FG)

Providing opportunities
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Many participants viewed opportunities for managers to discuss and give feedback to employees,
and vice versa, as an important mechanism for maintaining positive collaboration and engagement.
This helped ensure that trust and understanding of workplace dynamics were communicated across
all levels. It also helped employers better understand their employees’ requirements, enabling them
to build more effective, tailored interventions. This also helped to build and maintain a positive two-

way relationship between employer and employee.

Started to get the staff a lot more collaborative and getting around the table, and the staff
helped shape our mission statement, values, and behaviour values. We then did a lot more

staff surveys and find out what the staff wanted (CS D, FG)

Workplaces used various ways to collaborate with and involve employees in WHIs: wellbeing needs
assessment surveys, evaluations after specific campaigns, small groups that acted as liaisons
between employees and employers, anonymous suggestion boxes, and question-and-answer
sessions with senior management. These collaborative opportunities helped employees feel heard
and valued, boosting motivation and helping them develop new skills. In some cases, participating in
feedback discussions made employees feel confident, equipping them with new skills and a belief

that they had something to contribute to the workplace.

Anybody can join when people join the firm; we always say to them, this is the [name of the
H&W organising committee], and explain to them what it is, and we do encourage people to
get involved, because the future of the business is going to come from within the business.
But | think it works really well. | think it makes people feel valued. Like their opinions are

valued (CS D, FG)

| suppose even that co-production as well of like, what do you want? And kind of | suppose

that interaction around ideas (Strategic, Int 2)
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However, a small number of employees reported that, whilst they were aware of opportunities to
take part in H&W activities and collaborate, these were not open to all staff, particularly non-office-
based staff. Therefore, providing opportunities to help shape the H&W programme and enabling all

staff to participate is vital.

When they’re doing different bits and pieces, it should be on more than just one occasion. So

that it fits in with others. So, there's something that for everyone. (CS C, Int 2)

Programme Theory 7: Tailoring interventions to workforce characteristics

This programme theory highlights the need to design inclusive, adaptable WHIs that respond to
employees’ characteristics. Engagement depends not only on the availability of H&W programmes
but also on how well initiatives resonate with employees’ identities, values, and lived realities.
Embedding flexibility, representation, and responsiveness into intervention design and delivery is
essential to achieving equitable and sustainable outcomes. Interventions aren't always at the
individual level; they can also be workplace-wide, including policies that address equality, diversity,

and inclusion, or new safety guidelines.

You don’t have to have everyone participating in a quote unquote intervention, not everyone
participates in the training, but they benefit from it. So, for me, that’s a massive thing...some
people are going, well I’'m never going to join in with whatever it is, but actually, better terms
and conditions, flexible working policies, improved dignity at work policy, EDI groups, all of
those things are to me- they’re all interventions, rather just kind of let’s stand on a scale, lose
some weight, do some physical activity; they are all health and wellbeing interventions,
particularly in a workplace setting. So, for me, that is the benefit: is that you can participate by

osmosis, so to speak. (Strategic, Int 1)
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Employee characteristics, both fixed (e.g. age, gender, health status, education) and fluid (e.g.
beliefs, motivation, perceived importance of health), are important contextual factors that shape
how WHIs are received, interpreted, and acted upon. These characteristics influence not only

intervention accessibility but also the mechanisms that facilitate or constrain engagement.

Inclusivity, therefore, is not a static design feature but a dynamic process that must be continually
adapted to meet the workforce's diverse and evolving needs. Inclusivity is the extent to which all
employees are considered, and the underlying principle by which WHIs should be designed and
implemented to ensure that activities are inclusive, relevant, and equitable across organisations,
regardless of the nature of work and employees’ characteristics. WHIs need to be flexible and
tailored to the workplace and employees, and this approach should also consider communication,

information provision, and access to the intervention.

Flexible, diverse approach to increase engagement

Some employee groups found it more challenging to engage with the WHI than others. For example,
shift workers and part-time employees are less likely to engage because of their work schedules.
Male employees may also be less inclined to engage if the intervention does not appeal to them or is
not specifically targeted at them. Participants reported that the interventions that have worked best
targeted specific groups within the organisation, for example, gender-specific interventions such as

menopause awareness.

A flexible approach to interventions that covers a wide range of individuals helps ensure everyone

has access. A flexible approach can also help motivate and engage individuals.
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I think there seems to be a bit more of a challenge to engage the staff on the workshop, but |
think it is still doable; they just need to be a bit more creative in how they do that ...(Strategic,

Int 3)

Consideration of inclusivity in how information and messages related to WHIs are understood to
recognise and reach different employees across the workforce was viewed as important. This may be

through the way information is communicated and by whom.

I think it’s good to have a mix of health advocates, so to have somebody when we’ve spoken
about the different types of employees within one business, to have a health advocate who's
working on the ground and then having health advocates who are maybe in, you know, the
office admin, kind of if there’s an admin team or whatever. And having, you know, from

different parts of the workplace to engage. (Strategic, Int 2)

Supplementary material 3: Programme Theory CMO configurations

The Final workplace health and wellbeing intervention programme theory model.

This model shows how the seven individual programme theories and CMO configurations link together
and feed into one another, while considering external influences. It also aims to show how a workplace

health and wellbeing initiative might increase employee engagement in health and wellbeing activities.

(Supplementary material 4: Final Programme Theory Model to explain effective implementation of

a workplace health and wellbeing intervention).

Discussion

This study used a realist evaluation approach to examine how workplace H&W initiatives operate
across diverse organisational settings. Drawing on Dalkin et al.’s (2015) Context-Mechanism-Outcome

(CMO) framework [36], we developed seven interrelated programme theories to highlight the complex
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interplay between contextual factors and mechanisms that influence the success or failure of H&W

interventions.

These findings contribute to the growing literature emphasising the importance of tailoring wellbeing
initiatives to an organisation's specific cultural, structural, and relational dynamics. Rather than
assuming a one-size-fits-all model, the realist approach helped us identify the nuanced conditions
under which H&W programmes are more likely to produce positive outcomes. These include
supportive leadership, adequate resourcing, effective communication channels, collaborative

practices, and inclusive organisational cultures.

Workplace Culture as a Foundation

Participants identified workplace culture as the key contextual condition shaping all other elements of
H&W delivery. Participants described a positive, inclusive, and supportive culture as “built-in, not bolt-
on”, which enabled the embedding of wellbeing practices in everyday organisational life. This aligns
with evidence that organisational culture determines employee health behaviours and engagement

[37,38].

However, participants also emphasised that cultural change is neither immediate nor automatic. It
requires time, consistency, and reinforcement through everyday actions and decisions. Participants
highlighted sustained leadership commitment, visible role-modelling, and open communication with
the workforce as more effective levers for change than isolated or short-term initiatives. This reflects
broader research on cultural transformation, which underscores that wellbeing is most impactful when

it is integrated into organisational systems, values, and strategic priorities over the long term [39-41].
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In this way, culture becomes both the foundation and the vehicle for meaningful, lasting change in

workplace wellbeing.

Leadership Commitment and Support

Leadership emerged as a critical mechanism for both activating and sustaining H&W initiatives.
Participants emphasised that leaders were instrumental not only in authorising resources and
legitimising practices but also in shaping wellbeing in day-to-day organisational life. When leaders
modelled healthy behaviours, openly endorsed H&W activities, facilitated access to resources and
visibly prioritised staff wellbeing, employees reported heightened levels of trust, recognition, and
engagement. These behaviours signalled that wellbeing was a genuine organisational value rather than
a rhetorical commitment, thereby fostering an environment of safety, inclusivity and collective
ownership. Findings echo previous research linking transformational and authentic leadership styles

to improved employee wellbeing, motivation, and perceptions of fairness [42,43].

Conversely, absent, inconsistent, or disengaged leadership undermined wellbeing efforts, often
triggering mechanisms of low morale, scepticism, and disengagement. Participants described
instances where leaders’ inattention to wellbeing was interpreted as a lack of organisational support,
reinforcing the perception that wellbeing initiatives were superficial or secondary to performance
targets. This observation aligns with studies showing that perceived organisational support and leader
commitment shape employee attitudes toward wellbeing interventions, particularly whether they are
adopted, normalised, or resisted [44]. In this way, leadership not only drives wellbeing culture but also

shapes how employees interpret the authenticity of organisational priorities.

Our results further suggested that leadership influence operates at multiple levels. At the strategic
level, senior leaders can articulate wellbeing as a core organisational value, embed it in policy
frameworks, and allocate resources to support its implementation. At the operational level, line
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managers translate these commitments into everyday practices, serving as the primary interface
through which employees experience the organisation’s stance on wellbeing. This dual-level influence
reflects the argument that leadership acts simultaneously as a catalyst for cultural change and as a
mirror reflecting existing organisational priorities. When leaders consistently align wellbeing
promotion with practice, initiatives are more likely to become embedded in organisational routines
and identities. Conversely, discrepancies between formal statements and lived behaviours can erode

trust and undermine the credibility of wellbeing strategies.

Structural Inequities and Access

Structural conditions, such as job role, shift patterns, contractual arrangements, and organisational
size, emerged as significant determinants of the accessibility and uptake of H&W initiatives.
Participants highlighted that manual, frontline, and shift-based workers often faced practical barriers
to engagement, including fatigue, time pressures, and inflexible schedules, which limited opportunities
to participate. In contrast, office-based staff were generally perceived to have greater autonomy over
their time and therefore more consistent access to wellbeing resources. This pattern of unequal access
aligns with recent evidence in the occupational health literature, indicating that structural and
organisational constraints disproportionately limit low-wage, shift-based, and lower-status workers'
ability to participate in and benefit from workplace wellbeing programmes, relative to higher-status

employees [45-47].

These inequities highlight how structural features of work both enable and constrain wellbeing efforts,
with consequences for both fairness and effectiveness. For example, initiatives scheduled during
standard office hours may inadvertently exclude nightshift or part-time workers, reinforcing divisions
between occupational groups and limiting the reach of organisational wellbeing strategies. A recent
systematic review of workplace health promotion programs for industrial workers found that

interventions often failed to reach those in non-standard roles, such as shift workers, due to structural
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barriers and a lack of contextual adaptation [48]. These disparities raise equity and justice concerns,
suggesting that universal approaches to wellbeing risk benefiting some segments of the workforce
while marginalising others. This aligns with workplace health promotion research, which cautions

|II

against “one-size-fits-all” models and emphasises tailoring initiatives to the realities of different

workforce groups and roles [49].

From a structural perspective, access to workplace wellbeing is not merely a function of individual
motivation or engagement; it is deeply embedded in the organisation's design and operations. Factors
such as scheduling practices, workload distribution, and consistent managerial support significantly
influence whether employees can realistically participate in wellbeing initiatives. Addressing these
barriers may require rethinking core aspects of work organisation, including shift patterns, staffing

levels, and job design, rather than relying solely on supplementary programs or ad hoc interventions.

Without such structural alignment, wellbeing efforts risk reinforcing existing inequalities by
disproportionately benefiting those in more privileged or flexible roles. Recent research highlights that
many workplace wellbeing programs fail to deliver meaningful outcomes because they focus on
individual-level solutions while neglecting the broader organisational systems that shape employee
experience [50]. Moreover, promoting health equity in the workplace requires a deliberate focus on
systemic factors, such as social determinants of health, inclusive policy design, and flexible work
arrangements, to ensure that all employees, regardless of role or background, have equitable access

to wellbeing resources [51].

Resources and Infrastructure

Adequate financial, temporal, and infrastructural resources were identified as essential facilitators of
H&W initiatives and their sustainability in the workplace. Health advocates reported greater legitimacy
and motivation when their roles were formally embedded in job descriptions, reflecting previous
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findings that resource allocation and role clarity strengthen programme sustainability [52]. Conversely,
resource scarcity, particularly in smaller organisations, led to fatigue and inequitable access, reducing
participation and engagement. These findings align with broader evidence that investing in workplace
wellbeing can yield long-term returns in productivity and reduced absenteeism, but only when

programmes are properly resourced and supported [53,54].

Communication, collaboration and co-design

Communication was a key mechanism influencing employee engagement with wellbeing initiatives.
Inclusive, multi-way communication strategies that allowed for feedback enhanced employees’ sense
of value and belonging. These findings mirror evidence that effective communication can foster trust,
social cohesion, belonging, and participation in workplace health interventions [55,56]. In contrast,
one-way or generic communication alienated groups such as shift workers and factory staff, mirroring
prior studies that emphasise the importance of context-sensitive messaging among diverse workforces
[57]. This also highlights the importance of addressing hierarchical barriers to communication so that
employees at all levels feel comfortable approaching others, sharing their experiences and voicing
their opinions. Therefore, communication serves not only as a means of communication but also as a

relational process that shapes employees’ perceptions of organisational culture.

Employee collaboration and co-design were associated with greater ownership, pride, and cultural
embedding of wellbeing initiatives. When staff actively shaped policies and campaigns, they reported
a stronger sense of belonging and motivation. This aligns with participatory models of organisational
health intervention, which emphasise that employee involvement enhances relevance, feasibility, and
longevity [58]. Yet when collaboration opportunities were absent or inaccessible to non-office-based
staff, perceptions of exclusion emerged, reinforcing inequities. Co-design therefore serves as a critical

mechanism for embedding wellbeing within organisational structures and cultures at all levels.
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Inclusivity and flexibility of WPH initiatives and interventions

Finally, the inclusivity, flexibility and adaptability of intervention design were shown to determine
perceived relevance and engagement. Employees were more likely to engage with initiatives that
reflected their demographic characteristics, beliefs, and lived health experiences. These findings align
with the literature on tailored health promotion programmes, which consistently shows that
interventions aligned with employees’ identities and needs achieve greater uptake [59,60]. By
modelling desired behaviours and providing peer-to-peer encouragement, they build supportive social
networks that embed health practices in organisational culture [61]. Large-scale evaluations show that
wellbeing champions boost both individual engagement and perceptions of organisational
commitment to employee wellbeing by tailoring initiatives to team needs and providing trusted
advocacy [62]. Similarly, wellbeing champions are often described as advocates who reinforce social
norms and motivate participation without relying on hierarchical authority [63]. Their effectiveness is
strengthened when managers support them, highlighting how peer influence and organisational

structures work together to sustain workplace health and wellbeing [64].

Implications for Policy and Practice

These findings have implications for organisational leaders and policymakers regarding the design,
implementation, and sustainability of workplace H&W initiatives. First, organisations should embed
H&W programmes in their core values, practices, and governance structures, rather than treating them
as peripheral or supplementary projects. Evidence consistently indicates that initiatives framed as
“add-ons” are less likely to achieve long-term impact, as they are vulnerable to resource fluctuations
and shifting priorities [65,66]. Embedding wellbeing at the structural level not only signals authenticity
but also helps ensure that it becomes an enduring component of organisational identity and everyday

practice.
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Second, leadership development and training should emphasise role-modelling and psychological
safety as mechanisms for cultural transformation. Leaders who embody wellbeing practices in their
behaviours and interactions can build trust, credibility, and legitimacy, reinforcing a wellbeing culture
in the workplace [67,68]. Furthermore, equipping leaders with the skills to foster psychological safety
by encouraging open dialogue, recognising employee contributions, and responding constructively to

concerns creates conditions in which wellbeing initiatives are more likely to flourish.

Third, resource allocation should ensure wellbeing does not depend solely on the enthusiasm or
advocacy of individual “champions.” While such champions can be valuable catalysts, over-reliance on
them risks uneven implementation and fragility if those individuals leave the organisation or lose
influence. Embedding wellbeing structurally, through budgetary commitment, dedicated staffing, and
integration into performance and accountability frameworks, provides a more stable foundation that

emphasises collective rather than individual responsibility.

A fourth implication concerns communication strategies, which must be inclusive, context-sensitive,
and reciprocal. Too often, wellbeing programmes are communicated through top-down channels that
fail to resonate with employees whose roles, schedules, or contexts differ from those of office-based
staff. By contrast, inclusive communication tailored to diverse occupational groups, with opportunities
for feedback and dialogue, helps employees see wellbeing as relevant and responsive to their lived
realities. Reciprocal communication also strengthens perceptions of fairness and trust, both key

determinants of engagement with wellbeing initiatives.

Finally, collaboration and inclusivity should underpin wellbeing programme design to ensure equitable
access across diverse employee groups. This means not only consulting widely across organisational
hierarchies and roles but also addressing structural barriers, such as shift work, high workload

intensity, or insecure contracts, that can limit participation and engagement. Co-design approaches

33



803

804

805

806

807

808

809

810

811

812

813

814

815

816

817

818

819

820

821

822

823

824

825

826

that actively involve employees in shaping wellbeing interventions have been shown to increase
relevance, ownership, and sustainability [69,70]. For policymakers, this implies a responsibility to
promote equity-oriented workplace wellbeing frameworks and ensure interventions do not

inadvertently reinforce existing occupational inequalities.

The implications highlight the need for a holistic approach to workplace wellbeing that integrates
structural, cultural, and relational dimensions. For workplace leaders, this requires sustained
commitment, authentic engagement, and system-level thinking; for policymakers, it requires
supportive regulatory and policy environments that encourage organisations to embed wellbeing as a

central rather than peripheral concern.

Strengths and Limitations of the Study

One key strength of realist evaluation is its capacity to generate theories that explain how and why
interventions work, offering transferable insights across settings, and it is increasingly applied in

real-world settings [71].

Recruiting participants in workplaces was difficult. However, the interviews included participants
with varying lengths of employment and job roles. Most participants were female and employed full-
time. Recruiting smaller workplaces was also difficult, and two workplaces withdrew from the study.

Despite efforts to replace them, we recruited no additional workplaces.

Despite concerted efforts, we could not recruit from workplaces that had shown interest in
workplace H&W or had started but not progressed through the BHAWA,; staff had moved on from
the organisation or didn’t respond to emails. However, strategic interviews helped us understand

why workplaces do not participate in, or cannot continue, a WHI.
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Conclusion

This realist evaluation highlights that workplace H&W initiatives are most effective when embedded
within wider organisational systems rather than delivered as standalone interventions. The seven
programme theories illustrate how culture, leadership, structures, resources, communication,
collaboration, and inclusivity interact to influence implementation and sustainability. The findings
support a systems-oriented approach, suggesting that meaningful and equitable wellbeing outcomes
require alignment between organisational values, practices, and employee needs. For policy and
practice, this emphasises the importance of integrated, inclusive, and strategically led approaches to
workplace wellbeing. Future research should explore the long-term impacts of system-level wellbeing

strategies across diverse organisational contexts.

Conflict of Interest

The authors declare that they conducted the research without any commercial or financial

relationships that could be construed as a potential conflict of interest.

Acknowledgements

We thank the participants for their time and for sharing their experiences. We also thank the
workplaces, gatekeepers, and public advisors who worked with us and supported this research. We
acknowledge the wider research team who worked on the overall project ‘Workplace health and
wellbeing — a mixed-methods evaluation of cross-regional workplace health initiatives, including a
cluster randomised controlled trial of a behaviour change intervention’ for their invaluable insights.

Funding:

This study is funded by the NIHR Applied Research Collaboration (ARC) North East and North
Cumbria (NIHR200173), National Priority programme for Prevention and Behavioural Risk

Factors. COM, MF, CR were funded through this grant (NIHR200173). The views expressed are those
of the authors and not necessarily those of the NIHR or the Department of Health and Social Care.

References
LWHO | Workplace health promotion. WHO. Published 2021. Accessed February 19, 2021.
https://www.who.int/occupational_health/topics/workplace/en/

2 OHID https://www.local.gov.uk/publications/health-work-and-health-related-worklessness-guide-
local-authorities

3 Home : Better Health At Work Award www.betterhealthatworkaward.org.

35


https://www.local.gov.uk/publications/health-work-and-health-related-worklessness-guide-local-authorities
https://www.local.gov.uk/publications/health-work-and-health-related-worklessness-guide-local-authorities
https://www.betterhealthatworkaward.org.uk/
http://www.betterhealthatworkaward.org/

859
860
861
862
863
864

865
866

867
868

869
870

871
872
873
874

875
876
877
878
879
880

881
882
883
884
885

886
887
888

889
890

891
892

893
894
895

896
897

898
899

900
901
902

903
904
905

* Arianna Prudenzi, Kiranpreet Gill, Michael MacArthur, Olivia Hastings, Talar Moukhtarian, Feroz
Jadhakhan, Krishane Patel, Charlotte Kershaw, Errin Norton-Brown, Naomi Johnston, Guy Daly, Sean
Russell, Louise Thomson, Fehmidah Munir, Holly Blake, Caroline Meyer, Steven Marwaha.
Supporting employers and their employees with mental hEalth conditions to remain eNgaged and
producTive at wORk (MENTOR): A feasibility randomised controlled trial. Journal of Contextual
Behavioral Science.

5 Montano, D.; Hoven, H.; Siegrist, J. Effects of organisational-level interventions at work on
employees’ health: A systematic review. BMC Public Health 2014, 14, 135.

® Semmer, N.K. Job stress interventions and the organization of work. Scand. J. Work. Environ. Health
2006, 32, 515-527.

7 Roodbari, H.; Axtell, C.; Nielsen, K.; Sorensen, G. Organisational Interventions to Improve
Employees’ Health and Wellbeing: A Realist Synthesis. Appl. Psychol. Int. Rev. 2021

8 Fox, K. E., Johnson, S. T., Berkman, L. F., Sianoja, M., Soh, Y., Kubzansky, L. D., & Kelly, E. L. (2022).
Organisational and group-level workplace interventions and their effect on multiple domains of
worker well-being: A systematic review. Work & Stress, 36(1), 30-59. DOI: https://doi.org/10
.1080/02678373.2021.1969476

9 Murta, S. G., Sanderson, K., & Oldenburg, B. (2007). Process evaluation in occupational stress management
programs: A systematic review. American Journal of Health Promotion, 21(4), 248-254. DOI: https://doi.
org/10.4278/0890-1171-21.4.248

10 Roodbari, H., Axtell, C., Nielsen, K., & Sorensen, G. (2021). Organisational interventions to improve
employees’ health and wellbeing: A realist synthesis. Applied Psychology, 71(3), 1-24. DOI:
https://doi.org/10.1111/apps.12346

1 NIHR Applied Research Collaboration North East and North Cumbria. Workplace health and
wellbeing — a mixed-methods evaluation of cross-regional workplace health initiatives including a
cluster randomised controlled trial of a behaviour change intervention, https://arc-
nenc.nihr.ac.uk/projects/workplace-health-and-wellbeing-a-mixed-methods-evaluation-of-cross-
regional-workplace-health-initiatives/ (2023, accessed 30.09.2024

12.C Greenhalgh, G Williams, A Harrison, A Garrow, S Mitchell, A Verma, Modified realist evaluation of
a complex, multi-centred, multi-intervention programme, Journal of Public Health, Volume 45, Issue
Supplement_1, December 2023, Pages i5-i9, https://doi.org/10.1093/pubmed/fdad029

Blling, J., Kehoe, A., & Ellaway, R. H. (2020). Critical Realism and Realist Inquiry in Medical
Education. Academic Medicine, 95(7), 984—988. https://doi.org/10.1097/ACM.0000000000003232
14 Greenhalgh T, Wong G, Jagosh J, et al. Protocol—the RAMESES Il study: developing guidance and
reporting standards for realist evaluation. BMJ Open 2015;5.)

15 Nijelsen K and Miraglia M. What works for whom in which circumstances? On the need to move
beyond the ‘what works?’ question in organizational intervention research. Human Relations 2017;
70: 40-62. DOI: 10.1177/0018726716670226.

6 Wong G, Greenhalgh T, Westhorp G, et al. Realist methods in medical education research: what
are they and what can they contribute? Medical Education 2012;46 (1):89-96)

7 Nielsen, S. B., Lemire, S., & Tangsig, S. (2022). Unpacking context in realist evaluations: Findings
from a comprehensive review. Evaluation, 28(1), 91-112.

18 Roodbari, H., Axtell, C., Nielsen, K. et al. (2022) Organisational interventions to improve
employees' health and wellbeing: A realist synthesis. Applied Psychology, 71 (3). pp. 1058 1081.
ISSN: 0269-994X https://doi.org/10.1111/apps.12346

19 C Greenhalgh, G Williams, A Harrison, A Garrow, S Mitchell, A Verma, Modified realist evaluation of
a complex, multi-centred, multi-intervention programme, Journal of Public Health, Volume 45, Issue
Supplement_1, December 2023, Pages i5—i9, https://doi.org/10.1093/pubmed/fdad029

36


https://doi.org/10%20.1080/02678373.2021.1969476
https://doi.org/10%20.1080/02678373.2021.1969476
https://arc-nenc.nihr.ac.uk/projects/workplace-health-and-wellbeing-a-mixed-methods-evaluation-of-cross-regional-workplace-health-initiatives/
https://arc-nenc.nihr.ac.uk/projects/workplace-health-and-wellbeing-a-mixed-methods-evaluation-of-cross-regional-workplace-health-initiatives/
https://arc-nenc.nihr.ac.uk/projects/workplace-health-and-wellbeing-a-mixed-methods-evaluation-of-cross-regional-workplace-health-initiatives/
https://doi.org/10.1093/pubmed/fdad029
https://doi.org/10.1093/pubmed/fdad029

906
907
908
909
910

911

912
913

914
915

916
917
918

919
920

921
922

923
924
925
926
927
928
929

930
931

932
933

934
935

936
937
938

939
940
941
942
943
944
945
946
947
948
949
950

951
952

20 Claire O'Malley, Charlotte Rothwell, Mackenzie Fong et al. Understanding the mechanisms of health
and wellbeing interventions within workplace settings: a realist review, 20 September 2026,
PREPRINT (Version 1) available at Research Square [https://doi.org/10.21203/rs.3.rs-10766584/v1]
21 Crowe S, Cresswell K, Robertson A, Huby G, Avery A, Sheikh A. The case study approach. BMC Med
Res Methodol. 2011; 11(1): 100. doi:10.1186/1471-2288-11-100

22 pawson, R. and Tilley, N. (1997) Realistic Evaluation. Sage Publications, London.

2 Crowe S, Cresswell K, Roberston A. BMC Med Res Methodol. 2011; 11: 100. Published online 2011
Jun 27. doi:10.1186/1471-2288-11-100

24 Keen J Case Studies cf: Pope C & Mays Nicholas. 2009. Qualitative Research in Health Care. 3™
Edition. BMJ Books Blackwell Publishing.

25 palinkas LA, Horwitz SM, Green CA et al. Purposeful sampling for qualitative data collection and
analysis in mixed method implementation research. Adm Policy Ment Health. 2015 September;
42(5): 533-544. d0i:10.1007/s10488-013-0528-y.

26 Manzano, A. (2016). The craft of interviewing in realist evaluation. Evaluation, 22(3), 342-360.

27 pawson, R. and Tilley, N., 1997. Realistic evaluation. Sage Publications

2 Greenhaugh T, Pawson R, Wong G, Westhorp G, Greenhaugh J, Manzano A, Jagosh J. The Realist
Interview. The Rameses Il ProjectRAMESES |II_Realist_interviewing.pdf

29 De Brun A, Rogers L, 0'Shea M and McAuliffe E. Understanding the impact of a collective
leadership intervention on team working and safety culture in healthcare teams: a realist
evaluation protocol [version 2; peer review: 2 approved]. HRB Open Res 2020, 2:5
(https://doi.org/10.12688/hrbopenres.12860.2)

30 Gale, N.K., Heath, G., Cameron, E. et al. Using the framework method for the analysis of qualitative
data in multi-disciplinary health research. BMC Med Res Methodol 13, 117 (2013).
https://doi.org/10.1186/1471-2288-13-117

31 Greenhaugh T, Pawson R, Wong G, Westhorp G, Greenhaugh J, Manzano A, Jagosh J. Retroduction
in Realist Evaluation. The Rameses Il Project. RAMESES_II_Retroduction.pdf 2017

32 pawson R (2006) Digging for nuggets: How ‘bad’ research can yield ‘good’ evidence. International
Journal of Social Research Methodology 9: 127-42

33 Birks M, Chapman Y, Francis K. Memoing in qualitative research: Probing data and processes.
Journal of Research in Nursing. 2008;13(1):68-75. d0i:10.1177/1744987107081254

3 Gilmore, B., McAuliffe, E., Power, J., & Valliéres, F. (2019). Data Analysis and Synthesis Within a
Realist Evaluation: Toward More Transparent Methodological Approaches. International Journal of
Qualitative Methods, 18. https://doi.org/10.1177/1609406919859754

35 GOV.UK Supplementary information: Small and Medium-sized Enterprises definition (HTML) -
GOV.UK

3 Dalkin, S.M., Greenhalgh, J., Jones, D. et al. What’s in a mechanism? Development of a key
concept in realist evaluation. Implementation Sci 10, 49 (2015). https://doi.org/10.1186/s13012-015-
0237-x

37 LaMontagne, A. D., Keegel, T., Louie, A. M., Ostry, A., & Landsbergis, P. A. (2014). Job stress as a
preventable upstream determinant of common mental disorders. Journal of Occupational and
Environmental Medicine, 56(1), S11-517.

3 Noblet, A. J., & LaMontagne, A. D. (2009). The role of workplace health promotion in addressing
job stress. Health Promotion International, 24(4), 390-397.

3 Virtanen, M., Lallukka, T., Elovainio, M., Steptoe, A. and Kiviméaki, M., 2025. Effectiveness of
workplace interventions for health promotion. The Lancet Public Health,10(6), pp.e512-e530

40 Grawitch, M. J., Gottschalk, M., & Munz, D. C. (2006). The path to a healthy workplace. Consulting
Psychology Journal: Practice and Research, 58(3), 129-147.

37


https://doi.org/10.1186/1471-2288-11-100
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3141799/
https://dx.doi.org/10.1186%2F1471-2288-11-100
https://www.ramesesproject.org/media/RAMESES_II_Realist_interviewing.pdf
https://doi.org/10.12688/hrbopenres.12860.2
https://www.ramesesproject.org/media/RAMESES_II_Retroduction.pdf
https://doi.org/10.1177/1609406919859754
https://www.gov.uk/government/publications/procurement-act-2023-short-guides/supplementary-information-small-and-medium-sized-enterprises-definition-html
https://www.gov.uk/government/publications/procurement-act-2023-short-guides/supplementary-information-small-and-medium-sized-enterprises-definition-html

953
954

955
956

957
958

959
960

961
962

963
964

965
966

967
968
969

970
971

972
973
974

975
976

977
978
979

980
981

982
983
984

985
986

987
988
989

990
991
992
993
994
995

996
997
998

“1 Dollard, M. F., & Bakker, A. B. (2010). Psychosocial safety climate as a precursor to conducive work
environments. British Journal of Management, 21(2), 541-555.

42 Kelloway, E. K., & Barling, J. (2010). Leadership development as an intervention in occupational
health psychology. Work & Stress, 24(3), 260-279.

43 Arnold, K. A. (2017). Transformational leadership and employee psychological well-being: A review
and directions for future research. Journal of Occupational Health Psychology, 22(3), 381-393.

% Hakanen, J. J., & Schaufeli, W. B. (2012). Do burnout and work engagement predict depressive
symptoms? Journal of Affective Disorders, 141(2-3), 415-424

4 Timewise (2025). The future of flexible work: Why frontline and shift workers are being left behind.
London: Timewise.

% Flynn, M.A. (2021). Achieving health equity in the workplace. American Journal of Public Health,
111(S2), pp.S102-S105.

47 Lier, L.M., Breuer, C. and Dallmeyer, S. (2019). Organizational-level determinants of participation in
workplace health promotion programs: a cross-company study. BMC Public Health, 19(268), pp.1-12.
8 Javanmardi, S., Rappelt, L., Zangenberg, S., Heinke, L., Baumgart, C., Niederer, D. & Freiwald,

J. (2025) Effectiveness of workplace health promotion programs for industrial workers: a systematic
review. BMC Public Health, 25, Article 168.

49 Noblet, A. J. (2003). Building health promoting work settings. Health Promotion International,
18(4), 373-380.

30 Croft, J., Parks, A. & Whillans, A. (2024) Why Workplace Well-Being Programs Don’t Achieve Better

Outcomes. Harvard Business Review. https://hbr.org/2024/10/why-workplace-well-being-programs-
dont-achieve-better-outcomes

51 Flores, S. (2024) How to Promote Health Equity in the Workplace: A Guide For Employers. Espresa.
Available at: http//www.espresa.com/blog/promote-health-equity/

52 Bambra, C., Egan, M., Thomas, S., Petticrew, M., & Whitehead, M. (2009). The psychosocial and
health effects of workplace reorganisation. Journal of Epidemiology & Community Health, 63(11),
925-933.

53 Goetzel, R. Z., & Ozminkowski, R. J. (2008). The health and cost benefits of work site health-
promotion programs. Annual Review of Public Health, 29, 303—323

5 Martin, A., Karanika-Murray, M., Biron, C., & Sanderson, K. (2020). The psychosocial work
environment, employee mental health and organizational interventions. Occupational Health
Science, 4(1), 1-22.

% Nielsen, K., & Randall, R. (2012). Opening the black box: A framework for evaluating organisational-
level interventions. European Journal of Work and Organizational Psychology, 22(5), 601-617.

%8 Day, A., & Nielsen, K. (2017). What does our organisation do to help our wellbeing? Creating
healthy workplaces and workers. In C. L. Cooper & J. C. Quick (Eds.), The Handbook of Stress and
Health (pp. 97-114). Wiley.

57 Biron, C., Karanika-Murray, M., & Cooper, C. L. (2010). Organizational interventions for stress and
well-being—an overview. Occupational Health Psychology, 5, 1-17.

%8 Nielsen, K., & Noblet, A. (2018). Organizational interventions for health and well-being: A
handbook for evidence-based practice. Routledge.

% Glasgow, R. E., Vogt, T. M., & Boles, S. M. (2001). Evaluating the public health impact of health
promotion interventions. American Journal of Public Health, 89(9), 1322-1327.

80 Feltner, C., Peterson, K., Palmieri Weber, R., Cluff, L., Coker-Schwimmer, E., Viswanathan, M., &
Lohr, K. N. (2016). The effectiveness of workplace health promotion programs. American Journal of
Preventive Medicine, 51(2), 252—-265.

38


https://hbr.org/2024/10/why-workplace-well-being-programs-dont-achieve-better-outcomes
https://hbr.org/2024/10/why-workplace-well-being-programs-dont-achieve-better-outcomes

999
1000

1001
1002
1003

1004
1005
1006
1007
1008

1009
1010
1011

1012
1013

1014
1015

1016
1017

1018
1019
1020

1021
1022

1023
1024
1025

5 Edmunds, S. and Clow, A., 2015. The role of peer physical activity champions in the workplace: A
qualitative study. Perspectives in Public Health, 135(1), pp.60-66.

52 Wang, Q., Hannon, P.A., Harris, J.R., Kohn, M.J. and Henderson, M.L., 2018. Employee well-being
champions: A mixed-method evaluation of a large workplace wellness program. Journal of
Occupational and Environmental Medicine, 60(3), pp.203-210.

8 Shrivastava, P., Ramaswamy, A. and Chari, S., 2020. Wellness champions as grassroots advocates:
The role of peer support in workplace health promotion. Global Advances in Health and Medicine, 9
54 Mitchell L, Amaya M, Battista L, Melnyk B, Andridge R, Kaye G. Manager Support for Wellness
Champions: A Case Study for Consideration and Practice Implications. Workplace Health & Safety.
2021;69(3):100-108. d0i:10.1177/2165079920952759

% Fleming, W.J., 2024. Employee well-being outcomes from individual-level mental health
interventions: Cross-sectional evidence from the United Kingdom. Industrial Relations Journal, 55(2),
pp.162-182.

% Dollard, M. F., & Bakker, A. B. (2010). Psychosocial safety climate as a precursor to conducive work
environments. British Journal of Management, 21(2), 541-555.

7 Kelloway, E. K., & Barling, J. (2010). Leadership development as an intervention in occupational
health psychology. Work & Stress, 24(3), 260-279.

% Arnold, K. A. (2017). Transformational leadership and employee psychological well-being: A review
and directions for future research. Journal of Occupational Health Psychology, 22(3), 381-393.

5 Ravalier J. M. (2022). Co-Design, Delivery, and Evaluation of Wellbeing Initiatives for NHS Staff: The
HOW (Healthier Outcomes at Work) NHS Project. International Journal of Environmental Research
and Public Health, 19(8), 4646.

70 Cancelliere, C., Cassidy, J. D., Ammendolia, C., & Coté, P. (2011). Are workplace health promotion
programs effective? CMAJ, 183(9), E529—-E536.

" Nurjono M, Shrestha P, Lee A, et al Realist evaluation of a complex integrated care programme:
protocol for a mixed methods study. BMJ Open 2018;8:e017111. doi: 10.1136/bmjopen-2017-
017111

39


https://doi.org/10.1177/2165079920952759

Supplementary Files

This is a list of supplementary files associated with this preprint. Click to download.

e Supplementarymaterial1interviewtopicguides.docx
e Supplementarymaterial2Realistevaluationprocess.docx
e Supplementarymaterial4WorkplaceHealthandWellbeingProgrammeTheorymodelFinal.jpg

e Supplementarymaterial3CMOconfigurations.docx


https://assets-eu.researchsquare.com/files/rs-11242912/v1/9bf03cd8469aaebe9518c2d7.docx
https://assets-eu.researchsquare.com/files/rs-11242912/v1/f2fece0ee272935ea465f8cb.docx
https://assets-eu.researchsquare.com/files/rs-11242912/v1/fe7ffa8081715d1583069061.jpg
https://assets-eu.researchsquare.com/files/rs-11242912/v1/cf7455e9e8419811c4fd582c.docx

	Programme Theory Refinement
	Data Analysis
	Document Analysis
	Interview and Focus Group Analysis

	Rigour and Triangulation
	Genuine Investment and Action
	Programme Theory 4: Providing Adequate Resources and Infrastructure


