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INTRODUCTION

Organizational interventions: Where we are, 
where we go from here?

Karina Nielsen and Andrew Noblet

This book is the result of our desire to bridge the gap between research, policy and 
practice and support occupational health practitioners, organizations, academics 
and their students to design, implement and evaluate organizational interventions 
that may successfully improve employee health and well-being. Organizational 
interventions can be defined as planned, behavioural, theory-based actions to 
change the way work is organized, designed and managed in order to improve the 
health and well-being of participants (Nielsen, 2013, Nielsen et al., 2010a). This 
type of intervention employs a problem-solving approach and typically consists of 
five phases: preparation, screening (identification of problem areas), action plan-
ning, implementation of action plans and evaluation (Nielsen et al., 2010a). This 
type of intervention is generally recommended (ENWHP, 2007; ETUC, 2004; 
EU-OSHA, 2010; ILO, 2001), however, we lack knowledge on how to design, 
implement and evaluate such interventions.

The demands for understanding how to design, implement and evaluate organi-
zational interventions have arisen both from research and from policy. On the 
research side, the randomized, controlled trial (RCT) design has been consid-
ered the gold standard for organizational interventions (Murphy, 1996; Nielsen & 
Miraglia, 2017; Sauter & Murphy, 2004). Meta-analyses based on this framework 
conclude inconsistent results in terms of their ability to improve employee health 
and well-being (Martin et al., 2009; Richardson & Rothstein, 2008; van der Klink 
et  al., 2001), however, arguments have been put forward that the RCT is not 
suitable for evaluating complex interventions such the organizational interventions 
(Nielsen & Miraglia, 2017). From a policy perspective, national policies have been 
developed in the attempt to manage psychosocial risks and ensure employee health 
and well-being, however, it can be questioned whether these policies are based on 
research and they are often not rigorously evaluated. In this Introduction, we first 
discuss the need for understanding what works for whom in which circumstances 
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from a research and a policy perspective. With a starting point in policy approaches 
to organizational interventions, we then review state-of-the-art of recent evidence 
base on what works for whom in which circumstances, i.e. which tools and meth-
ods may work in which contexts. Finally, we provide a brief overview of the 
chapters in this edited book.

On the need to know what works for whom in which 
circumstances from a research perspective

Organizational interventions most often employ a participatory approach, where 
employees and managers through ongoing negotiations and discussions decide on 
the process and the content of the intervention (Nielsen et al., 2010a). Organizational 
interventions can be classified as complex interventions because they work through 
an emergent and recursive causality (Rogers, 2008). Scholars have argued that the 
intervention process and the way in which the interventions are implemented 
may partially explain the inconsistent results of organizational interventions (Egan 
et al., 2009; Murta et al., 2007, Nielsen et al., 2010a) and research should reflect 
the complexity of organizational interventions when planning, implementing and  
evaluating organizational interventions.

In recognition of the need for a new paradigm, several models have been devel-
oped that discuss how organizational interventions should be implemented and 
evaluated (Nielsen et al., 2010a, Nielsen & Randall, 2015; Noblet & LaMontagne, 
2009) and evaluated (Nielsen & Abildgaard, 2013; Nielsen & Randall, 2015). In 
a recent critical review, Nielsen and Miraglia (2017) argued that organizational 
interventions may be best evaluated using the realist evaluation paradigm. Moving 
beyond the RCT question of “what works” or rather “whether an intervention 
works”, realist evaluation sets out to answer the questions of what works for whom 
in which circumstances. It has been argued that realist evaluation may open the 
black box of “what works” to answer which elements of organizational interven-
tions may be effective and thus provide a basis for theoretically developing and 

testing models for what interventions work, for whom and in which circumstances 

(Nielsen & Miraglia, 2017). Realist evaluation assumes that there are patterns that 

may explain why an intervention succeeds or fails and that we can build and test 

models to explain these patterns (Pawson, 2013). The central tenet of realist eval-

uation is to answer these questions though theoretically developing and testing 

context+mechanism = outcome (CMO) configurations (Pawson, 2013; Pawson & 

Tilley, 1997). The realist strategy thus focuses on three themes: understanding the 

mechanisms through which an intervention achieves its outcomes, understanding 

the contextual conditions necessary for triggering mechanisms, and understand-

ing outcome patterns (Pawson & Tilley, 1997). However, moving to developing, 

testing and revising CMO configurations requires that we as researchers start pub-

lishing on the mechanisms of organizational interventions and in which contexts 

and organizational settings these mechanisms may be triggered. A limitation of 

current research, however, is that few studies focus directly on formulating and 



Organizational interventions 3

testing CMO configurations and rarely describe the methods and tools used in 
organizational interventions. We therefore have limited knowledge of the effective 

mechanisms of organizational interventions (Nielsen & Miraglia, 2017). The aim 

of this book is to provide examples of the content of interventions and discuss how 

the tools and methods (mechanisms) used work for whom in which circumstances.

On the need to know what works for whom in which 
circumstances from a policy perspective

According to the European Union (EU) Framework Directive 89/391/EEC, 

organizations have a legal obligation to “ensure the safety and health of work-

ers in every aspect related to work”. This includes psychosocial aspects of the 

working environment. The Framework Directive, however, does not state any 

specific measures to manage the psychosocial work environment and as a result 

the European Commission called upon the social partners to develop strategies to 

manage psychosocial aspects of the working environment (Persechino et al., 2013). 

The European Framework Agreement of October 8, 2004 addresses psychosocial 

issues. The Agreement states that it is the responsibility of the employer to take 

measures to identify and prevent issues concerning the psychosocial work environ-

ment and stress.

As a response to Framework Directive, several European countries have devel-

oped policies and guidelines for how organizations may manage employee health 

and well-being. In the UK, the Management Standards (MS) have been developed 

(Cousins et al., 2004; Mackay et al., 2004). Inspired by the MS, WorkPositive (http://

surveys.healthyworkinglives.com/) and INAIL (Iavicoli et  al., 2014; Persechino 

et al., 2013; Ronchetti et al., 2015; Toderi et al., 2013) have been developed in 

Ireland and Italy, respectively. In Belgium, the SOBANE (Screening, Observation, 

Analysis and Expertise; Malchaire, 2004) method has been developed and in Germany 

the START method (Satzer & Geray, 2009). At the European level, a guidance 

standard has been issued by the British Standards Institution (PAS1010; Leka et al., 

2011). Outside Europe, a Canadian Standard has been developed on how to develop 

healthy and sustainable workplaces (CAN/CSA-Z1003-13/BNQ9700-803/2013; 

www.mentalhealthcommission.ca/English/issues/workplace/national-standard). 

Likewise, in Australia the National Mental Health Commission have developed a 

broad set of recommendations about the steps that should be taken when developing 

a mentally healthy workplace (www.mentalhealthcommission.gov.au/our-work/

mentally-healthy-workplace-alliance.aspx).

A review of these policies and standards reveal that they recommend a problem- 

solving cycle and they share a number of key principles, including employee 

participation, senior management and line management support, and fitting the 

intervention to the organizational context. Although these policies and stand-

ards are recommended they have only been validated scientifically to a limited 

extent. The MS have been validated in three studies (Biron et al., 2010; Mellor 

et  al., 2011, 2013). The INAIL has been validated in one published study  
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(Di Tecco et al., 2015). The Deparis guide used by the SOBANE method has been  
validated in one paper (Malchaire, 2004; www.sobane.be/sobane/index.aspx). 
Finally, Kunyk et  al. (2016) published a study on the usability of the Canadian 
Standard, however, not all participants were familiar with the Standard. To the 
best of our knowledge, the WorkPositive has not been validated. The lack of 
rigorous evaluation, raises the question whether these policies are fit for purpose. 
Overall, the policies in place provide little concrete guidance or offer tools that 

organizations may use to fulfil the EU requirements. The chapters in our book aim 

to inform policy on the tools and methods that may be used by organizations to 

ensure organizational interventions are fit for purpose and successfully improve the 

psychosocial work environment and employee health and well-being.

What do we know?

Before, we move on to the contributions of experts in the field of organizational 

interventions, we need to gain an overview of the current knowledge of what works 

for whom in which circumstances. To this end, we provide an overview of recent 

developments in research. Nielsen et al. (2010a) provided an in-depth review of 

the state-of-the art on the design, implementation and evaluation of organizational 

interventions. In the present chapter, we build on this review. We conducted a sys-

tematic literature search on papers published since 2010 and, in the following sections 

we present an update on what we know concerning the design, implementation and 

Key principles:
Participation
Management

support
Intervention fit

Initiation
Steering group
Communication

Capacity building
Readiness for

change

Action planning
Workshops

Detailed action
plans

Screening
Tailoring
Feedback

Implementation
Monitoring

Communication

Evaluation
Process and

effect
evaluation

Systematic
and ongoing

FIGURE 0.1 Revised model of organizational interventions by Nielsen et al. (2010a)
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evaluation of organizational interventions. For research before 2010, we refer to 
the paper by Nielsen and colleagues (2010a). For the purpose of this review, we 
chose to keep the five-phase model developed by Nielsen et al. (2010a) as it follows  
the problem-solving cycle recommended also by policy. We discuss the research 
in light of the policies developed in the UK, Ireland, Germany, Italy, Canada and 
Australia. In figure 0.1, we present a slightly revised model of the Nielsen et al. 
(2010a) based on the policies and standards and state-of-the-art research. We first 
present the three key principles identified in all the policies and standards and then 
present the latest research support these and the five phases of the model.

Fitting the intervention to the organizational context

Nielsen and Randall (2015) argued that interventions should be tailored to the 
organizational context and to the individuals within the organizations. Recent 
development in research supports this notion. Mellor et al. (2013) in the evalua-
tion of the MS found that integrating stress policy into corporate plans and internal 
systems and procedures helped put stress issues on the agenda. Also evaluating 
the MS, Biron et al. (2010) found that few of the line managers who had been 
allocated responsibility for managing the intervention process and had received 
training in how to use the survey tool had actually used the tool. There were many 
contextual factors accounting for the failure to use the tool. Many line manag-
ers and their employees had changed jobs, their teams had become too small to 
receive feedback and thus did not meet the requirements for participating. Only 
5 out of 21 line managers used the tool due to practical constraints. Furthermore, 
line managers felt the tool was unnecessary; senior managers suffered from stress, 

not employees (Biron et al. 2010). In a study by Aust et al. (2010), occupational 

health consultants suggested that the focus on participation had been problematic 

as employees were poorly equipped to manage the process and line managers felt 

unsure about their role. Framke and Sørensen (2015) reported that the opportu-

nity to fit the intervention to the organization was perceived to be a strength and 

Poulsen et al. (2015) found that the pressure to bill time on projects prevented 

employees from engaging with the intervention. Ipsen et al. (2015) reported that 

their SME-focused intervention did not fare well in an organization where people 

worked across different shifts because communication and participation was lim-

ited across shifts. On the downside of fitting the intervention to the context and 

adopting a flexible approach, Jenny et al. (2014) found that a high level of flex-

ibility in the process across participating organizations meant that some participants 

felt the intervention lacked structure. Ipsen et al. (2015), Jenny et al. (2014), Mellor 

et al. (2011) also reported that concurrent organizational changes took focus away 

from the intervention. Andersen and Westgaard (2013) found that few participants 

felt the intervention had led to any successful outcomes and some even felt that the 

interventions took away attention from the core tasks.

Finally, Albertsen et al. (2014) provided an excellent example of the importance 

of fitting the intervention to the organizational context. In a large study introducing 
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a new IT system to manage the roster, they found very different results in the three 

intervention groups included in the study. In group A, no changes were detected 

and interviews with employees and managers revealed that the organizational 

context had been problematic: concurrent downsizing resulted in a temporary can-

cellation of the IT system use as employees would be called in to work at short 

notice. Furthermore, the intervention had provided a poor fit to some individual 

employees as they had found the system difficult to use. In group B, improvements 

in work–life balance could be observed and the process evaluation indicated that 

employees found the IT system supported the existing roster planning procedures, 

the IT system has made the process fairer, and the system offered the opportunity to 

consider individual preferences. Overall, the intervention was perceived to provide 

a good fit the organizational context. In the third group, a deterioration in work–

life balance was observed. Interviews revealed that although the IT system had been 

implemented, management had introduced a “buffer-zone” that meant that they 

could delay or postpone working hours. This zone resulted in more evening work, 

variable working hours and unpredictability in when to start work. The system was 

perceived to present a poor fit because it did not consider employees’ needs.

One important aspect of fit is to make use of the existing structures in place in 

the organization to support the intervention (Nielsen & Randall, 2015). Integrating 

health and well-being management process into performance systems, Augustsson 

et  al. (2015) and von Thiele Schwarz et  al. (2017) found integrating employee 

health and well-being consideration into existing Kaizen structures (visual boards 

to streamline production processes going through a plan, do, check, act problem-

solving cycle; Imai, 1986). Augustsson et al. (2015) resulted in a successful outcome 

where employees were already familiar with the Kaizen process.

Together these studies provide strong evidence for understanding how the con-

text may or may not trigger the mechanism of an organizational intervention and 

provides valuable information on when an intervention may be effective.

Employee participation

Employee participation is widely recommended in research (Nielsen & Randall, 

2012; Noblet & LaMontagne 2009) and also emphasized by the national poli-

cies. Employee participation is believed to make use of participants’ knowledge 

about what activities are fit for purpose in the local context, ensure ownership of 

the intervention and improve collaboration between management and employees 

(Nielsen et al., 2013). In the process evaluation of the INAIL method, Di Tecco 

et al. (2015) found that 32.2 per cent of 124 organizations involved a representa-

tive sample of employees, whereas 39.3 per cent opted for involving all employees 

in the organization, and Mellor et  al. (2011) reported that participation and in 

particular indirect participation through the involvement of trade unions facilitated 

the implementation of the MS.

Recent studies have found support for the use of participatory methods and 

included added information on the forms of participation which may be effective. 
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In their study on integrating health and well-being management into performance 
management, Augustsson et al. (2015) found that where integration had been suc-
cessful, employees reported they had had the opportunity to provide input to 
the process and they were active in the integration. On the level of participa-
tion needed, Framke and Sørensen (2015) found that the intervention involving 
employee representatives in the process was perceived to be sufficient because 

representatives acquired additional input when needed from the wider group of 

employees and employee representatives justified the time spent on the interven-

tion to colleagues not directly involved. Whether the intervention led to successful 

outcomes was not reported.

Integrating process and effect evaluation, Nielsen and Randall (2012) explored 

the extent to which employees reported having been involved in the planning 

and the implementation of a teamwork intervention explained intervention 

outcomes. They found that such participation was associated with intermediate 

outcomes in the form of autonomy and social support, which in turn were related 

to affective well-being and job satisfaction.

Together, these studies provide valuable support for the participatory process 

as an important mechanism, however, the studies provide limited information 

on the concrete forms of participation. A recent framework has been proposed 

on how to define and understand participation in organizational interventions 

(Abildgaard et al., 2018).

Senior and line management support

The national policies all recommend that senior managers are involved in promot-

ing the project, and in particular the MS emphasize the role line managers have 

in the daily running of organizational interventions. There is new research that 

supports the importance of management support.

Mellor et  al. (2013) in their evaluation of the MS found that senior man-

agement was instrumental in getting the project up and running. Framke and 

Sørensen (2015) found that senior management supported the intervention. Jenny 

et  al. (2014) reported that where senior managers acknowledged even critical 

results, engaged in dialogues with employees and superiors, and pursued change, 

the intervention progressed well. Interestingly, Greasley and Edwards (2015) in a 

study of three organizations found that initial senior management support did not 

guarantee a successful outcome. They suggested that this may be due to managers 

lacking the necessary skills to implement subsequent change.

The importance of senior management support throughout the entire project 

was emphasized by Ipsen et al. (2015), however, line management support was 

also described as vital. Where line managers had prioritized daily work activi-

ties over intervention activities, the intervention had not been successful. Ipsen 

et al. (2015) outlined the ways in which line managers had supported the process. 

These included formulating a vision for what could be achieved from the inter-

vention and prioritizing time in meetings to work with the intervention. Lack of 
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support from line managers has been reported to have detrimental effects: Lingard 

et al. (2012) in their evaluation of a work–life balance participatory intervention 

found that younger employees found it challenging to change their behaviours 

because line managers acted as negative role models; they worked excessive hours 

themselves. In summary, there is support for the important role of senior and line 

managers as an important process mechanism, but there is yet limited information 

on how managers can be involved.

Preparing the intervention

Three key elements outlined by the national policies in the preparation of the 

intervention, are the establishment of a steering group, the development of a commu-

nication strategy and making sure the organizational members are ready for change.

Establishment of a steering group

The composition and the skills of the steering groups are important. In the evalu-

ation of the SOBANE method, Malchaire (2004) reported that in the majority 

of cases (51 per cent) the internal occupational safety and health (OSH) practi-

tioner functioned as the coordinator, whereas in 28 per cent of the cases it was 

the employer. In the remaining cases it was an external OSH consultant. Mellor 

et al. (2013) found that steering groups that had a mixed representation of human 

resources (HR), health and safety, occupational health representatives, senior man-

agement and union representatives helped move the process along. It was also 

reported that HR or occupational safety and health professionals were vital to sup-

port managers during the risk assessment phase. Mellor et al. (2011) further found 

that steering groups needed project management skills and knowledge of occupa-

tional health to support the MS process. Organizations on their own lacked the 

competencies to administer surveys and focus group facilitation and in many cases, 

external consultants were effective in facilitating the process (Mellor et al., 2011).

Hasson et  al. (2014b) explored the importance of different key stakeholders’ 

agreement of a web-based intervention. Although both senior management, HR 

professionals and line managers agreed it was the line managers’ responsibility to 

make the intervention happen, HR professionals admitted they had not provided 

line managers with the necessary tools to assume this responsibility. Senior man-

agers were disappointed that line managers had not been more proactive and line 

managers in turn reported feeling little supported by their managers.

Weigl et al. (2013) found that supportive steering groups were important for the 

intervention’s success. Jenny et al. (2014) found that the steering group encouraged 

employees to contribute opinions and ideas. Framke and Sørensen (2015) reported 

that consultants played a vital role in taking charge.

Some studies have also looked at the role of project champions. Ipsen et al. 

(2015) evaluated an organizational intervention targeting four SMEs. Rather 

than using external consultants, internal facilitators were selected among staff  



Organizational interventions 9

by senior management. The organizations reported having no problems identifying  
the right people as drivers of change: people that were trusted within the organi-
zation and had an interest in people management. These people were described 
by both management and employees as being effective drivers of change. It 

would thus appear that given internal champions possess the necessary skills and 

competencies, external champions may not be needed.

Employee readiness for change and capacity building

The importance of readiness for change have been established in a range of stud-

ies. Ronchetti et al. (2015) found that 74 per cent of companies that had used the 

INAIL methodology had provided training to those involved in the intervention.

Albertsen et  al. (2014) found that in group C where the intervention had a 

negative impact, employees were resistant of the intervention because they con-

sidered it a “lean-and-mean management practice”; they did not see the benefit 

of the intervention. Augustsson et al. (2015) reported that where employees had 

positive expectations of the intervention, health and well-being management 

had successfully been integrated into performance management procedures using 

Kaizen. Also Framke and Sørensen (2015) reported that in groups were employees 

reported being ready for change activities were implemented, compared to the 

groups where employees felt the intervention was forced upon them and that it 

did not add value for money invested in the project. Jenny et al. (2014) found that 

employees who anticipated the most impact of the intervention were also those 

that reported the best intervention outcomes.

Hasson et al. (2013) found that when line managers’ ratings of organizational 

learning climate differed from the ratings of their employees, these employees 

reported poorer well-being. Hasson et  al. (2013) suggested that such disagree-

ment may have detrimental effects on intervention outcomes because employees 

and managers do not have shared mental models of what changes are required. 

These results suggest that a shared understanding of which changes are needed is 

important.

In support of the importance of capacity building, Nielsen and colleagues found 

in a teamwork intervention aimed at improving employee well-being, training 

team leaders and employees had a positive effect on the leaders’ own well-being 

(Nielsen & Daniels, 2012) and employees’ well-being (Nielsen et al., 2010b, 2017).

Although these studies provide valuable information on how to prepare employ-

ees for change and develop their capabilities, there is still much to be learned about 

the methods used to ensure readiness.

Communication

All policies recommend developing a communication strategy to support the inter-

vention. There is some research to support the importance of communication 

during the initial phases of the process. In the evaluation of the SOBANE method 



10 Karina Nielsen and Andrew Noblet

(Malchaire, 2004), 92 per cent of respondents felt the method had been explained 
well and had resulted in the method being easy to understand and use (81 per cent). 
Mellor et al. (2011) found that communications such as raising awareness, multiple 
channels of communication and visible senior management action all helped pro-
gress on working with the MS.

Augustsson et al. (2015) found that successful integration of health and well-
being management into existing performance management procedures had 
happened where communication had been clear about the tasks and roles in rela-
tion to the intervention. Where integration had been unsuccessful, employees 
reported they had received insufficient information about the project and did not 

know what was expected of them. Lack of information about the project and its 

content may severely impair intervention outcomes. Aust et al. (2010) found that 

in the study where 6 out of 13 measured working conditions deteriorated in the 

intervention groups, about 50 per cent of employees had not been aware they 

could get help from organizational consultants. In the intervention in SMEs (Ipsen 

et al., 2015), visualization tools were used throughout the intervention to keep up 

momentum and updates were presented at ongoing status meetings. The visualiza-

tion tools were mostly appreciated by managers and internal facilitators who felt 

they functioned as a reminder to employees. Jenny et al. (2014) found that across 

eight organizations the tailored approach to communication meant that the inter-

vention did not have a distinctive profile in the organizations. Lingard et al. (2012) 

found that newcomers to the organization found the work–life strategies on offer 

difficult to get an overview of because there was no formal package.

Screening: Identifying focus areas

A central part of the problem-solving cycle is the identification and prioritization 

of which problems to focus on changing. The method to identify problems most 

often used is the standardized questionnaire, i.e. the use of pre-existing question-

naires that allows for the identification of broad range of psychosocial risks. The 

MS have developed and validated the HSE Indicator tool (Edwards et al., 2008) 

and this is also used by the WorkPositive and the INAIL policies. The START 

method, however, recommends the use of a tailored questionnaire, a questionnaire 

that taps into the local context. The debate as to whether screening should use 

standardized tools or tailor tools to the local context has also received attention in 

research (Nielsen et al., 2014).

Tailored or standardized screening tools

Mellor et  al. (2013) found that all five case study organizations using the MS 

method had opted for using only parts of the standardized HSE Indicator tool 

(Edwards et al., 2008) or equivalents and supported the screening with examina-

tion of turnover and/or absence levels, grievance cases, occupational counselling 
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referrals, violent incidents, reports of conflicts and changes to work practices. In 
many cases, screening was also used to identify individual cases of stress through 
one-to-one interviews. It was reported that it was easy to identify the causes of 
stress using the MS approach, however, in cases where only few items of the HSE 
Indicator tool had been used, managers reported the causes of stress were not 
clear. Results of the survey were fed back through emails, leaflets and team meet-
ings. Mellor et al. (2011) reported in another study of the MS that participants 
found the HSE indicator tool difficult to use and needed tailoring to the organiza-

tion in question. Data were also collected on absenteeism to provide diagnostic 

information, however, this was problematic due to poor organizational records. 

Although the MS guidance prescribe that results of screening should be compared 

to the states to be achieved as outlined by the MS, Biron et al. (2010) found that 

in the private organization, where most line managers did not conduct the screen-

ing, no improvements in working conditions and well-being could be observed. 

Biron et al. (2010) found that only line managers who had resources available to 

them (good mental health and few negative work demands) had used the HSE 

Indicator survey tool.

In support of the INAIL screening methods, Di Tecco et al. (2015) reported 

in their evaluation of the INAIL method that 60 per cent of workers and 68 per 

cent of safety representatives were involved in gathering, analyzing and discussing 

checklist data. Only 1.5 per cent of the 124 organizations participating in the sur-

vey conducted an in-depth assessment. Of these, 56 per cent used tools in addition 

to the HSE Indicator tool (Edwards et al., 2008): 23 per cent used focus groups, 

19 per cent used detailed meetings and 12 per cent conducted semi-structured 

interviews. Malchaire (2004) reported that 96 per cent of respondents found the 

Deparis method useful to guide to solutions and allowed participants to determine 

whether a situation required further action.

Support for the tailored approach suggested by START was found in a study 

in the Danish postal service. Nielsen et  al. (2014) examined the use of a tai-

lored questionnaire. Problems with the existing standardized screening tool was 

experienced as employees perceived that the tool did not capture their working 

conditions, they felt the questions had little relevance to them and the results fed 

back to them provided limited useful input on which action plans to develop. As 

a result, the research team interviewed employees using the cognitive mapping 

method. They asked employees to map the resources and the demands of the job 

and how these could be increased or reduced, respectively. On the basis of this 

mapping, the researchers developed a questionnaire that captured the working 

experiences of postal workers. Employees and managers reported that they felt 

the tailored questionnaire captured better the local context, i.e. the work of a 

mail carrier, in terms of issues with the postal route and the number of changes 

faced by the postal service during times of increased electronic communication 

and reduced mail. Employees and managers also reported that it was easier to 

develop concrete action plans on the basis of the tailored questionnaire, that the 
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participatory approach used to develop the questionnaire resulted in participants 
advocated the project to their peers, and that the resulting tailored questionnaire 
created a sense of ownership over the intervention (Nielsen et al., 2014).

Feedback of survey results

One study has explored the feedback of screening. Jenny et al. (2014) found that 
automated survey feedback and personal tips were reported to stimulate discus-
sions and action, however, especially managers were concerned that either poor or 
exceptionally good results of the survey may have repercussions. Jenny et al. (2014) 
also reported that participants found it difficult to understand the results without 

the support of consultants and found that the intervention lost momentum when 

there was a time lapse between the survey and the feedback of results.

Action planning phase

After the identification for which areas to focus intervention activities on, partici-

pants engage in the development of action plans.

Fifty-two percent of the 124 organizations participating in the INAIL study 

reported that they had developed action plans to prevent, reduce or eliminate 

poor working conditions (Ronchetti et al., 2015). Malchaire (2004) reported in 

the evaluation of the SOBANE method that a total of 417 solutions were sug-

gested, i.e. more than ten per meeting. Participants reported that only 33 per cent 

if these proposed solutions had been suggested before indicating that the Deparis 

guide offered innovative solutions. A total of 60 per cent of solutions were directly 

implemented while 40 per cent were related to work procedures, work quality and 

productivity. It is not clear how many of these solutions were related to the sec-

ond, the 14th and the 18th dimensions that cover psychosocial issues. In response 

to the “who does what and when” action planning, 77 per cent of respondents 

felt the approach was interesting and 87 per cent felt it was reliable. This type of 

action planning played a role in 32 per cent of the solutions proposed. Finally, 

Framke and Sørensen (2015) found that an intervention focusing on improving 

the primary task (in participating kindergartens, taking care of the children) led 

to the development of action plans supporting employees in completing their pri-

mary task, however, whether this focus helped them being implemented or led to 

improvements in employee health and well-being was not evaluated.

The use of workshops and focus groups

The use of focus groups or workshops has received recent research attention. 

Mellor et al. (2013) reported that conducting workshops and focus groups was a 

time-consuming exercise. It was also found that in one organization where manag-

ers had been the sole drivers in developing action plans, the impact of the MS was 

limited. Ipsen et al. (2015) reported that action planning workshops that included 
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an open and collective voting system for prioritizing actions were perceived to 
be problematic because management was present during voting. Furthermore, 
Poulsen et al. (2015) found that those who had not participated in action planning 
workshops agreed less with the action plans and engaged less in the evaluation 
workshop (see process evaluation section). Finally, Saksvik et al. (2015) reported 
that participation in workshops led to a sense of community because participants 
got to know each other better.

Implementation phase

There is evidence that management drive the implementation of action plans. 
Mellor et al. (2011) found in their process evaluation of the MS that senior man-
agers were instrumental in getting action plans implemented. Mellor et al. (2011) 
also found that implementing action plans at the team level rather the organization 
level meant that needs were met and these action plans were perceived as less time 
consuming. Mellor et al. (2013) reported that one of the most important barriers to 
successful implementation of MS action plans was lack of availability of managers. 
In the study by Augustsson et al. (2015) it was found that where health and well-
being management had been successfully integrated into performance management, 
line managers had supported the process and involved employees in the integration. 
Andersen and Westgaard (2013) reported that a lack of support from management 
resulted in intervention activities being withdrawn due to lack of resources or not 
followed up upon due to time pressures.

The failed intervention project reported by Aust et  al. (2010) found that 
although lower level leaders had participated in coaching, they had failed to 
improve the leaders’ role in the organization because managers or professions at 
higher levels in the hierarchy had resisted change, however, a contributing factor 
to the failed project could also be that only 21 per cent of employee felt that leaders 
had prioritized the project.

Also positive effects of implementation has been reported. Hasson et  al. 

(2014a) found that in work groups where changes had been implemented that 

targeted reducing psychological demands and improved decision latitude, these 

working conditions improved. No such effects were found for changes targeting 

social support and rewards (based on the effort-reward model; Siegrist, 1996). 

In groups, where employees felt that changes had been implemented and these 

changes were perceived to improve working conditions, positive outcomes could 

be identified in terms of reduced psychological demands, improved rewards, social 

support and decision latitude (Hasson et al., 2014a). This support the notion that 

individuals’ appraisal of the intervention plays an important role in determining 

intervention outcomes.

Some research has focused on the appropriateness of action plans. In the 

Albertsen et al. (2014) study, the group experiencing a deterioration in intervention 

outcomes reported that management had made changes to the way the IT system 

had been implemented which resulted in the system creating more problems than 
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it solved. In the Aust et al. (2010) study where the intervention groups were worse 
off after the intervention, only 15 per cent reported that the implemented activities 

had been positive and 17 per cent reported they had been negative and another  

36 per cent rated the activities as neither positive nor negative.

Studying the degree to which action plans had been implemented, Sørensen and 

Holman (2014) found that participating departments could be divided in to three 

groups: low implementation, medium implementation and high implementation. 

Where action plans had been implemented, improvements were observed in per-

ceptions of management quality and leader skills and support (Sørensen & Holman, 

2014). The high implementation group was characterized by employee project 

champions who were more active in involving their colleagues. Also departmen-

tal managers and senior management in the high implementation group were 

perceived to be more supportive. The high implementation group also reported 

having received more information about the intervention. The importance of 

communication was supported by Aust et al. (2010): a contributing factor to the 

intervention’s failure was attributed to the fact that almost a third of employees had 

not been aware that any activities had been initiated.

Evaluation phase

Several research-based models have been developed since 2010 providing guid-

ance as to how organizational interventions should be evaluated. Nielsen and 

Randall (2013) developed the Framework for Evaluating Organizational-level 

Interventions. In this Framework, Nielsen and Randall (2013) identified three 

key elements of the process that should be evaluated. First, it is important to con-

sider the intervention process itself, for example, who is involved and why? What 

action plans are developed and to which extent are they implemented? Second, the 

hindering and facilitating factors in the context need to be identified. The factors 

include omnibus factors, e.g. the culture of the organization and the management 

systems in place and the discrete factors, e.g. concurrent changes such a downsiz-

ing or conflicting initiatives. Third, the mental models of participants should be 

evaluated. What did participants think of the intervention? How have their mental 

models changed during the intervention process? This framework has been used to 

structure the process evaluation of interventions (Augustsson et al. 2015).

Taking into account and expanding on the Framework, Nielsen and Abildgaard 

(2013) developed a model that made explicit which factors to evaluate at each 

phase of the intervention and that integrated process and effect evaluation. A key 

element of effect evaluation is to examine the “chain of effects”, e.g. whether 

changes in attitudes lead to changes in the way work is organized, designed and 

managed, and whether these changes lead to changes in the psychosocial work 

environment, which in turn leads to improved employee health and well-being.

In an innovative approach to evaluation, Poulsen et al. (2015) used “chronicle 

workshops” to conduct process evaluation. In a workshop, participants in the inter-

vention drew a time line of the project and created a coherent story of the process. 
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In support of the importance of exploring the chain of effects, i.e. whether improve-

ments in working conditions lead to actual improvements in well-being, Moen et al. 

(2016) found that in a participatory intervention to increase employees’ control over 

their working time, increases in schedule control and reduced work-family conflict 

partially mediated the intervention’s outcomes in terms of reduced burnout, per-

ceived stress, psychological distress and increased job satisfaction. Also Holman et al. 

(2010) found that job control, skill utilization, feedback and participation explained 

improvements in employee well-being, and Holman and Axtell (2015) found that 

improved feedback and job control explained the intervention’s outcomes in terms 

of performance and well-being.

Where do we go from here?

As evidenced by this review, it is clear that there is by now a body of knowledge 

that can help inform the design, implementation and evaluation of the future inter-

ventions and help develop our knowledge on what works for whom in which 

circumstances. A limitation of most studies is that they have been published in 

journals that restrict the level of detail that can be provided about the tools and 

methods used in the studies to bring about any outcomes in employee health and 

well-being. In the present book, we aim to address this limitation. We invited rec-

ognized organizational intervention researchers to contribute with their concrete 

experiences in designing, implementing and evaluating organizational interven-

tions. This book thus focuses on described tools and methods and the experiences 

with using these tools.

The book has been divided into three parts. Part I consists of three chap-

ters that focus on the processes and methods used in intervention planning and 

implementation while Part II – also comprising three chapters – examines the 

various tools and techniques that can be adopted when evaluating interven-

tions. Part III spans four chapters and aims to consider the new directions and 

approaches in organizational intervention research. The book then concludes 

with an epilogue that reflects on the key messages contained in each of the  

contributions – particularly in terms of what can help or hinder the development 

of effective interventions – and highlights issues that need to be addressed in 

future organizational intervention research.

The following is a more detailed summary of the chapters covered in each part 

of this book.

A variety of themes are covered in Part I, however a topic that is common 

to all is the participatory methods that researchers or consultants can use to plan, 

implement and evaluate organizational interventions. In Chapter 1, for example, 

Ipsen et al. address the dearth of information on how researchers or practitioners 

can collaborate with workplace ‘actors’ to transform initial problem identifica-

tion into tailor-made interventions. The authors draw on empirical data from 

two projects where high-involvement Fishbone workshops were used to help 

employees and managers undertake the initial problem identification and issue 
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analyses and then to use the insights gained from these methods to develop strate-
gies aimed at improving work systems and practices. Likewise in Chapter 2, Axtell 
and Holman examine case studies undertaken in two call centres and demonstrate 
how a job redesign program based on participatory processes could be planned and 
implemented in working environments that are often very resistant to employee-
centred, high-involvement planning strategies. In this case, employees participated 
in all stages of intervention development with results from both studies showing 
that changes in job characteristics were an important mechanism through which 
participative job redesign interventions can lead to improvements in the health and 
performance of telephone operators.

In the final chapter of Part I (Chapter 3), von Thiele Schwartz and colleagues 
emphasize the importance of all parties not only participating in the decision- 
making process but also working together to co-create new knowledge, ideas and 
ways of operating. This chapter outlines a structured process whereby organiza-
tional stakeholders collaborate with researchers to develop the intervention goals 
and corresponding strategies. Importantly, participants also identify the mechanisms 
through which the strategies are designed to achieve those goals (i.e., the program 
logic). The goals, strategies and connecting mechanisms then form the basis for 
deciding how the intervention is going to be monitored and evaluated.

Intervention evaluation was the focus of Part II and this section begins with 
Wåhlin-Jacobsen (Chapter 4) providing a detailed evaluation of the Kaizen-inspired 
“improvement boards”. The tools and techniques used to plan and implement 
organizational interventions are rarely the subject of in-depth evaluation and given 
that these tools can have a significant influence on the outcomes associated with 
the phase in question (e.g., problem identification, action planning), this research 
addresses an important gap in the literature. In this study, mixed methods are used 
to identify the circumstances in which the improvement boards are more or less 
successful in three manufacturing companies. The findings indicate that while the 
improvement board was successful in facilitating the development and follow-up 
of a number of action plans, they were only beneficial for teams that were able to 
have regular meetings at a fixed time. More specifically, they were not as effective 

in contexts where there was shift-work and periods of heavy workloads created by 

high production goals and concurrent government inspections.

Dollard and Zadow (Chapter 5) also address an under-researched area, 

this time focusing on the preparatory phase of organizational interventions. 

Specifically, the authors describe and evaluate the preparatory stage of a job 

stress prevention intervention involving public sector employees working in the 

Australian-based human services and education sectors. The approach taken led 

to the development of an intervention plan that was supported by the partici-

pating organizations and incorporated best practice stress prevention principles. 

These principles included drawing on risk management processes for identifying 

and addressing organizational stressors and involving both employees and manag-

ers in the development of stress reduction action plans. In the final chapter of 
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Part II (Chapter 6), Abildgaard focuses on evaluating complex organizational 
interventions. The author outlines five practical strategies for evaluating strate-
gies that target multiple areas of work and multiple levels within the organization 
(i.e., individuals, groups, leaders, organization). The chapter incorporates a case 
study aimed at improving the work ability of industrial employees to illustrate 
what these strategies look like in practice. In addition to recognizing the benefits 
of the five strategies, the author also highlights the common risks associated with 
evaluating complex interventions.

The overall goal of Part III is to present new directions and approaches to 
organizational interventions. In the first chapter of this section (Chapter 7), 
Henning and colleagues recognize the pivotal role that OSH practitioners can 
play in facilitating the design and implementation of participatory-based health 
and safety initiatives. A seven-step intervention design process is used to demon-
strate not only how OSH practitioners can actively encourage the involvement 
of employees in the design process, but also identifies where OSH personnel and 
subject matter experts (e.g., facility managers) can share their expertise with work-
ers and thereby expand employees’ knowledge, skills and abilities. In Chapter 
8, Martin and LaMontagne highlight the lack of research attention given to the 
specific needs of SMEs and advocate the need for intervention researchers and 
practitioners to move small business out of the “too hard basket” and to expand 
the evidence base around “what works for whom” (Nielsen and Miraglia, 2017) 
in this context. The authors then focus on the three core principles of an inte-
grated approach to workplace mental health (prevent harm, promote the positive, 
manage illness) and discuss the features of SMEs that can make it challenging to 
implement this approach as well as noting a number of characteristics that represent 
“easy wins” when addressing these three principles.

The final two chapters of this book focus on new developments in the area 
of leadership development interventions. In Chapter 9, Hasson et al. (Chapter 9) 
present new research on “supporting interventions” and use a case study to dem-
onstrate how a training program for more senior managers was designed to help 
them understand and support a leadership development program for line manag-
ers. The need for the supporting intervention is especially important in this case 
as the development of new leadership competencies is heavily influenced by the 
way in which line managers themselves are led (e.g., the amount of autonomy they 
receive, the level and quality of feedback). Similarly, in Chapter 10, Bauer and 
Jenny refer to a case study involving a municipal council to illustrate how an inter-
vention designed to improve the capacities of leaders and their teams to identify 
and address health issues in their immediate working environments can be planned 
and implemented. A key goal of the intervention is to ensure that the participating 
work units developed the ability to identify and address issues when and as they 
arise. As a result, teams are not reliant on outside “experts” to find a way forward 
but instead can achieve sustained effectiveness by having the skills and confidence 

to continually adapt to their changing circumstances.
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1
USING HIGH-INVOLVEMENT 
FISHBONE WORKSHOPS 
TO TRANSFORM PROBLEM 
IDENTIFICATION INTO TAILOR-MADE 
ORGANIZATIONAL INTERVENTIONS

Christine Ipsen, Ole Henning Sørensen,  
Signe Poulsen and Liv Gish

Introduction

A vital role of organizational intervention research is to determine whether specific 
organizational change initiatives can improve the health of employees by creat-
ing healthier work processes. The current research indicates the importance of 
employee involvement, social support, quality management, organizational justice, 
and trust for employee health (Kompier & Taris, 2011).

Recently, some researchers have directed their attention toward the importance 
of employees’ perceptions of how well they can perform their core tasks and if they 
can do so to a high standard (Nielsen et al., 2014; Sasser & Sørensen, 2016). An 
example is how organizational research can use tailored questionnaires of individu-
als’ appraisals of working conditions to take into account the concrete context of 
work. A central purpose of the method presented in this chapter is that it allows 
managers and employees to focus on the context and effects of the employees’ 

actual performance, how positive effects can be furthered, and how negative effects 

can be prevented.

There are many challenges related to conducting and evaluating organizational 

interventions. We emphasize two important challenges. First, there is the ques-

tion of whether the central intervention’s components are effective for the target 

population in the specific context (does it work as intended?). Quantitative effect 

evaluations are often used to answer this question, sometimes supported by qualita-

tive programme evaluations that may determine whether the intervention design 

has an organizational fit.

Second, awareness has increasingly been directed at the importance of formative 

process evaluation designs as an important supplement to determine the degree of 

implementation fidelity, that is, to what degree the core intervention’s activities 

are implemented as intended (von Thiele Schwarz et al., 2015). Pure intervention 
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designs are able to determine whether it is probable that the active intervention 
component worked or not (i.e., was statistically related to the intended outcomes) 
cannot determine whether lack of positive results were related to problems with 
the change theory (program failure) or the implementation of the intervention 
(implementation failure) (Nielsen et al., 2006).

A good process design may help to determine whether the researcher and 
workplace implemented the intervention as intended, which makes it possi-
ble to identify program failure in cases where the intervention did not have the 
intended effects. Although a well-designed process evaluation may allow research-

ers to analyze fidelity post hoc, thereby strengthening the evaluations, it would be 

advantageous if the intervention design could minimize the risk of program and 

implementation failure. We propose that the intervention method presented in this 

chapter has this capability.

Many occurring organizational processes may increase the risk of implementa-

tion failure. Examples of occurring organizational processes are low management 

attention or lack of support for implementation, low employee participation 

because of insufficient qualifications of the participants or project facilitators, or 

unrelated changes such as budget cuts or changes in management.

When researchers initiate organizational interventions, they typically face 

complex environments where even basic organizational processes are difficult to 

control and assess. Therefore, organizational interventions are more likely to fail 

and typically do not reach the success of individualized interventions. It is crucial 

that organizational interventions get support from management and employees and 

that there is a fit between the organizational intervention and the workplace struc-

ture. This requires considerable tailoring of the intervention’s components to adapt 

it to the needs of the organization and employees (Nielsen, 2013). A successful tai-

loring is key for management and employee support and implementation fidelity, 

that is, that the core activities are implemented as intended with sufficient intensity.

Participatory intervention designs present a positive step in this direction because 

they have the dual advantage that both researchers or consultants and participants 

can use their knowledge of work processes to design interventions that fit the 

needs of the organization and the participants (Randall et al., 2009). Involvement 

motivates participants to take ownership of the implementation of the interven-

tion, increasing the chances of success (Israel et al., 1996). However, there is still 

lack of understanding regarding how intervention researchers or consultants in 

collaboration with workplace participants can transform initial problem identifica-

tion into tailor-made intervention initiatives that relate to organizational processes.

Organizational intervention research has stipulated how employees and man-

agers can be involved in design and tailor-made intervention activities. A central 

concern in such engagement processes is how to systematically process and trans-

form the knowledge that the employees and managers provide. Some of the most 

often used approaches to include workplace participants in the development 

of tailor-made intervention activities have been dialog workshops, the Future 

Workshop (Jungk & Müllert, 1981; Müllert, 2011), the Chronicle Workshop 
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(Limborg & Hvenegaard, 2011; Poulsen et al., 2015) and custom-made surveys 
(Nielsen & Abildgaard, 2013).

This chapter presents a participatory method, the Fishbone workshop, where 
workplace participants transform their work-related experiences into tailor-made 
intervention initiatives that fit the organization and relate to organizational pro-
cesses. Focusing on work processes, the Fishbone workshop aims at linking 
work-related experiences with workplace activities by asking participants to link 
enthusiasm and stress to daily work practices and systems.

The chapter explains the origin and content of the Fishbone workshop, pre-
senting it as a central intervention component and a method that can enhance 
the process of evaluation design. The chapter draws on empirical data from two 
research projects to discuss methodological issues concerning the use of the method. 
The workshops were conducted with employees and managers to generate initia-
tives that could reduce stress. In addition, the chapter discusses how the method 
can be used to gather primary data about local program theories, that is, workplace 
participants’ perceptions of causal mechanisms in organizational processes.

About the method

The method, the Fishbone workshop, uses a mapping tool that starts with cause and 
effect modeling. The mapping tool is inspired by the “root course analysis,” which 

is used in lean production and accident prevention (Sørensen et al., 2007; Sørensen, 

2010). The method has its origins in the quality control literature (Ishikawa, 1983) 

and is designed to help workshop participants structure organizational information and 

display work-related experiences in diagrams. The diagrams thus reflect local theo-

ries about organizational processes that affect participants’ well-being, (for example, 

poor management, undefined tasks, lack of support, and high demands), as well as 

their ability to perform the required tasks. When Fishbone diagrams are co-created 

among employees and managers (with support from trained employees, consultants, 

or researchers with expert method knowledge), the diagrams provide a visual over-

view for creating organizational interventions that reflect the work processes (Ipsen & 

Andersen, 2013; Ipsen et al., 2015).

The Fishbone workshop: Principles behind the method

A range of factors have been found to contribute to the success of organiza-

tional interventions (Hasson et al., 2016; Ipsen et al., 2015; Nielsen et al., 2010; 

Rosskam, 2009). The Fishbone workshop builds on the principles of participation 

and combines the principles of creating a shared forum for explication of knowl-

edge (Nonaka et al., 2002) with a dual focus on both enthusiasm and stress (Ipsen 

& Jensen, 2012), that is, work-related experiences. These elements help establish 

a clearer understanding of the content and outcome of the Fishbone workshop 

among all the participants involved. The content in the Fishbone workshop is 

based on the following five principles:
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1. Participation of both managers and employees: A multi-level approach
2. Priority issues: Daily tasks and work-related matters
3. A dual focus on work-related experiences: Enthusiasm and stress
4. A shared forum for explicating work-related issues
5. Acknowledgement of all participants’ experiences, perceptions, and opinions

Participation of both managers and employees:  
A multi-level approach

A participatory approach toward developing organizational interventions provides 
a means with which to gain access to the knowledge and experiences of all the 
participants throughout the course of the intervention’s development and imple-
mentation. Thus, it ensures that all participants’ interests and requests are openly 
expressed. The rationale behind this principle is that multi-level participation in 
the Fishbone workshop is necessary to gain access to all relevant knowledge about 
the workplace, ensure ownership, coherence, and, above all, ensure sustainability 
(Ipsen et al., 2010; von Thiele Schwarz et al., 2016).

Participation is frequently mentioned as an important factor in interventions 
and their processes (Randall et  al., 2009). Cooperation and collective reflection 
and action should be an integrated part of this process to secure the sustainability of 
the interventions and work-related changes. As a responsible unit and generators of 
ideas in a development process, the collective can contribute more to the process 
than any individual alone (Kompier et al., 1998).

The participants are provided with the opportunity to discuss and decide collec-
tively about the development and direction of the intervention (Hurrell & Murphy 
1996; Ipsen et al., 2010). A participatory approach is also a way to establish own-
ership and secure a sustainable intervention and change (Kompier et  al., 2000). 
Finally, both employees and managers have the opportunity to affect the interven-

tion’s content (Greene, 1997).

Managers and employees participate in separate workshops. Participation in 

two separate workshops has three purposes. First, this approach can help clarify the 

differences in perceptions of work that exist among employees and managers; sec-

ond, it secures a sense of ownership and commitment to the present intervention; 

and third, it reduces the risk that power differences inhibit the employees from 

voicing their views. However, if the employees and their managers participate 

in the same workshop, additional work is required when it comes to sharing and 

discussing the outcomes of the workshop and creating implementation initiatives 

based on these discussions.

Priority issues: Daily tasks and work-related matters

Primary stress management interventions that aim at improving stress-related work-

ing conditions are the most efficient method to prevent work-related stress (Hurrell 

& Murphy, 1996; Murphy, 1988). According to Rosskam (2009), improving 
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working conditions takes place in a wider organizational context of worker and 
management relations. Applying a work systems perspective increases the likeli-
hood that the intervention-induced changes become embedded in daily practices 
and tasks (Rosskam, 2009).

This principle ensures that the intervention’s participants develop tailor-made 
intervention activities that address the organizational sources of stress. Therefore, 
priority should be given to better understanding the daily processes, management, 
and organization of work where the problems occur. It should be emphasized that 
the cause–effect analyses should focus on the daily tasks because these are of the 

most importance to the employees. Thus, the Fishbone workshop explores and 

identifies work-related issues that target the organizational sources of employee 

well-being. Consequently, the intervention also improves the likelihood of organi-

zational fit (Nielsen & Randall, 2015).

Dual focus on enthusiasm and stress

The third principle states it is important to explore participants’ perceptions of 

the causes of both enthusiasm and stress. The reasoning is that the same factors 

may both influence employee well-being and enthusiasm while inducing stress. 

Theoretically, increasing employees’ influence should reduce the risk of stress, 

but it may also increase their workloads, which increases the risk of stress. Social 

interaction increases the likelihood of social support but may also increase social 

complexity, role conflict, and more. A dual focus increases the likelihood that 

workshop participants grasp the complexity of work processes and how these pro-

cesses relate to both positive and negative outcomes.

It is advantageous to start with the positive aspects of the work and workplace 

because people who experience positive feelings are more likely to share their 

perspective. By sharing the participants be able to gain an overview of the relation-

ships and the larger picture (Fredrickson, 1998). This increases the chances that the 

Fishbone analysis of the negative effects of workplace processes becomes honest, 

elaborate, and constructive. The explication and sharing of participants’ knowledge 

can then be used to develop, implement, and continuously evaluate preventive 

organizational changes, forming the basis for adjustments.

A shared forum for the explication of work-related issues

A shared forum provides a means with which to gain access to the knowledge and 

experiences of all relevant parties and groups in the organization (Nonaka et al., 

2002). This principle ensures that individual knowledge becomes explicated and 

shared through a formalized participatory process of collective reflection structured 

by the rules of the Fishbone method. The combination of knowledge from the 

participants forms the basis for the formulation of organizational change initiatives. 

The sharing of knowledge among all participants, employees, and managers alike 

subsequently supports the implementation process.
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This principle is inspired by Ipsen and Jensen (2012), who show that knowl-
edge of work-related issues and possible solutions exist within most work settings, 
in particular in knowledge-intensive work. However, these experiences and 
ideas are rarely shared, so they cannot inform the development of organizational 
interventions and stress-preventing activities. In addition, knowledge-intensive 
organizations often lack collective systematic reflection and development in rela-
tion to the prevention of work-related stress (Ipsen & Jensen 2012).

There is, therefore, a need for collective reflections that can facilitate the 
explication of knowledge in the externalization process. Based on the work 
of Nonaka et al. (2002) and Argyris and Schön (1996), Ipsen & Jensen (2012) 
suggest that collective reflections can be developed as an organizational frame-
work. By combining the explication of knowledge and a collective learning 
process (Argyris & Schön, 1996), managers and employees can explicate the 
factors that affect their work experiences. The process also supports the develop-

ment of solutions (Ipsen & Jensen, 2012) and a local, collective understanding 

of workplace-related problems and their causes. Such reflection should focus 

on daily practices and tasks and involve the affected employees and managers  

(see principle 2).

Acknowledgement of all participants’ experiences,  
perceptions, and opinions

To make knowledge sharing possible, the method needs to include a final 

acknowledgement of all the participants’ experiences and opinions. This prin-

ciple may be difficult in organizations where power imbalances, mistrust, and 

cynicism toward the organization and its leaders affect social relations. Therefore, 

the method needs a structuring principle that ensures that all participants’ views 

will be heard and receive a natural “place” in the analyses. This may be achieved 

by taking turns, having the process facilitated in a way that all views are reflected 

in the Fishbone diagrams and ensuring representation of all the participants’ 

views, for example, by taking turns and having notations showing that particular 

statements are not shared.

Content: Procedures

The purpose of the Fishbone workshop is to map and target organizational sources 

of employee well-being in a structured process where both managers and employ-

ees participate – either in the same or in separate workshops. In this chapter, we 

describe only the case where workshops are conducted separately. Each work-

shop explores and identifies work-related issues, and each workshop produces two 

Fishbone diagrams: one for enthusiasm and one for stress. The workshop process is 

applicable to all types of workplaces, and the size of the enterprise does not matter. 

The workshops should be conducted at the department or unit level.
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Prior to a workshop: Issues to consider

In two Fishbone workshops, employees and managers explore their work and 
workplace, respectively (Ipsen and Andersen, 2013; Sørensen and Holman, 2014).

Prior to the workshops, a workshop leader must be appointed – one for each 
workshop. A workshop leader can be an employee, an human resources (HR) 
consultant, occupational health and safety (OHS) organization member, someone 
from another department, or someone from outside the workplace (such as a con-
sultant or researcher). The primary selection criteria for the workshop leaders are 
the following: (1) experience in conducting workshops and (2) ability to earn the 
participants’ respect. When appointed, the manager and workshop leader invite 
and inform all participants about the upcoming workshop. Ideally, all employees in 
a department should participate, but this may not always be possible.

Each workshop leader brings wallpaper, sticky notes, pens, and paper to the 
workshop. For each workshop, the leader draws Fishbone diagrams on two pieces 
of paper, one diagram for enthusiasm and one for stress. We recommend a mini-
mum of 8 employees and a maximum of 16 participants in each workshop. The 
duration of each workshop is between 20 and 60 minutes, depending on the number 
of participants.

During each workshop

The managers and the workshop leaders should welcome the participants and intro-
duce the purpose of the workshop. When the managers leave to conduct their own 
Fishbone workshop in another room, the employee Fishbone workshop starts. First, the 
employees answer the following question: “What creates enthusiasm in your work?” 
Then, they should write each reason as a statement on a sticky note. Each participant 
can write two to three statements, thus producing two to three sticky notes. When 
everyone has created their notes, each participant individually presents his or her sticky 
notes to the rest of the participants and places each note on the Fishbone diagram. 
Because each side bone of the diagram should end up representing an area that leads 
to enthusiasm or stress, the first participants will place their notes on a blank diagram. 
Examples of themes are “good colleagues,” “challenging tasks,” “work variation,” or 
“visible leadership.” When all side bones have received a note, the subsequent partici-
pants typically have statements that cover a similar theme. Otherwise, the workshop 
draws a new side bone. In cases where there are similarities between statements, the 
sticky notes are clustered on the same side bone of the Fishbone diagram.

In close dialogue with the participants, the workshop leader facilitates the work-
shop and supports the placement of the sticky notes. When posting a note, each 
person reads the note aloud and comments on it, if necessary. The workshop leader 
may ask clarifying questions regarding what each note means. Additional notes may 
be written at this stage if the explanation includes a causal relation, for example, 
“visible leaders help to solve conflicts at work.” It is important that the statements 
focus on experiences related to the work and working conditions. Gradually, the 
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participants fill out the Fishbone diagram, and when all notes are posted, an image 
emerges of the factors that the participants perceive as creating enthusiasm. Second, 
the participants follow a similar procedure and write statements for the following 
the question: “What creates stress in your work?” Then, they place their answers 
on the second Fishbone diagram labelled “Stress.” A corresponding workshop is 
carried out among the line and project managers. However, in this case, the focus 
is not on their own working conditions, but rather on the employees’ working 
conditions. In this workshop, the managers first answer the following question: 
“What do you think creates enthusiasm for your employees?” They then place 
their statements on a Fishbone diagram. Subsequently, they answer the follow-
ing question: “What do you think causes stress for your employees?” These two 
Fishbone diagrams illustrate the managers’ perceptions of what they believe creates 
enthusiasm and causes stress in their employees’ daily work environment.

At the end of the workshop

The explorative phase is followed by ordering the statements, which clusters the 
statements into themes. Each thematic cluster expresses a certain theme. With the 
help of the workshop leader, the participants discuss which thematic heading each 
side bone resembles. In this process, the sticky notes may be rearranged to align 
with the individual sticky notes and thematic headlines. The aim of this part of the 
workshop is to induce the participants in creating meaning from the data and to 
identify relations between the expressed conditions.

Together, the two Fishbone diagrams illustrate numerous themes that the par-
ticipants have expressed. The subsequent clustering forms the starting point for 
defining organizational intervention activities. In practice, each workshop creates 
(1) a visual overview, that is, themes of the participants’ perceptions of the working 
conditions that engage and stress employees, and (2) insight into how one’s col-
leagues experience work and workplace processes.

Practical experiences and outcomes

The Fishbone workshop was studied in two large intervention projects: 
“Knowledge Work and Stress” (Ipsen et al., 2010; Sørensen & Holman, 2010) and 
“Productivity and Well-Being” (Ipsen et al., 2015). In both projects, the Fishbone 
workshops involved both managers and employees in the development of organi-
zational interventions and initiatives with the purpose of increasing employee 
well-being. The projects included a detailed registration of the outcomes and of 
the initiatives that were formulated based on the input from the workshops.

In total, the researchers conducted 26 workshops (14 + 12) in the two afore-
mentioned intervention projects. The participants generated 52 Fishbone diagrams 
(28 + 24) and up to 15 intervention initiatives for each workplace, of which a 
large majority of the initiatives were implemented during the intervention period. 
Both research projects combined quantitative and qualitative techniques to docu-
ment and evaluate the results of the interventions. The process evaluations used 
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a combination of observation and semi-structured interviews to gain knowledge 
of any implementation issues. All diagrams were documented electronically and 
transcribed and coded selected interviews for the analyses. These analyses were con-
ducted and shared with the workplaces after the interventions had been completed. 
In the following section, we outline the results from one Fishbone workshop that 
was conducted in a small Danish IT software development company (Table 1.1).

What creates enthusiasm?

During the first step of the workshop, the participating employees answered the 
following question: “What creates enthusiasm in your work?” Figure 1.1 illustrates 
the final Fishbone, including all the employees’ statements. After a few minutes of 
reflection, the participants went to the Fishbone diagram to present what they had 
written on their green sticky notes and added a few comments for others to under-
stand their statement. Each note was then placed on the Fishbone where it made 
sense to that person. If existing statements resonated with the new statement, the 
note was placed in association with the existing or in conjunction with it on one 
of the side bones. When all the employees had posted their statements, the first part 
of the Fishbone workshop was complete. Figure 1.1 illustrates the final Fishbone, 
where each statement on the side bones represents the employees’ perceptions of 
workplace factors that create enthusiasm.

TABLE 1.1 Fishbone example: Overview of case company

IT – Software development company

Total number of employees 31
Number of participating departments

 • Development
 • Support

 2

Number of participating employees 31

Enthusiasm

Problem solving
with colleagues

Helping each other

Cooperation when
solving a problem or
conduct a task

Team work Technical challenges

Interesting
technical work

Solving a complex
problem

Technical
Challenges

Interesting projects
in other countries

New interesting
tasks

Flexibility

Flexible working
hours

Working from home

Work Hours

Learning new stuff

The positive way
of talking

Make the customers
happy

Appreciation of efforts

Enough time to do a good job

Only work on few things
at the same time

Design the needed solution 
That are used by the customer

Self pacing
No managers stress

Make something that works

When stuff finally works

Satisfaction of 
solving/completing a task When the job is

done successfully

No managers

Self pacing

Our Danish colleagues

Good Colleagues

Great colleagues
Co-operation and

social clubs

Fun colleaguesEasy to approach
colleagues and learn

from them

Team work and spirit

A flexible working
environment

FIGURE 1.1 Employee Fishbone: Experienced enthusiasm related to work
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What creates stress and strain?

In the next step, the employees answered the question “What creates stress in 
your work?” and placed their answers on the stress Fishbone diagram using pink 
sticky notes. The process was like the first step, and Figure 1.2 illustrates the final 
Fishbone.

When the second Fishbone diagram was completed, the workshop leader placed 
the two diagrams on the wall next to each other. Together, the two diagrams illus-
trated the participants’ shared experiences.

Grouping themes

When the employees had shared their experiences and posted their statements, 
each side bone formed a cluster of similar statements. Together with the facilitator, 
two employees went through each side bone and formulated themes correspond-
ing to the content of each side bone. Meanwhile, the other participants took 
a break. Figures 2.3 and 2.4 show the final Fishbone diagrams, including the 
identified themes.

When the participants compared the diagrams, they merged and listed the 
themes (see Table 1.2).

Subsequently, the participants proceeded to a new phase where they devel-
oped intervention changes based on the themes. First, the participants prioritized 
the themes according to the theme’s perceived importance. Second, they gener-
ated initiatives to decrease stress and increase enthusiasm. This phase built on the 
knowledge generated in the diagrams by looking for mechanisms that engage the 

Stress
and

strain

Too many tasks
going on at the

same time

Rapid priority/focus 
switching

Fire-fighting

Slow IT
environment –
holds on back
on progress

Being pulled in
different

Directions all the time

No time to get jobs
completed

When the focus is to
deliver it

Prevents you from 
enjoying the project

Insecurity
about 

the future of
the company

Work being
done seems
redundants

Unclear
objectives =
wasted effort

One man
project

One man
team

Bad Attitude

Task
switching – often

Multi-tasking

Negativity and
complaints

Bad Attitude

Misunderstanding
of complex

Solutions resulting
in bad attitude

Impossible
deadlines

No plans

Tedious
tasks

Tedious
to look for

information

Negative
working

Culture from
other

Company
offices

Incompetence

The
physical

environment
Heat

and noise
Managers in 

other countries

Absent
management

Bad inter-office 
communications

Bad
management

Too bad
management

Too many useless
management meeting

Not getting 100%
done

No acceptance
for your job

Project focus –
difficult to 

Assemble project team

FIGURE 1.2 Employee Fishbone: Experienced stress and strain related to work
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Enthusiasm

Problem solving
with colleagues

Helping each other

Cooperation when
solving a problem or

conduct a task

Team work

Flexibility

Flexible working hours

Working from home

Work Hours

The positive
way of
talking

Make the customers
happy

Appreciation of efforts

Enough time to do a
good job

Only work on few things
at the same time

Design the needed solution 
That are used by

the customer

Self pacing

No managers stress

Make something that works

When stuff finally works

Satisfaction of 
solving/completing a task When the job is done

succesfully

No managers

Self pacing

Freedom
Time to do

the tasks

Meaning and

recognition

Good

colleagues
Team work Flexibility

Interesting
technical work

Technical challenges

Solving a complex
problem

Technical
Challenges

Interesting projects in
other countries

New interesting tasks

Learning new stuff

Challenges

Easy to
approach
colleagues
and learn

from them

Fun colleagues

Great colleagues
co-operation and

social clubs

Good Colleagues

Our Danish
colleagues

A flexible working
environment

Team work and spirit

FIGURE 1.3  Employee Fishbone: Employee experienced enthusiasm, including 
themes on side bones

Stress and
strain

Meaningless tasks Lack of recognition

Loneliness Communication

Lack of time Project management

No plans Tedious tasks Bad management

Bad management II

The work
environment

Negative culture

Insecurity

Bad
inter-office

communications

Managers in other countries

Incompetence

No plans

Tedious
tasks

Too many
useless

management
meeting

Bad management

Absent management

The physical
environment

Heat and
noise

Negative
working

culture from
other

Company offices

Insecurity
about the

future of the
company

Work being done
seems redundants

Unclear objectives =
wasted effort

One man
project

One man
team

No
acceptance
for your job

Task
switching-often

Multi-tasking

Negativity and
complaints

Bad Attitude

Bad Attitude

Misunderstanding
of complex

Solutions resulting
in bad attitude

Impossible
deadliness

Too many tasks going
on at the same time

Rapid priority/focus
switching

Project focus –
difficult to
Assemble

project team

Slow IT environment –
holds on back
on progress

Being pulled
in different

Directions all the time

No time to get jobs
completed

When the focus is to
deliver it

Prevents you from
enjoying the project

Fire-fighting

Not getting 100% done

Tedious to look
for information

Too bad management

FIGURE 1.4  Employee Fishbone: Employee experienced stress and strain, including 
themes on side bones

employees or generate stress, as indicated by the statements on the sticky notes and 
themes. When changes are suggested and discussed, they can be “tested” in the 
diagrams, meaning that the workplace actors can discuss whether they are likely 
to increase engagement and decrease stress given the causal relations stipulated  
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TABLE 1.2 Grouped themes from side bones from stress and strain Fishbone

Themes from enthusiasm Fishbone Themes from stress Fishbone

Challenge
Flexibility
Recognition and feedback Lack of feedback
Time to do the tasks Lack of time
Freedom
Good colleagues
Team work
Work environment Work environment
International collaboration International collaboration and communication
Project management Project management

Loneliness
Bad management
Communication

TABLE 1.3  Total list of initiatives supporting the two changes as described by the 
participants

Improved project management More recognition and feedback

 • Status – team meetings  weekly project 
meetings

 • Definition of project content
 • Status of projects  whiteboard overview
 • Technical insight
 • Kick-off meetings

 • Requirements  project checklist and 

project plans

 • Right people for the job

 • Quality

 • Visions

 • Salary

 • Appraisals

 • Sales feedback

 • Manager feedback

 • Customer feedback

 • Team – peers feedback  info 

about how to give feedback

 • Repeated troubleshooting

in the diagram. In this case, the participants identified the following changes:  

(1) improved project management and (2) more recognition and feedback.

The participants identified several initiatives. Ideas that could lead to improved 

project management were the following: “Weekly project status meetings,” 

“Refinement of project checklist,” and “Creation of project plans.” Table 1.3 

presents the full list of supporting initiatives.

Evaluation and discussion

The case illustrates how the Fishbone workshop gives workplace participants an 

opportunity to express their views of the central work processes that engage them 

and the processes that may lead to stress. The structure of the workshops makes it 

possible for the participants to explicate their knowledge in a structured process. 
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Our observations show that the Fishbone workshop creates an opportunity for the 
participants to establish a collective reflection about work and work-related expe-
riences, transforming their knowledge into collective organizational interventions 
and activities. Our observations from other workplaces participating in the research 
projects support this conclusion. The process of generating the Fishbone diagram 
creates a framework for structuring a joint knowledge-sharing process.

The two questions about enthusiasm and stress narrow the inquiry to focus on 
the details and observable characteristics of the work and work-related experiences. 
Overall, the method makes abstract ideas more concrete by qualifying them (Gray 
et al., 2010). In principle, the Fishbone method can use any question. The themes 
included in this chapter illustrate that the Fishbone method facilitates the genera-
tion of themes that relate to both the workplace’s tasks and performance, but also 
the employees’ well-being. A crucial point is that the themes were not “imposed” 
on the participants by external experts, but rather, the themes expressed the par-
ticipants’ own perceptions of workplace task processes. The self-generated themes, 
including a joint focus on workplace tasks, performance, and employee well-being, 
support a sustainable intervention process.

However, the probability of the implementation leading to the desired out-
comes is not better than the quality of the local program theories that the diagrams 
represent. However, if a successful implementation does not lead to the desired 
results, the workplace participants (and the researchers) have a chance to reflect on 
their perceptions and evaluate whether the lack of results are because of faults in 
the understanding of the workplace’s mechanisms or whether the proposed initia-
tives were insufficient under the given circumstances.

The generation of Fishbone diagrams by placing and rearranging sticky notes 

creates shared artifacts that serve as a common reference for the participants. The 

processes create a visual space, allowing the participants to generate nodes (by writ-

ing the sticky notes) and themes by linking them on each side bone of the Fishbone 

diagram (by placing the sticky notes). The co-creation process forms the basis 

of transforming experiences into solutions and obtaining an understanding of the 

work-related causes by generating themes of causal mechanisms (by rearranging 

the sticky notes). The outcome illustrates a local program theory. That is, the 

diagram resembles a mind map where the nodes are linked under themes and 

represented by different side bones; but it is crucially different from brainstorming 

because the side bones indicate a causal relation. Thereby, it forces the participants 

to think more rigidly about the outcomes. The Fishbone diagram also resembles a 

flow chart, but it is different because concrete occurrences and choices do not have 

to be placed in a strict sequence, making it easier for the participants to represent 

abstract causal relations.

The Fishbone workshop as a research tool

As a research tool, the Fishbone workshop makes it possible to collect primary 

data about the participants’ perceptions of the workplace and create intervention  
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initiatives that the participants perceive as important and relevant, hence strengthening 
the level of implementation support. The Fishbone diagrams and the initiatives 
illustrate that it is not only possible to generate initiatives that are relevant for the 
local workplace participants, but also that the diagrams provide the researcher, 
workshop leader, or consultant with vital information about the reasoning behind 
the initiatives. Combined with state-of-the-art process evaluation knowledge, 
these insights into how local participants perceive their workplace makes it possi-
ble to create better intervention evaluation designs that are tailored to the specific 
interventions.

Our findings indicate that in future studies, researchers can develop measures 
that relate directly to the local program theories, which make it possible to find 
indicators of what factors may lead to implementation success. Program failure 
is also easier to evaluate because the Fishbone diagram is the first step toward an 
explication of a shared program theory. However, the quality of that program 
theory rests heavily on the shared assumptions and understandings of the workplace 
mechanisms among the employees and managers participating in the workshops.

The Fishbone workshop as a practitioner tool

Practitioners can also use the workshop. However, there are a number of pitfalls 
related to conducting such workshops, including fundamental principles of cau-
sality, actors’ knowledge and understanding of mechanisms, and how different 

conceptions of causality and mechanisms in different domains (technical, social, 

and political) can be depicted and represented in the Fishbone diagrams. We will 

mention three prominent issues: the facilitator, organizational issues, and the dia-

gramming technique.

First, the role of the workshop leader is important because the method requires 

that all participants get an opportunity to express their opinion. Turn-taking in 

presenting statements is the mechanism that ensures this, but it is also important 

that the facilitator urges the participants to attach a small narrative to the statements 

to make the importance of the statement and the causal relation understandable for 

the other participants. Second, other organizational issues may affect the Fishbone 

workshop. Typical issues are related to organizational power and mutual trust that 

affect the relations between management and employees. Trust issues will natu-

rally curb the openness of the participants, thereby impeding knowledge sharing. 

Other organizational issues that influence workshop outcomes are a general lack of 

resources, which may affect how much time can be devoted to the workshops, and 

management support to the organizational intervention and initiatives. Third, the 

diagramming technique is important because when the side bones in the Fishbone 

diagrams are converted into themes, the focus should be on making the side bones 

represent a problem or factors that cause the outcome, not a specific person (e.g., 

a manager or colleague) or an unspecific cluster of behaviors (e.g., bad manage-

ment). The side bone themes need to be sufficiently specific as to indicate avenues 

for change initiatives.
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Conclusion

The implications of our studies are threefold: the workplace participants gain 
insight into work-related issues that create enthusiasm and stress; the participants 
get an understanding of the different situations and perceptions of the work and 

work-related issues; and managers and employees gain insight into differences in 

understanding work conditions that create enthusiasm and stress at work. From 

a research perspective, the Fishbone workshop targets the work with the aim of 

reducing the stressors, so by identifying the work-related issues, the workshop 

strengthens the link between the current situation at the workplace and the inter-

vention’s initiatives (organizational fit). Therefore, our research projects indicate 

that the Fishbone workshop establishes a collective and systematic space for reflec-

tion in which both managers and employees can participate to develop solutions 

for workplace issues, thus transforming initial problem identification into interven-

tion initiatives. From the identification of work-related and workplace stressors, 

managers and employees can then initiate changes in the organizational structure, 

functions, roles, and tasks.
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2
GETTING EVERYONE ON  
THE SAME PAGE

Cocreated program logic (COP)

Ulrica von Thiele Schwarz, Anne Richter  
and Henna Hasson

Aim and justification for the cocreated program logic

In order to design, implement, and evaluate organizational interventions, theories 
of change are needed – that is, theories that outline why a certain intervention 
activity would be expected to have an effect on a specific distal outcome (Blamey 

& Mackenzie, 2007). Yet, overall, these types of theories are seldom used in 

organizational interventions (Biron & Karanika-Murray, 2013; Nielsen, 2013). 

This stands in contrast to the abundance of theories like the job demand resources 

(JDR) model and the effort reward imbalance model (e.g., Demerouti et  al., 

2001; Siegrist, 1996), which link exposure to factors in the work environment to 

employee health and well-being outcomes (Kristensen, 2005) and therefore may 

guide the content of an intervention. The idea of occupational health interventions 

is generally to improve employee health and well-being through an intervention 

that decreases exposure to demands and/or increases employees’ resources. Thus, 

theories such as the JDR model are helpful in establishing the connection between 

change in job demands and resources and employee well-being. Yet, they are not 

helpful for linking the intervention to the change in job demands and resources. 

This is what theories of change are for.

Whereas efforts to develop and apply social, organizational, and psychologi-

cal theories to illuminate how organizational intervention is brought about (e.g., 

Nielsen et al., 2014) are ongoing, the field of evaluation has a long tradition of 

using program logic for the same objective. Program logic, also known as program 

theory or logic models, outlines how an intervention, through its specific interven-

tion activities, is related to a chain of outcomes, from the most proximal ones to 

more distal ones. This links the design and the implementation of an intervention 

to its evaluation, and thereby, makes the theory of change more explicit (Olsen 

et al., 2012; Rogers, 2008).
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Program logic has often been constructed by interventionist (i.e., interven-
tion developers such as consultants or researchers) (Saunders et al., 2005). Here, 
we propose a cocreation process involving multiple organizational stakeholders 
in addition to researchers and consultants. The program logic is then used as a 
guiding framework that runs through the creation of the intervention, its imple-
mentation, and evaluation. In the business field, the concept of cocreation was 
presented by Prahalad and Ramaswamy (2000), and has spread since. Cocreation 
is one of several terms (e.g., codesign, coproduction, cocare, etc.) stressing that 
design, implementation, and evaluation needs to be a joint venture of the research-
ers and the organization. Formally, cocreation is an interconnected, recursive set 
of interactions between stakeholders (e.g., managers, employees, researchers, and 
consultants; Payne et al., 2008; Prahalad & Ramaswamy, 2000). Instead of organi-
zations being passive recipients of services and products (“value”), they are engaged 
in cocreating value, building on their unique perspective and knowledge (Payne 
et al., 2008). Thus, the cocreation process is a way to ensure that the intervention 
process is truly participatory.

A participatory approach is far from new in the context of organizational inter-
ventions; on the contrary, it is the recommended approach (Lamontagne et  al.; 
Nielsen, 2013; Nielsen & Randall, 2012). It is well known that managers and 
employees are not passive recipients of an intervention, rather they are and should be 
actively engaged in shaping the intervention (Nielsen, 2013). Thus, an organizational 
intervention is not something researchers or consultants can design and implement, 
but something the organization and its members are, to varying degrees, active in  
designing and carrying out (McVicar et al., 2013; Nielsen & Miraglia, 2017).

In a participatory approach, actors with different kinds of knowledge, skills, and 

perspectives are welcomed to the table. In essence, this process ensures that the 

need to integrate theoretical and practical knowledge is met. The challenge, then, 

is to make sure the differences converge and that all stakeholders contribute to 

creating an intervention that will lead to the target outcomes and that provides the 

best possible match between the different knowledge sources. This includes what 

is known from research, as well as knowledge about the specific organization, from 

different sources within the organization. But how do you do this?

This chapter outlines a structured process – the cocreated program logic (COP) 

process – for how organizational stakeholders can be engaged in defining inter-

vention goals and activities and thus forming the program logic together with 

interventionists (researchers or consultants). The program logic can then be used 

to guide the evaluation of the organizational intervention. In this chapter, will also 

present how COP can be used in two different ways: (1) to inform the evalua-

tion of an intervention where the intervention activities are preset, and (2) to, in 

addition to informing the evaluation of the intervention, also design intervention 

activities. Three objectives form the background for this approach: the necessity 

of a cocreation process in participatory approaches, the need for program logic to 

guide the design, implementation, and evaluation of organizational interventions, 

and the need to link the two together in a structured way.
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Cocreation to establish ownership and utilization of  
best available knowledge

As interventions have moved from focusing on changing individual health 
behaviors to target organizational and multilevel structures, the importance of 
engaging stakeholders across the organization has become evident. This engage-
ment includes having employees and managers across the organization participate 
in change efforts to create a sense of ownership in the organization for the change 

process. In this sense, organizational interventions are less of a time-limited, exter-

nally induced project and more of an ongoing, continual improvement effort that 

is more closely linked to daily operations. As such, any organizational intervention 

needs to be aligned with organizational visions, goals, and objectives (i.e., verti-

cal alignment) as well as fitting with daily operations (i.e., horizontal alignment; 

von Thiele Schwarz & Hasson, 2013). Thus, the intervention needs to provide a 

so-called philosophical fit (with the organization’s vision and goals) and a practical 

fit (that is, be possible to do in consideration of possibilities and constraints in the 

organization; Moore et al., 2013).

The need for alignment and fit means that many stakeholders need to be 

involved in the design, implementation, and evaluation of organizational inter-

ventions. Stakeholders who bring unique perspectives and sources of knowledge 

about the organization include employees, line and senior managers, researchers, 

occupational health specialists, human resources specialists, change agents (e.g., 

employees with certain areas of responsibility such as safety champions), and/or 

consultants. Employees need to be involved since they are instrumental in bringing 

about change. Line managers are known to be able to make or break an interven-

tion, but given their role in a hierarchical organization, they are in turn dependent 

on senior managers, who provide (or do not provide) recourses for line managers 

and employees (Hasson et al., 2014). They also bring a wider perspective on how 

an intervention relates to the overall strategies and objectives of the organization. 

Then there are specialists on the relationship between work factors and employee 

health outcomes, as well as specialists on change and evaluation. This can include 

people such as a human resources specialists, consultants, and researchers. Combined, 

these stakeholders bring theoretical and practical knowledge that is essential for 

making sure that each organizational interventions builds on the best available 

evidence from a wide range of sources (that is, not only research evidence). To 

achieve a unified and coordinated change effort, all these knowledge sources and 

perspectives need to be brought together in planning and designing interventions. 

This includes agreeing on the objectives for the intervention, as well as a joint 

understanding of which activities will most likely bring about the desired change.

Yet, few concrete suggestions and tools exist for how these kinds of processes 

can be realized in practice. For example, the interactions between researchers 

and the organization and its employees have not been particularly well defined 

in previous research – it may be everything from the organization or the employ-

ees simply accepting the intervention, to the organization and/or the employees 
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having complete ownership of the change process (Kristensen, 2005). Similarly, 
participation may be direct or through representatives. The optimal level of par-
ticipation is likely to differ between different organizations – one solution that 

fits to all organizations and interventions does not exist. For example, solutions 

may differ between interventions that the organization voluntarily commits to and 

interventions that are launched in response to external demands from changes in 

legislation or national guidelines, or between initiatives that comes from senior 

management and employee-driven changes. Thus, a tool is needed that is flexible 

enough to encompass different types of change processes, yet structured enough 

to provide a clear step-by-step guide for how participation throughout the design, 

implementation, and evaluation of organizational interventions can be achieved. 

Following this, the tool that we present is a suggestion on how a cocreation process 

can be set up and how it can look in practice.

Program logic: Outlining intervention components  
and target outcomes

The outcomes resulting from an organizational intervention generally develop as 

a chain of effects (Nielsen & Simonsen Abildgaard, 2013; von Thiele Schwarz 

et  al., 2016) linking the components of the intervention to the outcome. For 

example, taking active part in an intervention (exposure and other implementa-

tion outcomes) aimed at redesigning how work is done (expressed in behavioral 

outcome) may lead to increased job autonomy and improved job clarity (interme-

diate outcome such as improved psychosocial work environment), which in turn 

increases job satisfaction and work engagement (distal outcomes such as employee 

well-being). That, in turn, may for example decrease turnover (end outcome such 

as organizational outcome). That is, each different outcome logically follows the 

previous one. This chain represents the program logic. It outlines the logic series 

of steps that are necessary for a chain of outcomes to be achieved.

The program logic, thus, outlines how the intervention is linked to the out-

comes. This involves clarifying the core components of the intervention and the 

expected consequences of those components. Core components are the activities 

that are essential for the intervention to achieve its outcomes in that without them, 

the intervention will be less effective (or ineffective) (Fixsen et al., 2005). One can 

use multiple ways of outlining the core components. Outlines can be based on 

experience, previous empirical research of effective interventions, or theory. As 

described above, occupational health theories are helpful for guiding which and 

how outcomes (such as psychosocial work environment and employee health and 

well-being outcomes) are related; that is, the later stages of the program logic. For 

the earlier stages, other theories can be useful, including theories explaining behav-

ioral change; for example, social learning theory and theory of planned behavior 

(e.g., Ajzen, 1991; Thomas et al., 2014) and theories explaining learning; that is, 

pedagogical theories such as constructive alignment (Biggs, 1996) and Vygotsky’s 

zone of proximal development (Chaiklin, 2003).
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By outlining how outcomes are expected to unfold, program logic also provides 
a framework for evaluation. As different effects follow on previous ones, this sug-

gests when assessment of the different outcomes (i.e., what to assess) should be done 

in order to capture the effects. More so, the program logic can be viewed as an 

outline of the hypotheses for how the intervention will have its effect on outcomes. 

Having an a priori-specified model for the intervention is particularly important 

for organizational interventions that are not easily evaluated with randomized and 

controlled designs, and that aim to improve distal, multifactorial outcomes such as 

improvements in health (Kristensen, 2005). When outcomes are distal and multi-

factorial, it is difficult to link the changes or the lack of changes to the intervention. 

Thus, outlining and assessing more proximal, intermediate outcomes may allow 

the footprints of the intervention to be captured. In these circumstances, which are 

common for organizational interventions, the program logic provides an explicit 

and prospective way of studying the relationships between variables.

Getting everyone on the same page: Backward-moving 
program logic

Program logic can be developed in many different ways. Traditionally, the process 

involves starting with a predefined intervention where the core components are 

more or less known (e.g., stress management programs, mindfulness trainings, and 

leadership trainings). The intermediate and increasingly distal outcomes are then 

outlined in sequential order (Saunders et al., 2005). In contrast, the starting point in 

COP is at the outcomes: what goals are to be achieved? The logic is that in organi-

zational interventions, achieving the outcome is more central than implementing a 

specific intervention. This approach is similar to that used in quality improvement 

research (Reed et al., 2014).

The backward-moving program logic is in line with the dynamic integrated 

evaluation model (DIEM; von Thiele Schwarz et al., 2016). This is an evaluation 

model for interventions that are dynamic (i.e., changing over time) and integrated 

(i.e., piggybacks on existing processes and structures in the organization) (von Thiele 

Schwarz et al., 2016). DIEM covers the intervention design, its implementation, fur-

ther improvements of the intervention, and evaluation. The first four steps in DIEM 

cover the design phase, including decisions on objectives and target outcomes. COP 

can be used as a practical tool in these steps to define the intervention goals and 

intervention activities. After arriving at an intervention prototype (i.e., what activi-

ties we think are suitable), that is, the best current idea about how the intervention 

will look in the current context, the following DIEM-steps (five to eight) cover 

the implementation of the prototype and the potential revisions to it. These steps 

involve the continuous evaluation of how the intervention works in practice using 

data as a basis for potential revisions. Furthermore, evaluation involves the measure-

ment of the intermediate and distal outcomes. COP is also a tool to define what 

type of outcomes should be measured and what are the optimal time points for these 

measurements. Thus, COP is central to several phases of an intervention.
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Potential advantages of COP

Although it is possible for an interventionist or researcher to develop a program 
logic without involving other stakeholders, one of COP’s defining features is that 
the program logic is cocreated amongst the group of stakeholders. This has a num-
ber of advantages.

First, cocreating the program logic may help get everyone on the same page, 
that is, to form a common understanding (a shared mental model) of the inter-
vention (Nielsen & Randall, 2013). This decreases the risk of friction once the 
intervention is implemented. It may also decrease the risk of perceptual distance 
between stakeholders, that is, that different actors have different ideas and expec-

tations about the intervention, its aim, goals, and needs (Hasson et al., 2016). As 

perceptual distance has been suggested to have a negative impact on the implemen-

tation of interventions as well as their outcome, decreasing perceptual distances 

concerning the intervention upfront may promote the successful implementation 

of the intervention (Hasson et al., 2016).

Second, cocreating the program logic may help build commitment and engage-

ment. The necessity of having people across the organization on board is well 

known. By inviting those who will have opinions about the intervention, and 

allowing them to be able to influence whether it is implemented or not, a cocreated 

program logic means that those who can make or break the intervention will have 

invested time and intellectual capital in the development of it. This may increase 

the likelihood that they will assume ownership over the intervention as it unfolds.

Third, the program logic is likely to be more accurate if people with different 

knowledge sources and viewpoints have been involved in cocreating it. Having 

access to different knowledge sources (e.g., both theoretical knowledge about the 

intervention and practical knowledge about how things works in the organization) 

contributes to this.

Fourth, not only will the program logic be more feasible, the fit between the 

intervention and the setting where it is implemented is likely to be improved. 

The concept of intervention fit includes two interdependent dimensions: envi-

ronment-intervention fit and person-intervention fit (Randall & Nielsen, 2012). 

By cocreating a program logic, constraints and opportunities in the organizational 

environment that may affect the intervention can be made explicit and managed 

by matching the intervention components to the needs in the organization, and 

(if needed) intervention components can be added aiming at managing obstacles 

for change. The cocreated program logic along with the adapted intervention can 

improve the perceived appropriateness of the intervention in the current environ-

ment (von Thiele Schwarz et al., 2016). Similarly, for those individuals involved 

and for those groups of employees they represent, person-intervention fit may be 

improved since the participants are likely to ensure that the intervention benefits 

them and those whom they represent. With a cocreation process with multiple 

stakeholders involved, this increases the chance that multiple viewpoints and needs 

will be addressed.
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Lastly, by cocreating program logic the groundwork for the evaluability of the 
intervention is laid. The program logic forms a map that outlines what and when 
to evaluate and what data to collect. Since cocreating program logic helps establish 
a shared perception of the intervention activities and target outcomes as well as the 
mechanisms between them, those involved will understand the conclusions drawn 
from an evaluation, and thus, be more likely to embrace the findings (Blamey & 
Mackenzie, 2007; Leviton et al., 2010).

The COP process

The COP process builds on a structured methodology developed in higher edu-
cation called adaptive reflection (Savage, 2011). Adaptive reflection combines 
the pedagogical theories of constructive alignment (Biggs, 1996), Bloom’s tax-
onomy (Bloom et  al., 1956) and Kolb’s experiential learning process (Kolb, 
1984). In constructive alignment applied in higher education, the outcomes 
that students are intended to learn are the starting point, and learning activities 
are aligned with these outcomes. It is important to note that the learning out-
comes are expressed in active terms (e.g., describe, reflect, use, exemplify, etc.) 
that describe what performance is needed to achieve the outcomes. The active 
verb also indicates what kinds of learning activities are most suitable. For exam-
ple, if the learning outcome is to apply something (e.g., give feedback), then the 
learning activity should provide opportunities to practice giving feedback. Bloom’s 
taxonomy is a model covering a list of learning activities presented hierarchi-
cally, going from surface representations of learning (e.g., recognizing) through 
learning that reflects an increasingly greater ability to elaborate and use this  
knowledge (e.g., through describing, applying, analyzing, evaluating, and creating).

In the COP process, similar to adaptive reflection, the process of creating a con-
structive alignment between activities and outcomes is done with the stakeholders. 
They are led through a step-by-step process, outlined in Figure 2.1 (left-hand 
side). Figure 2.1 includes a description of the general steps as well as the ways the 
COP process was used in the two cases presented in this chapter, illustrating the 
flexibility of the tool.

The first step contains individual reflections over what it would look like if the 
outcomes of the intervention were achieved (see case descriptions for example). By 
reflecting individually at first, the benefits of having various perspectives is repre-
sented without risking anchoring effects and conformities, which regularly happen 

if one opinion is voiced before everyone has been able to contribute (Kahneman, 

2011). Also, by asking the participants to build on their own experiences and then 

reflect and elaborate on them, the idea is to trigger a process of experiential learn-

ing (Kolb, 1984). The thoughts are documented on Post-it notes. In the second 

step, the Post-it notes are compiled and the participants asked to sort them into 

meaningful categories – initially under silence. This is, again, to allow individual 

interpretation, to avoid premature compromises, and to avoid the influence of 

power structures that may cap the knowledge becoming available in the group 
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(Savage, 2011). In the third step, each category is named and a suitable active verb 
is identified, forming a full sentence describing the target outcome in active terms. 
To help with this process, a list of active verbs can be presented (e.g., compare, 
analyze, inform, or reflect). In the fourth step, intervention activities are listed 
through individual brainstorming and then matched to the target outcomes. The 
final step in COP is to brainstorm factors that could make or break the interven-
tion in this specific setting. This is also documented on Post-it notes individually.

Two cases of COP in action

In the following section, two cases illustrating how COP can be used in practice 
are described and discussed. First, a case where COP was used to create a common 
understanding of the objectives and to guide evaluation for a network-based learn-
ing model aiming to improve eHealth utility in a large health care organization is 
presented. The second case outlines how COP was used in a multilevel interven-
tion including a first-line manager training intervention and a supporting senior 
management intervention (see also Chapter 9 for details on the senior manage-
ment intervention). These cases are chosen to (a) outline how COP can be used 
to guide evaluation when the intervention is predefined (case 1) and (b) to inform 
the design of an intervention as well as guide its evaluation (case 2; see Figure 2.1, 
right-hand side). For each case, the contextual setting for the intervention and the 
background for the intervention are presented before explaining how COP was 
used. Then the results of the COP process are presented. We end each case by 
presenting some of the possibilities and limitations of using COP in the specific 
context of the case.

Step 1

Step 2

Step 3

Step 4

Step 5

What behaviours, skills, and attitudes do [the
target individual] in [our organization] need to

achieve [overall intended outcome ]?
Brainstorm, document on post-it notes

(individually) 

What clusters of outcomes to we intended this
intervention to lead to? Sort post-its into
meaningful categories (groups, in silence)

How can the target outcomes be described?
Name each category, add the appropriate active

verb so that a full sentence is formed (group)

Which activities are best suited for achieving
the intended outcome? List possible

intervention activities and document them on
post-its (individually). Compile them and

match the activities to the intended outcomes,
minding the active verb (group)

What contextual factors will make or break
this intervention? Brainstorm opportunities
and challenges that will make or break the

intervention in this specific context, document
on post-its (individually)

Case 1- Guiding evaluation

Step 5

Steps General COP Activity

Step 1     Step 1     Step 1

Step 3

Step 1 Step 1Step 1

Step 4

Step 5

Case 2- Designing intervention
and guiding evaluation

Step 2 Step 2 Step 2

Step 3 Step 3 Step 3 Step 3 Step 3

Step 2 Step 2 Step 2

FIGURE 2.1 The COP process



50 von Thiele Schwarz, Richter and Hasson

Case 1: Defining objectives to guide evaluation of an eHealth 
skills development intervention

Setting and background

This case focuses on a participatory employee skills development program. It was 
conducted in a regional health care organization in Stockholm County, Sweden, 
that included primary care, psychiatric care, habilitation, and rehabilitation divi-
sions, as well as the five largest hospitals. The head of the primary care division, 
also responsible for the entire development program, contracted us in the autumn 
of 2015 to evaluate the intervention. The authors of this chapter had previously 
evaluated a similar intervention (Augustsson et al., 2017).

Intervention participants

All employees (i.e., 44,000 staff members) are expected to participate in the 

skills development program during 2017–2019. The intervention is a partici-

patory skills development program consisting of a series of cross-professional 

workshops aimed to improve employees’ skills in and use of information and 

communication technologies (ICT), clarify roles regarding ICT, decrease 

demands in general, increase work satisfaction, and also in a longer run strengthen 

employees’ employability.

The intervention has a network design and is led by an internal project manage-

ment team supported by consultants specialized in process evaluation. They work 

together with a group of process instructors to design the themes and materials for 

the workshops that form the content of the intervention. The process instructors 

are health care staff working in the organization and thus they are familiar with 

the organizational context. The process instructors’ task is also to coach development 

leaders. These are employees who have volunteered to lead the workshops that are 

conducted at each unit. They are also expected to act as embedded change agents. 

Thus, the workshops are led by different development leaders across the different 

units, but they use the same structure, themes, and materials.

The participatory design of the workshops entails active participation of all 

employees in discussions, reflections, and practical exercises rather than didactic 

teaching. This also means that the questions discussed and the amount of time 

dedicated to different parts of a theme are allowed to differ somewhat between 

different sessions. Approximately 10 employees participate at each workshop ses-

sion and every workshop theme is repeated until all employees in a unit have had 

the opportunity to participate. Overall the intervention includes three workshop 

themes. Each workshop lasts between 2.5 and 3 hours.

COP: Cocreated program logic to guide evaluation

In this case, COP was used to guide the intervention evaluation (agree on out-

comes and the logic relationships between outcomes). This was done during one 
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workshop in September 2016. Participants were process instructors (e.g., internal 
change agents, n = 9) and the project management team (n = 3). The focus was on 
explicating the outcomes of the development program for the three main groups 
in the network model: the employees, the development leaders, and the process 
instructors. The goal with the COP process was to facilitate the development of 
a shared understanding of the goals of the intervention. In particular, because the 
intervention was set up as a network model, the aim was to make clear the con-
nections between actions and outcomes across the network. The defined outcomes 
then guided the intervention evaluation.

Rather than running the COP steps separately for each group (i.e., employees, 
developmental leaders, and the process instructors), we ran them in parallel during 
the same workshop as outlined below (see also Figure 2.1).

Step 1. Following the general COP process outlined above, the first step 
involved individual work. We tailored the process slightly by repeating the first 
step so that outcomes for each group (employees, development leaders, and pro-
cess instructors) in the network were covered. First, all participants were asked 
to consider the outcomes for employees. The original COP question was “What 
behaviors, skills, and attitudes do employees need to have after the intervention 
so that the project goals are met?” This was tailored based on input from the 
participants so that it would reflect the participatory process of the intervention. 
Participants were therefore asked to think individually about the question “What 
behaviors do employees need to engage in when participating in the intervention 
so that the workshop goals and the overall project goals are met?” The participants 
wrote their thoughts on Post-it notes (one thought per note). The Post-it notes 
were compiled and put aside for the moment.

Next, step 1 was repeated focusing on development leaders, asking “What 
behaviors, skills, and attitudes do development leaders need to have for the project 
goals to be met?” Again, thoughts were written down on Post-it notes, which 
were compiled and separated from the employee notes. After this, the same pro-
cedure was repeated with focus on the outcome for the process instructors. At 
this stage, the question was “What additional behaviors, skills, and attitudes (than 
those already mentioned for development leaders) do the process instructors need 
to show for the project goals to be met?” The participants wrote their thoughts on 
Post-it notes, which were gathered and compiled separately from the two other 
levels’ outcomes.

Step 2. Following the COP process, the Post-it notes were clustered within 
each group according to common themes. Now, the process for each of the actors 
in the network model (employees, developmental leaders, and process instructors) 
was run in parallel. The participants were divided into three groups. The partici-
pants worked in silence to sort the Post-it notes into themes.

Step 3. Once the groups were pleased with their themes, they were asked to 
discuss and to create headlines for the clusters. The clusters of Post-it notes for the 
developmental leaders dealt with the themes of being able to collaborate and com-

municate with all relevant stakeholders; having thorough understanding of people, 
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the work conducted at the unit, ICT, and the organization; showing good seminar 

leadership skills; being able to develop in the role of seminar leaders; being able to 
learn from others; being able to engage all employees in the discussion (being able  
to listen, encourage those being more quite, being able to deal with those with 
strong emotions); and being confident in the participatory process, benefits of the 
training, and the organization being able to support them.

In an extension of step 3 of the original COP process, each group presented 
the headings to the rest of the participants. A discussion about the outcomes was 
facilitated by the researchers in order to create a common understanding of the 
headings and to get a deeper understanding of the themes.

The participants particularly highlighted that it became clear to them how the 
outcomes of the organization (on the employee level) were determined by how 
the developmental leaders were functioning, and how this, in turn, was dependent 
on how the process leaders acted. The groups also noted that the main themes were 
related to leadership and facilitation rather than content knowledge about eHealth. 
This was taken as an indication of the need to make sure this was reflected in 
the intervention activities for developmental leaders, which were initially focused 
more on eHealth content than change leadership. Due to the limited time that 
could be set aside for the workshop, this step did not involve finding active words 
as proposed in the original COP process.

Step 4. As this was an intervention where the intervention activities were already 
designed, the fourth step of listing intervention activities and matching them to the 
target outcomes was not applicable.

Step 5. The last step was an individual brainstorming activity to identify the 
organizational context that may influence the possibility of achieving the defined 
outcomes. The question the participants reflected upon was “What organizational 
context do development leaders need in order to succeed as seminar leaders?” 
Participants were instructed to think particularly about things that were feasible 
in their context, rather than visualizing the ideal organization where time and 
resources would be infinite. Again, thoughts were documented on Post-it notes. 
Aspects that were named was having mandate and support from their line manager 
and the process instructor were clear descriptions of what is expected of them, a 
general understanding in the organization that this participatory intervention is pri-
oritized and linked to overall organizational objectives, feedback on performance 
from the project management team and the process instructors, capability to lead 
seminars and training in being able to do so, and practical aspects such as enough 
time allocated to the task as seminar leaders. This information was used to broaden 
the understanding among participants of the interconnectedness of the change ini-
tiatives within the broader organizational context as well as to guide the evaluation 
(e.g., suggestions for possible mediators and moderators of change).

Finally, the information from the COP-workshops was used to inform the 
choice of measurement. Items of established scales were identified and mapped on 
the target outcomes to ensure that the evaluation reflected.
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Lessons learned when COP is used to inform evaluation: A 
self-evaluation

In this case, COP was used to guide the evaluation of an eHealth development 
program, and we found that the process did so by providing valuable information. 
The clustering of outcomes showed which constructs needed to be included in the 
evaluation. The individual Post-it notes then helped ensure that the items reflected 
the specific meaning that the stakeholders attached to the construct. This can be 
thought of as a simple way of tailoring the measurement to the specific context, 
which has been suggested to be critical when evaluating organizational interven-
tions (Nielsen et al., 2014). This grounds the evaluation in the context where it is 
conducted, increasing the likelihood that it will be meaningful for the organization 
and that it will be sensitive to the changes it aims to measure. In this case, the eval-
uation is still ongoing and thus, we do not yet have data on how the evaluation has 
been experienced so far; it has been helpful to be able to fall back on that content 
of the evaluation that was cocreated., helping to pave the way for acceptance of the 
results of evaluation, whatever they may be (e.g., evaluability; Leviton et al., 2010).

From observations of the workshop and the conversations that took place, it 
was clear that inviting organizational stakeholders engaged in the intervention to a 
joint workshop gave the group an opportunity to discuss the project goals in more 
concrete terms. It seemed to facilitate the development of a common understand-
ing of the outcomes. This may be particularly important since the group included 
both the project management team and the process instructors, that is, those over-
all responsible for the intervention and those who had been asked to join so as 
to inform intervention activities and to facilitate the delivery of the intervention. 
Having a common understanding of the goals is crucial because the intervention 
builds on a network model where each instructor and seminar leader is supposed 
to use the same material and themes as a basis and thereafter allow certain varia-
tions in the actual execution of the participatory workshops. Being on the same 
page is likely to contribute to the different nodes of the network moving in  

the same direction.

Using outcomes on three levels for employees, development leaders and for 

process instructors, seemed valuable both for us as evaluators and for the organi-

zational stakeholders. For us, it helped explicate the logic model linking activities 

in different parts of the network to the end (employee) outcome. By working 

through the outcomes for the different actors, the links between them became 

evident also for the participants in the workshop. For example, the participants 

noted that many more leadership-related tasks were involved in their picture of 

a successful developmental leader than, for example, ICT competences. In fact, 

some participants expressed a revelation about the fact that the role was much 

more of being a change agent than they had realized before. In addition, they 

were somewhat surprised to realize their own roles as process managers had an 

important function in forming a context that would give developmental leaders 

opportunities to lead, which in turn would be necessary in order for the outcomes 
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on the employee level to be achieved. Overall, the importance of the process parts 
of the intervention, particularly the participatory approach, became clear through 
the COP process, suggesting that intervention activities targeting these areas may 
be needed.

Nevertheless, designing the intervention activities was beyond the scope of the 
evaluators’ assignment as the intervention activities, overall, were preset. This is 
clearly a disadvantage, as relevant information became readily available through 
the workshop despite that the step specifically designed for this (step 4, Figure 2.1) 
was skipped. Therefore, even though the COP workshop gave input to the project 
management group, the usefulness of COP would have been even greater if the 
process also included informing the design of the intervention.

Working in parallel with the three different groups was a time-efficient way of 

covering a lot of material: the workshop only lasted 2 hours. It also saved the par-

ticipants from the tedious repetition of going through the same process three times. 

Nevertheless, this may introduce a risk of developing different, rather than shared, 

understanding in the three groups. We tried to mitigate this risk by first having 

everyone contribute data for all three actors (step 1) before splitting into groups, 

and then, after the third step, letting the groups present and discuss each group’s 

findings. Nevertheless, we would suggest adding another hour to the process to 

let this discussion take its time. This would also allow time to turn the headings of 

the clusters into meanings with active verbs, which was skipped because of time 

restraints. Adding that would allow more detailed analyses of the skills, knowledge, 

and behaviors than just description of the main themes.

Case 2: iLead – a multilevel intervention to foster  
implementation leadership

Setting and background

The second case focuses on a multilevel intervention that aimed to increase imple-

mentation leadership among line managers. This intervention was conducted in 

one division of the regional health care organization, with practices spread out 

throughout Stockholm County, Sweden. Senior management contacted us for 

help in the implementation of a working method that aims at facilitating and mak-

ing care planning more effective. This implementation process had been on-going 

for approximately 18 months with a variety of setbacks.

Approximately 700 employees work in the division, which is divided into five 

thematic sections. Further, the sections are divided up into units, which are led 

by 33 line managers. The senior management group consists of nine members, 

who decided to invite all line managers to participate in the intervention. During 

the planning process, the senior management group also realized that they, too, 

needed to develop their own knowledge and skills about implementation and how 

to lead implementations, and thus, the line leadership intervention was comple-

mented by a supporting intervention specifically for the senior management group. 
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Some of the content was similar, but overall, the senior management intervention 
focused on improving their ability to provide line managers with an optimal con-
text to perform their implementation leadership. For further information about 
the project in general, see Richter et al. (2016), and for the senior management 
intervention in particular, see Chapter 9.

COP and intervention participants

Five national experts in implementation and leadership training (consults or 
researchers in the area) participated in the COP process preceding the intervention. 
Thirty-one line managers participated in the COP process and the intervention (one 
was unable due to ongoing organizational restructuring). The majority of participants 
were female, representing the general gender composition in health care. All partici-
pating managers chose a current implementation that was relevant for them to work 
on during the leadership intervention. In addition, the whole senior management 
group participated in the COP process and in the senior management intervention.

Using COP to design the intervention and guide evaluation

To design the intervention (the goals and the activities) and to guide the evaluation 
(agree on outcome and the causal relationships between outcomes), three separate 
COP workshops were conducted from winter 2015 to spring 2016.

The first COP workshop was conducted with experts. In addition to inform-
ing the design of the intervention and the evaluation in general, the specific 
goal was to get a coherent expert opinion about appropriate intended outcomes 
of implementation leadership training interventions and to identify intervention 
activities that where constructively aligned with those outcomes. Following the 
COP process outlined above, the followings steps were taken (see Figure 2.1, 
right-hand side).

Step 1. The experts were instructed to think individually about the question of 
“What behaviors, skills, and attitudes do managers need to lead an implementa-
tion?” They wrote down all thoughts on Post-it notes (one thought per note; see 
Table 2.1 for examples).

Step 2. The notes were compiled, and the experts worked together to sort them 
into meaningful categories, initially under silence.

Step 3. The experts then created headings for each cluster. These headings were 
iteratively revised until they contained an active verb, forming a full sentence that 
described an intended outcome of the intervention. To help with this process, 
the group was presented with a list of verbs. They were also asked to consider the 
level of proficiency that each verb represented in relation to knowledge, learning, 
and skills. In this way, the headings form the target outcomes for the line manager 
intervention (see Figure 2.2).

Step 4. To arrive at a list of intervention activities that matched the intended 
outcomes, the experts were asked two questions. First, they worked individually 



FIGURE 2.2  The expert group in the process of matching intervention activities to the 
intended outcomes

FIGURE 2.3 The expert group reflecting on the identified the learning outcomes
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generating answers to “Which activities have worked well in previous interven-
tions?” The answers were documented on Post-it notes. These were compiled 
and the group jointly engaged in answering the second question: “Which of these 
learning activities would fit in the current intervention to achieve the target out-
comes?” They matched the appropriate intervention activities to the intended 
outcomes (Figure 2.3). This included considering the verb (level of proficiency 
of knowledge and skill) and making sure the intervention activities were con-
structively aligned with the outcome. For example, the intervention outcomes 
“knowledge about relevant theoretical models” and “setting the implementation 
into a larger context” were intended outcomes that were identified by the experts. 
The ambition was also to include a variety of intervention activities such as how 
knowledge about the relevant theoretical models can be brought about (e.g., using 
short inspirational films, paper and pen exercises, etc.). See Table 2.1 for examples 
of identified intervention activities.

Step 5. Because the experts were not familiar with the specific context where 
this intervention would be implemented, this step was not applicable.

The second COP workshop targeted the 31 participating line managers. Their 
process involved steps 1–3 and 5.

Step 1. The first-line managers were asked to respond to the question “What 
behaviors, skills, and attitudes do managers in our organization need to lead an 
implementation?” Thus, they were asked to respond to a similar first question 
as the experts, but specifically considering leading implementation in their own 
organization. Similar to the experts, the line managers were instructed to generate 
as many Post-it notes as possible. See Table 2.1 for examples.

Step 2. Similar to the general COP process and that used in the expert group, the 
Post-it notes were compiled and then sorted into meaningful clusters, in silence. 
Because this was a larger group, this was done in groups of five to seven persons.

Step 3. Each smaller group was then asked to find headings for each cluster 
using active verbs. Compared to the expert group the line managers did not relate 
the active verbs to the level of proficiency that each verb represented. Here an 
adaptation was made to fit to time constraints for this workshop. 

Step 5. Going directly to step 5, the managers were asked “What context/sur-
rounding do line managers in our organization need in order to become good 
implementation leaders?” They were instructed to think particularly about things that 
were feasible in their organizational context, rather than visualizing the ideal organi-
zation where time and resources are infinite. Examples are presented in Table 2.1. 
For the sake of time, the line managers did not proceed with steps 2 and 3 for this 
question. Also, in contrast to the first question, which aimed at creating a common 
understanding of what implementation leadership is, the second aimed to provide 
input on what supporting activities would be needed, including informing the con-
tent of the senior management intervention. For example, it became evident that the 
managers needed clarity about the time frame for the implementation and that they 
longed for a more effective dialogue between senior and line managers.
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Because steps 2–3 were done in smaller group, the line managers spent 5 min-
utes towards the end of the workshop looking at the headings and Post-it from 
the other groups. This was done to give them a sense of which themes the other 
groups had identified.

The third COP workshop was conducted with the senior management group. 
It followed the same steps as the process for line managers answering the question 
“What behaviors, skills, and attitudes do first-line managers in our organization 
need to lead an implementation?” They silently wrote down answers on Post-it 
notes, sharing the notes and sorting them in silence, then deciding on the head-
ing for each cluster. Results of this workshop were similar to the results from the 
workshop with the line managers (see Table 2.1).

After the workshops, the senior management group and the line managers 
received a transcript of notes from their respective workshops. This was done as a 
memory aid and to give them input for further reflection. The senior management 
group also received transcripts from the first-line manager workshop.

Once the three workshops had been conducted, the next step involved creating 
a program logic. Here we added another source of information, namely scientific 
literature and theory on leadership and implementation and pedagogical principles. 
A scoping review on these topics was undertaken, particularly looking at the theo-
retical underpinnings, content, and pedagogical principles of published leadership 
interventions. The results from the COP workshops as well as from the literature 
review were mapped and outlined in a logic model. The researchers conducted 
this in an internal workshop (Figure 2.4). A brief overview of the program logic 
can be found in Table 2.2. Overall, the results from the COP process were well in 
line with the scientific literature and theory. The intervention activities identified 
by the expert group also largely overlapped with pedagogical approaches that have 
previously been used in leadership interventions.

The program logic was then used to guide the evaluation. This was done in an 
iterative fashion whereby items of established scales measuring constructs relevant 
to the intervention goals were mapped on the intended outcomes to ensure that 
the identified issues were covered in the evaluation. This process highlighted the 
need to develop a scale that specifically captured implementation-specific, full-
range leadership (Mosson et al., forthcoming).

Lessons learned when COP is used design the intervention:  
A self-evaluation

In this second case, COP was used both to inform the design and the evaluation 
of the intervention using a series of COP workshops targeting different stakehold-

ers (e.g., experts, line managers, and senior management). Overall, this approach 

seemed feasible to elicit the information needed to create a program logic that 

was contextualized to the organization. It also seemed a feasible way to foster a 

shared understanding of the goals of the intervention as well as the logical links 
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FIGURE 2.4  The researchers map the results from the COP process on theoretically 
and empirically derived concepts

TABLE 2.2 Brief version of the program logic

Core components Immediate impacts Short-term impacts Distal outcomes

 • Short lectures
 • Work with a 

practical case e.g. 
action plan & 
sustainability plan

 • Reflection in 
small groups and 
individually

 • Role-play
 • Feedback from 

employees, fellow 
participants

 • Try new leadership 
behaviors – work 
between the 
workshops

 • Booster email 
between the 
workshops

 • Increased 
knowledge about 
implementation 
leadership and 
implementation 
models in general

 • Increased 
knowledge about 
the specific 
implementation 
process

 • Increased 
understanding about 
reactions to change, 
motivation

 • Increased self-
efficacy to lead 

implementation

 • Improved ability 

to structure 

implementation

 • Improved skills 

and capacity 

to handle 

resistance, listen 

to employees

 • More frequently 

express trust, 

communicate 

change in an 

understandable 

and meaningful 

way

 • Setting clear 

goals, monitor 

and give feedback 

more frequently

 • Create 

motivation to 

implement

 • Provide increased 

direction

 • Increased 

implementation 

of the 

guidelines

 • Improved 

implementation 

climate

 • Improved 

work-related 

wellbeing

 • Improved 

productivity
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between the content of the intervention and the objectives (target outcomes) of 
the intervention.

One of the advantages of using a series of workshops with the different stake-

holders was that it allowed the COP process to include only the steps most 

relevant for each specific group. All did steps 1–3 answering the question of “What 

behaviors, skills, and attitudes do managers in our organization need to lead an 

implementation?” But the experts subsequently focused on intervention activities 

and linking them to outcomes, and line managers added information on contextual 

factors that could make or break the intervention.

The input from the experts (e.g., researchers and consultants) helped to ensure 

that all-important aspects (both practical and theoretical) in the design and evalu-

ation of the leadership intervention were considered. Thus, this process allowed 

research and practice to be combined, incorporating multiple knowledge sources. 

As the experts had practical experience of working with complex interventions 

and leadership development, they were able to contribute with a practical per-

spective both in terms of what they felt managers needed to know and do and 

also of “what works” as intervention activities. By inviting experts working in 

different fields and using different learning approaches, a variation of perspectives 

was considered that might not have been included if only relying on literature 

reviews. Nevertheless, the expert group was a convenience sample of experts 

who were well known to the researchers, and the width of experience could 

have been even more diverse, for example, by including experts with other  

disciplinary backgrounds.

Whereas the experts’ input helped incorporate the theory and practice of 

leadership development, the line managers helped contextualize the interven-

tion by describing the influence of context. By doing so, they provided valuable 

information about what should be included in a supporting intervention, and it 

was essential for creating the content for the senior management intervention 

(Chapter 9; von Thiele Schwarz et al., 2016). The Post-it notes on the contextual 

challenges were categorized by the interventionists and a summary of the relevant 

categories was sent out before each senior management intervention workshop 

to increase the senior group’s readiness for the workshop and purvey the sense of 

urgency of the topic.

Inviting line managers to the COP process had additional advantages. First, 

it was a way to get to know the participants and for them to get to know the 

researchers. Therefore, the workshop, which was the first contact with the line 

managers, was important to building a trusting relationship. Second, it was a way 

to build a common understanding amongst the line managers concerning what it 

meant to lead an implementation. It provided line managers with an opportunity 

to reflect on their work and role together with colleagues. They also received tran-

scripts of the notes and headings from the smaller groups. The fact that the different 

groups had generated very similar topics further conveyed that the perceptions to 

a large degree were shared. Third, the workshop gave the managers the possibility 

to reflect upon their role as implementation leaders and mentally preparing them 

for the role they would be asked to take during the intervention. Although we 
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lack data to support this claim at this point, we speculate that this may be a way to 
increase readiness for change.

This case also involved a separate COP process for senior management. For 
the researchers, this workshop was an important source of information, as it made 
explicit the expectations that senior management had on what the line managers 
needed to improve, which in turn made the expectations on the intervention and 
the interventionists explicit. Based on observations and comments from the senior 
managers during the workshop, the COP process also seemed to facilitate a better 
understanding of the complexity of implementation leadership. This provided a 
starting point to build on for the senior management intervention, as it clarified the 
demands the line managers were facing and how they can be assisted in their role 
as implementation leaders. Lastly, the COP process also meant that senior manage-
ment got a sense of involvement and investment in the intervention. The COP 
process may be one way to increase the buy-in that is so important for the success 
of any organizational intervention.

The workshop with the senior management took 2 hours, but could very 
well have been expanded to also let senior management reflect on their own 
role in the change process. That would have been another source to shape the 
content of the supporting senior management intervention and should definitely 
be introduced if the senior management intervention is the primary rather than 
supporting intervention.

In this case, the different sources of information from the three stakeholder 

groups converged. This helped convey a sense of shared purpose that was par-

ticularly important given that the organization had experienced difficulties 

related to the implementation during the years preceding this intervention. It 

also made it seamless for the researchers to put the program logic together. Yet, 

there may not always be convergence between stakeholder groups. In these 

cases, the COP process will help illuminate any perceptual distance that may 

exist between different stakeholders. Such discrepancies will have to be man-

aged, and to do so, it may be worthwhile to amend the COP process to also 

include more shared sense-making, similar to how it was done in the first case 

in this chapter.

The results from the COP process also largely converged with previous 

research and leadership theory. This could be interpreted as the process being 

superfluous but on the other hand, we believe this demonstrates the validity of 

the method (as well as the validity of the theories). From a research perspec-

tive, this means that we still could build the intervention on theory. Yet, we 

still received all the benefit of the cocreation process. Participants themselves 

had generated the content, likely increasing the sense of fit and relevance as 

well as ownership compared to a scenario in which the research team had pre-

sented a predefined solution to them. We believe that this can increase the 

person-intervention fit as well as the organization-intervention fit, which pre-

viously has been identified as a crucial factor to succeed with an intervention  

(Randall & Nielsen, 2012).
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Conclusions

In this chapter, we present a structured process whereby organizational stakeholders 
and researchers are engaged in designing intervention activities and/or to inform 
the evaluation by outlining the objectives and outcomes, thereby cocreating a pro-
gram logic. We illustrate it using two cases. The first shows how the COP process 
can be used to guide evaluation and support the development of a shared under-
standing among stakeholders for a predefined intervention. The second shows how 
COP can inform the design of the intervention, in addition to guiding evaluation. 
In both cases, we perceived the process to be immensely helpful to ensure a thor-
ough work-through of the program logic as well as strengthen the collaborative 
relationships with the organization where the interventions were set.

The advantages of the current approach were as follows:

 • The process provided a structured approach to integrating theory and prac-
tice. On the one hand, the process validated the relevance of theories linking 
participatory approaches and leadership to outcomes. On the other hand, it 
contextualized the theories, tailoring them to the needs of the organizations 
and describing them in the words of the participants.

 • The process was flexible enough to allow changes to be made in response to 
needs expressed by participants (case 1). It also provided a sufficient balance 

between structure and flexibility to allow different stakeholder groups to focus 

on the steps most relevant for them (case 2).

 • The process was active and engaging. The participants expressed that they 

enjoyed the workshops—they were perceived as engaging, fun, and thought 

provoking. They appreciated the practical approach rather than merely dis-

cussing issues. Thus, as a bonus, the positive experience helped increase 

positive expectations for the coming intervention.

 • The COP process worked equally well with the different stakeholder groups—

managers and change agents in multiple levels of the organizations. It also 

worked both for a predefined intervention and an intervention where the only 

the main form (a leadership training intervention) was predefined.

 • Through the COP process, the stakeholders help delineate how the objectives 

of the organization could be achieved and what the target outcomes might 

be. In the discussions around the headings, the participants also touched upon 

the prioritization of outcomes and activities, which informed the research-

ers about the activities that were believed to have the greatest impact, to be 

most changeable, and to have the greatest possibility for positive spillover, 

issues that have been described as essential for matching an intervention to an 

organization (Michie et al., 2015).

Yet, based on our learning from the two cases, we propose two revisions to 

the COP process. These are summarized in Figure 2.5. The first is an addition of 

a sixth step. Similar to earlier in the COP process, this step involves clustering the 
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Post-it notes (from step 5) into meaningful categories and providing them with a 
heading. We believe this addition may help the group also develop a shared under-
standing about the context, further increasing the sense of being on the same page. 
The second revision is simply to explicate that the process also involves summariz-
ing the findings in a program logic.

In addition, we recommend that the following is also considered:

 • The time allowed for the process. In both cases, more than 2 hours would 
have been needed to allow more steps to be covered, and we would recom-
mend others to allow at least 3 hours instead. Nevertheless, given the wealth 
of information earned on the current scale, the process does seem to be flex-
ible enough to be valuable when time is more limited.

 • Care is needed in the formulation of the questions. We have also used this 
process in the context of stress management and in that case, the question 
needed to focus less on skills, attitudes, and knowledge and more on an imag-
ined positive end state (imaging that one wakes up tomorrow and one’s work 
situation is in total balance: what would that look like?).

Step 1

Step 2

Step 3

Step 4

Step 5

What behaviours, skills, and attitudes do [the target individual] in

[our organization] need to achieve [overall intended outcome]?

Brainstorm, document on Post-it notes (individually)

What clusters of outcomes to we intended this intervention

to lead to? Sort Post-its into meaningful categories (groups,

in silence)

How can the target outcomes be described? Name each

category, add the appropriate active verb so that a full

sentence is formed (group)

Which activities are best suited for achieving the intended outcome?

List possible intervention activities and document them on post-its

(individually). Compile them and match the activities to

the intended outcomes, minding the active verb (group)

What contextual factors will make or break this intervention?

Brainstorm opportunities and challenges that will make or break the

intervention in this specific context, document on post-its (individually)

Steps General COP Activity

Step 6

How can the outcomes and activities be ordered in a logic model?

Work brainstorm opportunities and challenges that

will make or break the intervention in this specific context

What clusters of factors will make or break the intervention?

Sort post-its into meaningful categories

(groups, in silence) and name them (groups)

Step 7

FIGURE 2.5 Revised version of the COP process
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 • In these cases, the researchers summarized the results from the COP process 
in a program logic, but this could also be done in collaboration with the 
organization. Yet, our experience is that people often perceive program logic 
to be a complex matter, and for the sake of using time and skills efficiently, 

it may be sufficient to have the interventionist summarize the information 

from the COP process in a logic model and then sense-checking it with the 

stakeholders.
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3
PARTICIPATORY INTERVENTIONS  
IN CALL CENTRES

Carolyn Axtell and David Holman

Background to the chapter

Call centres present a particularly challenging environment in which to conduct 
participatory job redesign interventions as they have many features that can inhibit 
the success of participatory interventions such as little history of employee partici-
pation, bureaucratic structures and high turnover. The aims of this chapter are to 
show that participative job redesign interventions can be run successfully in call 
centres. In particular, we will draw on our experiences of running participative job 
redesign interventions in two call centres to describe and discuss the issues involved 
in their planning, running and evaluation (Holman et al., 2010; Holman & Axtell, 
2016). First, we will outline the nature of job design within call centres, provide 
a brief overview of the literature on job redesign interventions in call centres and 
highlight the potential difficulties of running such interventions within this con-

text. Next, we will describe the job redesign interventions we ran and specify the 

key phases and considerations when undertaking them. We will also evaluate the 

effectiveness of these interventions and conclude with some lessons learned about 

the strengths and limitations of our approach.

Rationale for job design in call centres

Job design refers to the characteristics of employees’ job tasks and activities (Parker 

& Wall, 1999). Drawing on the job demands-resources model (Demerouti et al., 

2001), job characteristics can be categorised as job resources or job demands. 

Job resources are psychological, physical, social or organisational aspects of the 

job that facilitate task achievement and learning, and which help to reduce the 

impact of job demands (Bakker & Demerouti, 2006). Job characteristics that can 
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be classified as resources include job control (i.e., discretion over the timing of 
work tasks and how to complete them), task variety, task feedback, skill utilisa-
tion, social support and participation in decision-making. Job demands are job 
characteristics that require sustained physical and/or psychological effort. Recent 

work has distinguished challenge demands from hindrance demands. Challenge 

demands are task requirements appraised as promoting growth and achievement 

(e.g., task complexity, workload) and hindrance demands are task requirements 

appraised as preventing task completion (e.g., emotional demands, time pres-

sure; Lepine et al., 2005). Empirical research demonstrates that: job resources are 

positively associated with employee outcomes such as well-being, satisfaction and 

performance; hindrance demands are negatively associated with these outcomes; 

and challenge demands are associated with higher levels of burnout and stress but 

also with higher job satisfaction and performance (Humphrey et al., 2007; Lepine 

et al., 2005; Van den Broeck et al., 2010).

The design of call centre agents’ jobs has been identified as problematic in a 

number of key areas. First, call centre jobs tend to lack key job resources such 

as job control, task variety and participation (Deery et al., 2002; Holman, 2002; 

Holman et al., 2007; Sprigg et al., 2003; Zapf et al., 2003). Second, with regard 

to challenge and hindrance demands, both workload and emotional demands tend 

to be high, while those challenge demands that might make the job more interest-

ing, such as task complexity, tend to be low (Deery et al., 2002; Holman, 2002; 

Sprigg et al., 2003; Thite & Russell, 2010; Zapf et al., 2003). Third, performance 

monitoring in call centres is both extensive and intensive as it typically combines 

continuous electronic monitoring of quantitative performance (e.g., call times), 

frequent evaluations of call quality through overt and covert evaluation, and fre-

quent feedback. This approach to performance monitoring can increase demands 

and thereby raise employee stress, particularly when used punitively rather than 

developmentally, when the quality of feedback is poor and when agents have little 

control over their work (Bakker et al., 2003; Holman et al., 2002). Lastly, oppor-

tunities to interact with colleagues can be limited due to low task interdependence 

(which has led some to characterise call centre teams as ‘administrative’ or ‘pseudo’ 

teams; Van den Broek et al., 2004) yet call centre agents often report relatively high 

levels of co-worker support (Deery et al., 2002; Sprigg et al., 2003).

Although not all call centre agent jobs have these characteristics – studies show 

a degree of variation in job design across call centres – the evidence does indicate 

that many call centre jobs are characterised by routinised and demanding work 

with low levels of job control and high levels of monitoring (Holman et al., 2009). 

As such, it is not surprising that call centre agents tend to report low levels of 

employee well-being, particularly relative to other similar service occupations 

(Frenkel et al., 1999; Grebner et al., 2003; Holman, 2002; Sprigg et al., 2003, Zapf 

et al., 2003) and that the level of employee turnover in the call centre industry 

is high, with one estimate that the median turnover rate is 20 per cent (Holman 

et al., 2007). Thus, the need for job redesign is strong in this context.
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The case for participatory job redesign interventions  
in call centres

One way of addressing the problematic nature of job design in call centres is to 
conduct a job redesign intervention, which can be defined as a planned change 
initiative that aims to modify job characteristics as a means of enhancing employee 
outcomes (Holman & Axtell, 2016; Parker & Wall, 1999). Reviews of organisa-
tional interventions suggest that successful interventions have five phases including: 
preparation, i.e., developing and securing support for the intervention strategy; 
screening, i.e., identifying the psychosocial risks in the workplace; action planning, 
i.e., developing change initiatives that alter work activities as a means of changing 
job characteristics and improving employee outcomes; implementation, i.e., embed-
ding change initiatives within the organisation; and, evaluation of the effectiveness 

of the intervention (Israel et  al., 1996; Nielsen et  al., 2010). Such reviews also 

identify employee participation (which in this context can be defined as involve-

ment in planning and implementing an intervention) as central to the success of job 

redesign interventions (Egan et al., 2007; Hurrell, 2005; Kompier, 2004; Nielsen 

& Randall, 2012; Nielsen et al., 2010). For example, employee participation can 

improve the quality and contextual appropriateness of change initiatives by drawing 

on employees’ expertise and knowledge, and can increase commitment to imple-

menting change initiatives, as employees have a greater sense of ownership of those 

change initiatives (LaMontagne et al., 2007; Nielsen et al., 2007). Employee par-

ticipation can also be beneficial in its own right, as it can increase the sense of job 

control and responsibility (Le Blanc et al., 2007; Mikkelsen & Saksvik, 1998).

However, employee participation is not without risks; it can increase the com-

plexity of the intervention processes by involving a wider range of stakeholders 

who may have competing ideas and motivations, and raise costs by removing 

front-line employees from their jobs (Ichniowski et  al., 2000). Furthermore, 

employee participation in job redesign interventions may be more difficult in cer-

tain contexts. For instance, when job control is low and there is little opportunity 

to participate, employees may lack the confidence or experience to be involved 

in decision-making processes, and bureaucratic organisations may make it hard for 

employees to implement changes to job tasks, particularly when tasks appear ‘fixed’ 

due to technological constraints such as software routines (Nielsen & Randall, 

2012; Saksvik et  al., 2002). In addition, in contexts with low employee well-

being and high burnout, employees may find it difficult to actively engage in 

participative activities, while in an organisation with high turnover, those employ-

ees involved in developing ideas may not be around to embed them within the 

organisation (Nielsen & Randall, 2012). Given that call centres often have many of 

these contextual features (e.g., low job control, little history of employee participa-

tion, bureaucratic structures, high turnover), they present a particularly challenging 

environment in which to conduct participatory job redesign. But as we will show, 

participative job redesign interventions that improve job design, employee well-

being and employee performance can be run successfully in call centres.
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Content of the interventions

Within this section we present our experience of running participatory job redesign 
interventions within two call centre settings and detail the structure and content 
of the interventions. The first study (Study 1) took place in a private sector, non-
unionised call centre in which the main tasks involved dealing with incoming calls 
from customers about their insurance policies and claims, and dealing with incom-
ing post and documents (see Holman et al., 2010). The second study (Study 2)  
took place in a public sector, unionised call centre dealing with transport-related 
issues (see Holman & Axtell, 2016). The main tasks for call centre agents involved 
dealing with customer queries (from both private organisations and the general 
public), handling payments and making bookings. In both settings, although many 
of the calls were repetitive they still required a good understanding of underlying 
policies and procedures in order to deal with enquiries. There were also various 
administrative tasks relating to customer enquiries, such as emailing customers, 
writing letters, or emailing other parts of the organisation to get information.

The primary rationale for each intervention was to improve employee well-
being. In Study 1, senior managers approached the research team as they were 
keen to improve job satisfaction (which company surveys had shown to be rela-
tively low) and to reduce employee turnover, as previous initiatives had had little 
effect on these outcomes. In Study 2, the decision to involve external expertise 

was initially driven by trade unions concerned about employee well-being. Senior 

management were, however, very supportive and were also keen to improve job 

quality and well-being.

The participatory job redesign interventions had four main stages (1) prepa-

ration, (2) screening, (3) action planning and (4) implementation, although an 

evaluation phase was also included at the end. Stages 2 to 4 were largely based on 

a ‘scenarios planning’ tool that was originally developed to redesign jobs during 

the introduction of new technology and which provides a relatively structured 

method for conducting job redesign interventions. The scenarios tool also stresses 

collaboration between researchers and the organisation, the participation of mul-

tiple stakeholders so that their expertise is incorporated (especially from front-line 

staff) and the introduction of job design theory to inform and empower stakehold-

ers so they can make better decisions about redesign solutions (Axtell et al., 2001; 

Clegg et al., 1996). It is worth noting that within both studies only part of the 

organisation underwent the full intervention and we were therefore able to employ 

a quasi-experimental design to compare the ‘intervention’ and ‘control’ groups 

within our evaluations. We now detail each stage.

Stage 1: Preparation

The preparation phase was geared towards developing and securing support  

for the intervention and to communicate the intervention plan to ready employ-

ees for change. Initial meetings included senior call centre managers in which the 
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scope and nature of the intervention was discussed and a broad plan and timetable 
for the intervention was agreed. With regard to the scope of the study, in Study 1,  
all five departments (seventeen teams) in the call centre were initially involved in 
the intervention, as managers wanted all employees to benefit from it (although 
two teams later dropped out due to an outsourcing decision). In Study 2, four 
out of the twelve teams were selected to take part. The researchers asked the 
managers to select teams that were representative and not just the best or most 
‘agreeable’ teams.

The intervention plan was then communicated (by a researcher) at a meeting 
of all team leaders and then to all employees during formal team meetings. An 
important element of this initial communication was to manage expectations by 
stating the limitations of the intervention, particularly that it would not alter pay 
or (in Study 2) other employment conditions set by national collective bargaining. 
At these meetings, team leaders and employees were generally positive about the 
opportunity to try to improve aspects of the call centre agent job that they disliked 
or found frustrating (e.g., a lack of variety), although some expressed concerns that 
the intervention would increase workload.

Stages 2 and 3: Screening and action planning

The second and third stages of the intervention focused on screening and action 
planning activities with the overall aim to develop an agreed set of job redesign 
changes. These stages, primarily based on the scenarios planning tool, consisted of 
two one-day workshops followed by smaller follow-up meetings.

Workshop 1: Screening and developing alternative  
job design scenarios

The focus in the first workshop (which lasted for about five hours) was to evaluate 
and identify the risks of the current job scenario, to discuss alternative job sce-
narios, and to develop and select a new preferred job design scenario. In Study 1, 
separate workshops were run for each department in the call centre and involved 
two or three employee representatives from each team in that department. In 
Study 2, separate workshops were run for each team and all team members par-
ticipated. The level of employee participation within teams was therefore greater 
in Study 2. The workshops also included team leaders from each team to provide 
additional insights, particularly that pertaining to team and cross-team functioning. 
Senior managers were not included within these workshops, as this might have 
constrained discussion and ideas. However, it was made clear that senior managers 
had given their support to these workshops and that they would need to ‘sign off’ 

any proposed changes. Participants were told that they would be given support to 

develop the case for the proposed changes before being presented to management.

Assessing the current job scenario. The workshop started by trying to develop a 

common understanding of the current work scenario among participants and 
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defining problems in need of improvement. To do this, the research team first 
introduced the rationale behind the workshop and put it in the context of the 
results from a recent employee survey that was run by the researchers as part of 
the intervention evaluation process. Next, employees worked in small groups to 
describe their understanding of their job tasks and then shared this in a plenary 
with the rest of the team, where the main points were written on a flipchart. The 
research team ensured that participants also thought about and included tasks that 
were at the boundaries of their work. For instance, participants considered team 
leader tasks (so there was an understanding of the vertical spread of tasks within 
the team), outlined where work needed to be passed on to other departments (to 
understand the horizontal range of tasks in the team), and defined obstacles faced 
in their day-to-day work. When outlining vertical and horizontal handover points, 
key obstacles to getting the work done were often highlighted.

Once participants agreed that they had covered all the main activities within 
the current scenario, they were asked to rate this current work scenario against a 
range of job design criteria and outcomes. The researchers prepared a sheet which 
outlined a set of thirteen previously identified job design criteria in call centres 
(adapting this to suit the call centre context was an important difference with 

previous uses of the scenarios planning tool), and went through these to ensure 

that the participants understood them. The job characteristics, their descriptions 

and rating scales are summarised in Table 3.1. Each of these characteristics was 

rated on a scale from 1 to 10 – with 10 representing the most positive score in 

job design terms. Notably we included ‘job obstacles’ and ‘cross-team/department 

cooperation’ because these are particularly pertinent and readily identifiable in call 

centres where jobs are typically very narrow but customer enquiries can be quite 

broad and complex. Basic principles of job design were also explained in relation 

to enhancing or reducing job characteristics to improve employee well-being and 

particular attention was given to distinguishing job demands from job resources. 

We also made a distinction between personal skills and the skills needed to do the 

task so as to distinguish between the design of the task itself and personal abilities 

and aspirations (which may not match). This helped to highlight training needs 

required for any new tasks adopted.

Next the job outcomes were explained and rated. There were three ratings 

for employee well-being. Two related to Warr’s circumplex model and were 

measures of depression-enthusiasm and anxiety-contentment (Warr, 1990). Thus 

participants rated the current scenario from 1 (miserable) to 10 (enthusiastic) and 

from 1 (anxious) to 10 (calm). Another item based on the concept of burnout 

(Maslach et al., 1997) was rated from 1 (burnt out) to 10 (vigorous). Performance 

was rated in terms of productivity – from 1 (low call productivity) to 10 – high call 

productivity (no room for improvement); and quality from 1 (low call quality) to 

10 – high call quality (no room for improvement).

The scoring process generated a lot of discussion and some disagreement, although 

most differences were resolved. However, if there were large differences due to 

different tasks in different parts of the team, then these differences were recorded.  



TABLE 3.1 Job characteristics used in scenario rating

Job characteristic Description Rating

Job control 

(timing)

The freedom you have in 
your job to control the pace 
of work, or when you do 
particular pieces of work, or 
when you take breaks

1 = no control,  
10 = complete control

Job control 

(methods)

The freedom you have to control 
how you do your work and 
what methods you use, and 
how you speak to customers

1 = no control,  
10 = complete control

Variety The degree to which your job 
involves doing different tasks 

throughout the day

1 = tasks repeated over and 

over; 10 = high variety 

of tasks

Task completeness 

(we used this 

term instead of 

task identity)

The extent to which you 

complete all parts of a tasks 

from beginning to end, rather 

than just small parts of a 

complete task

1 = only complete small 

subsections of a task,  

10 = complete whole task 

from beginning to end

Task conflict The extent to which there are 

competing demands (i.e., 

quality vs quantity, or different 

people expecting opposing 

things from you)

10 = task conflicts never 

occur, 1 = task conflicts 

are a permanent feature 

of work (NB. Reverse 

scored demand)

Feedback The frequency, quality (e.g., 

usefulness) and timeliness of the 

feedback that you get on your 

call productivity and call quality

1 = little feedback, low 

quality; 10 = High level 

of feedback, high quality.

Participation The extent to which you can 

influence decisions about how 

your team and department is run

1 = no influence, 10 = high 

level of influence

Group 

responsibility

The extent to which the group is 

responsible for the team tasks
1 = group is not responsible 

for team’s tasks, 10 = 

group is highly responsible 

for team’s tasks

Skill utilisation Whether your skills are used in 

the job
1 = skills underutilised, 10 = 

skills fully utilised

Skill needs Whether you feel you need a lot 

of skills to do the job
1 = do not need many skills, 

10 = need many skills

Job obstacles The things that prevent you from 

doing a good job. It could 

be a lack of information, the 

inability to complete a task, 

lack of access to a computer 

system, interruptions, 

technology not working 

properly, systems that are 

poorly designed

10 = no obstacles and 1 = 

high number/severity of 

obstacles (NB. reverse 

scored demand)



Participatory intervention in call centres 75

The mean score for job characteristics, well-being and performance were then  
calculated, and the current scenario was then put to one side whilst work began on 
the alternative scenarios.

Developing alternative scenarios. The next step in the workshop was to help 
participants to consider various job redesign solutions that might improve job 
characteristics and outcomes. To that end, the researchers guided the participants 
towards possible alternative scenarios that emphasised particular criteria. Whilst 
the overall theme of the alternative scenarios was provided by the researchers, the 
participants came up with their own ideas of what changes would be needed to 
realise these alternative scenarios. At this stage we tried to encourage participants 
to ignore actual or potential barriers, as feasibility was considered at a later stage. 
This phase was meant to encourage employees to think creatively and consider 
new ideas.

In Study 1 we used three key scenarios – one aimed at improving well-being, 
one aimed at improving performance and one aimed at improving both. The idea 
behind this was to illustrate the trade-offs that might need to occur in order to 

satisfy both well-being and performance, but also served to highlight that there 

may be some work practices that would enhance both outcomes – or at least 

would enhance one but not harm the other component. However, one difficulty 

with this ‘outcomes’ focused approach was that, despite being informed about 

job design theory, call centre employees needed some encouragement to think 

about enhancing important job characteristics like job control. So we felt that 

highlighting this as a central theme of an alternative scenario would be helpful in 

enabling the participants to consider such ideas more explicitly. Moreover, from 

our experience of conducting the workshops in Study 1, we also knew that many 

of the obstacles highlighted within call centres related to cross-team collaboration 

and handover, where a task could not be completed by the agent because it had 

to be handed over to another department or team (relating to low task identity/

completeness and low control).

Thus, in Study 2, we asked participants to consider changes to the job that 

would be required to develop two alternative scenarios, one concerned with verti-

cal enrichment (taking on more complex tasks and tasks performed by the team 

leader) and another concerned with horizontal enlargement (greater variety of tasks 

Cross-team/ 

departmental 

cooperation

The effectiveness of cooperation 

with other teams and 

departments

1 = very ineffective 

cooperation to  

10 = highly effective 

cooperation

Physical working 

conditions

The extent to which the physical 

working conditions (e.g., light, 

noise, heat, equipment set up) 

affect the job tasks

1 = physical conditions have 

large negative effect on 

the task, to 10 = physical 

conditions have a positive 

effect on the task
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at the same level). The first was aimed at promoting ideas related to greater control, 
responsibility and skill use, and the second to encouraging ideas related to greater 
variety, task identity and removing obstacles to the work flow. These two ideas 
were then combined into an ‘enlarged scenario’ which included both vertical and 
horizontal enlargement. Examples of the ideas that were eventually implemented 
are shown in Table 3.2.

Developing the preferred scenario. After considering the alternative scenarios, 
participants were asked to take the best ideas for improving the job from the 
different alternative scenarios, to consider any other ideas they had about improv-

ing the job, and to combine them into a ‘preferred’ scenario. The preferred 

scenario was then rated against the job design characteristics, well-being and 

performance outcomes and compared to the current scenario. This rating pro-

cess helps employees to appreciate that some aspects of the job will change more 

than others, and that some aspects may not change at all or may even get slightly 

worse. However, in both studies, the preferred scenario was rated more highly 

overall than the current scenario, and the participants agreed to take this scenario 

forward for implementation.

Workshop 2: Action planning

The aim of the second workshop (which lasted for about five hours) was to develop 

and refine the ideas for improving job design that were suggested in the previous 

workshop and to agree on a set of job redesign initiatives that would achieve the 

new preferred job design scenario. In Study 1, the second workshop took place 

TABLE 3.2 Examples of job redesign initiatives

Job redesign initiative Potential impact

Increasing supervisor performance feedback to four 

times a month

Feedback quality

Increasing clarity of performance criteria Feedback quality

Participation in the design of a new computer system Participation, removing task 

obstacles

Increasing range of tasks and availability of 

information, e.g., updating customer information 

on IT system, access to more customer 

information, dealing with complaint emails,

Job control, variety, removing 

task obstacles, skill utilisation

Performing supervisory tasks, e.g., running team 

briefings, collecting performance data, setting 

schedules and breaks, managing and recoding 

working time

Job control, participation, 

variety, skill utilisation

Procedural changes to tasks Removing tasks obstacles

Training on new tasks Skill utilisation

Cross departmental visits to develop greater mutual 

understanding

Skill utilisation, removing task 

obstacles
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one week after the first, so representatives could obtain feedback from the rest of 
their team on the suggested job design changes. In Study 2, because the whole 
team were present, the second workshop was conducted the next day.

Selecting ideas. The initial focus of the second workshop was to remind par-
ticipants about the preferred scenario and the ideas they had suggested to achieve 
it. A number of ideas were proposed ranging from minor procedural changes to 
large-scale reorganisation of team structures and practices. The benefits, costs and 
feasibility of introducing each change were then considered in detail. For example, 
participants were asked to estimate the amount of time saved by doing a particu-
lar procedure previously conducted by other employees (e.g., updating customer 
details) and the implications for call quality/productivity, costs and employee well-
being. Occasionally, there were diverging views about the potential benefits of a 
proposed change and also the exact form the change would take. In such instances 
participants had to justify their ideas for or against a particular proposal. Key ben-
efits of this discussion were to improve the feasibility and practicality of ideas, to 
help create a consensus for the worth of each change initiative, and to develop an 
underlying rationale for the change itself which was particularly useful for employ-
ees when, at a later point, they were required to articulate the benefit of a change 
initiative to managers and others in the organisation. Not all ideas were accepted. 
Some changes were rejected at this stage as unfeasible or because the benefits did 
not sufficiently outweigh the costs, while for other suggestions it was agreed that 

further investigation was needed before being accepted or rejected. When deciding 

on which ideas to adopt, the researchers encouraged participants to include some 

‘quick wins’ (e.g., easily implemented tasks) amongst the chosen changes so as to 

maintain momentum and motivation.

Planning for implementation. In the next stage of second workshop, researchers 

asked for volunteers to act as the champion for a specific change initiative. The 

researchers made sure that tasks were distributed across team members (usually they 

were paired up). A timescale was set (about two weeks) for each idea champion 

to investigate the idea further (e.g., to get more accurate figures, or speak to other 

departments) and to summarise each into a short one-page report to be compiled by 

the researchers into a fuller explanatory document that would be presented to man-

agement. Participants were asked to outline the benefits and costs associated with 

taking forward the particular changes initiatives. The second workshop ended at 

this point, and participants went away to complete their investigations and reports.

The final part of the action planning phase was a meeting with management a 

few weeks later to present the ideas to management and get permission to go ahead 

with implementing the ideas. The researchers facilitated the meeting with manage-

ment, but representatives from the teams presented the ideas themselves. At this 

point a few ideas were rejected by managers as they were not perceived to be fea-

sible, particularly in Study 1 where a number of suggested change initiatives were 

aimed at reversing the effects of an outsourcing initiative, even though managers 

stated clearly that outsourcing would not be reversed. The meeting ended with a 

final agreement and consensus on which ideas would be implemented.
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Stage 4: Implementation

Over the following months the teams were given responsibility to implement the 
agreed changes which ranged from increasing clarity of performance criteria to 
being involved in the development of a new computer system. Two representa-
tives per team agreed to monitor progress on the changes and to meet with the 
researchers for three implementation meetings (one per month over three months). 
If the teams were having trouble with particular changes then the researchers would 
raise questions and negotiate further with management to try and make progress on 
implementation. By the end of the three months, all changes were implemented 
(for examples see Table 3.2), although the involvement in a new computer system 
development was ongoing (the new system was not live yet but the participation 
was agreed and had started).

Evaluation and participant experiences

We now present evidence for the success of the job redesign interventions based 
on quantitative analyses of data drawn from surveys used in both studies. In par-
ticular, we show that changes in job characteristics are the mechanism through 
which the job redesign interventions influence employee outcomes.

Evidence for successful intervention effects. In Study 1 (N = 119) we based our evalu-
ation on five job characteristics and one employee outcome that were measured 
in surveys administered one month before the job redesign intervention began 
and one month after the end of the implementation phase. The job characteris-
tics included four job resources (i.e., job control, participation, skill utilisation, 
feedback) and one job hindrance demand (i.e., task obstacles such as a lack of 
information, interruptions from colleagues and computer system problems). The 
outcome variable was a measure of employee well-being that assessed the extent 
of pleasant affect (e.g. enthusiasm, contentment) and the absence of unpleasant 

affect (e.g. anxiety, misery) at work (Warr, 1990). To examine the direct effects of 

the intervention, we conducted moderation analyses that tested the effect of the 

intervention (modelled using an interaction term that is the product of dummy 

variables representing time of measurement and group membership) on job char-

acteristics and well-being. The results showed that the intervention resulted in 

significant improvements in the intervention group with regard to job resources 

(i.e., job control, participation, skill utilisation, feedback) and employee well-

being but that it did not significantly lower hindrance demands, i.e., task obstacles 

(see Tables 3.3 and 3.4). We then ran a series of mediation analyses which showed 

that the effect of the job redesign intervention on employee well-being occurred 

through the changes in job resources (results not shown). Further analysis to exam-

ine potential validity threats ruled out the possibility that the results were affected 

by initial sample non-equivalence (i.e., that differences between the two groups 

explain each group’s reaction to the changes), attrition effects (i.e., that participant 

attrition caused changes in mean scores) and halo-effects (i.e., that employees in 
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TABLE 3.3 Mean scores of Study 1 and 2 variables for intervention and control groups

Study 1 Study 2

Intervention Control Intervention Control

Employee outcomes

Well-Being 1 3.23 3.35 3.15 3.42
Well-Being 2 3.41 3.31 3.17 3.16
Performance 1 3.70 4.00
Performance 2 4.36 4.13
Psychological contract fulfilment 1 2.71 2.83
Psychological contract fulfilment 2 2.84 2.71
Job characteristics¹
Job control 1 3.24 3.45 1.59 1.68
Job control 2 3.51 3.50 1.85 1.55
Participation 1 2.34 2.30
Participation 2 2.54 2.13
Skill utilisation 1 4.76 5.09
Skill utilisation 2 4.96 4.83
Feedback 1 4.60 4.98 3.62 4.08
Feedback 2 5.34 4.78 3.67 3.71
Task obstacles 1 2.66 2.69
Task obstacles 2 2.58 2.57

Note: 1The mean scores of the job characteristics are not directly comparable as slightly different meas-

ures were used.

TABLE 3.4 Effect of intervention on job design and employee well-being: Study 1

Job control Participation Skill utilisation Feedback Task obstacles Well-being

β β β β β β

Intercept 3.43** 2.37** 4.85** 4.95** 2.71** 3.35**
Time of 

measurement
.31** .26* .25** .62** -.15* .17*

Experimental 

group
.29** .15 .17 .21 .15 .15

Interaction term .31** .51** .52** .78** .00 .24*
Pseudo ∆R² 3% 4% 7% 3% 0% 2%

Note: *p<.05; **p<.01; controls age, gender and tenure not shown. A significant positive relationship 

for the interaction terms indicates an intervention effect in the experimental group.

the intervention group experiencing change in one job characteristic are more 

inclined to report change in other job characteristics).

In Study 2 (N = 62) data were also collected in surveys administered one month 

before the intervention began and one month after the end of the implementation 

phase. We focused our analysis on two job characteristics (i.e., job control and feedback)  
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and three employee outcomes that were chosen to capture changes in affect  

(i.e., employee well-being), attitudes (a measure of psychological contract fulfil-

ment) and behaviour (i.e., task performance). All measures were based on self-reports 

except the measure of task performance that was rated by the employee’s supervisor. 

Similar methods of analysis to those mentioned above were employed to assess the 

direct and mediated effects of the intervention (see Table 3.3 for changes in mean 

scores). The findings showed that the intervention had a beneficial impact on the 

intervention group with regard to both job characteristics (i.e., job control, feedback) 

and all three outcomes (i.e., employee well-being, psychological contract fulfilment, 

task performance). Notably, the intervention appeared to arrest declines in job char-

acteristics, well-being and psychological contract fulfilment that were experienced 

by employees in the control group, and improve task performance in the interven-

tion group. Furthermore, the effects of the job redesign intervention on employee 

outcomes were mediated by the changes in job characteristics. For example, the 

intervention induced changes in job control which led to changes in employee well-

being, psychological contract fulfilment and task performance. The only exception 

was that feedback did not mediate the effect of the intervention on task performance. 

Analysis also ruled out validity threats such as attrition effects and Hawthorne effects.

Overall, a key finding from both intervention studies is that changes in job 

characteristics, particularly job resources, are one mechanism through which par-

ticipative job redesign interventions can be used to improve employee well-being, 

attitudes and performance. This is important as it shows that the positive effects 

of the participative job redesign interventions on employee outcomes are not 

simply due to involvement in participative decision-making or other intervention-

induced effects, e.g., a Hawthorne effect. Rather the effects of the interventions 

occurred because the interventions altered job characteristics. These studies there-

fore show that job redesign initiatives that rely on employee participation can be 

successfully deployed in organisational contexts that may not at first sight seem 

amenable to such approaches.

Whilst we did not conduct interviews with participants to examine their reac-

tions to the intervention process, we were able to see how even some of the 

initially sceptical team members became engaged within this process. From our 

observations in the workshops, an important outcome of employees’ involvement 

in this process was greater ownership of the change initiatives, although a limita-

tion of our data precludes us from stating the extent of these ownership perceptions 

and their subsequent impact on the implementation process. However, outcomes 

from a follow up meeting several years later for Study 2 suggest that those involved 

directly in the intervention had most ownership, which did not necessarily transfer 

to other teams or newcomers.

Lessons learned

In this section we reflect on some of the lessons learned and reasons why these 

job redesign interventions might have been successful. As noted, reviews suggest 
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that successful organisational interventions have five phases (preparation, screening, 
action planning, implementation and evaluation) and that employee participation 
is central to each phase and, as such, to the success of the intervention as a whole 
(Israel et al., 1996; Nielsen et al., 2010). In line with this, the preparation phase in 
both studies focused on developing and securing employee and managerial sup-
port for the intervention strategy. A key outcome of this was to secure managerial 
permission for call centre agents to have time ‘off the phones’ and to allow their 

participation in intervention activities during work time. We also invested much 

time and effort informing employees about the intervention in small team briefings 

prior to the start of the intervention. In Study 1, for example, seventeen separate 

team briefings were attended by researchers. Attendance at these team meetings 

also proved useful in managing expectations about the limits of the intervention, 

particularly that it would not affect or cover pay. One recommended element 

of the preparation phase that did not occur was the establishment of a steering 

group to oversee and monitor progress. Rather, in Study 1, the research team had 

responsibility for monitoring overall progress and two members per team were 

tasked with monitoring implementation progress. In Study 2, monitoring inter-

vention progress was the responsibility of a team leader. Delegating this activity to 

a team leader was probably more effective because being on site and having more 

influence meant that the team leader was better placed to ensure that employees 

conducted intervention activities outside the workshops, such as researching the 

practicality of change initiatives and implementing change initiatives.

In the screening phase, the identification of psychosocial risks is often informed 

by or derived from the results of a quantitative survey (Eklof et  al., 2004). 

However, in our interventions, although survey results were discussed, the assess-

ment of psychosocial risks was primarily achieved by using the scenarios planning 

tool to get employees to discuss the positive and negative characteristics of their 

job, rate their job according to various job characteristics, and achieve group 

consensus on the main psychosocial risks of their job. From observations during 

the workshop and discussions with employees, it appeared that a key benefit of 

this participative approach to risk identification was to increase employees’ under-

standing of the specific psychosocial risks of their job, increase their knowledge 

of job design principles, and to further raise awareness on why these job charac-

teristics should be changed. However, it was not clear how participation in the 

screening phase shaped employee motives and actions in subsequent intervention 

process; although such insights could have been gained through the use of more 

focused qualitative interviews.

Success in the action planning phases appeared to be a result of extensive 

employee participation in the action planning workshops, and in related activities 

outside of the workshops during work time. Within the workshops, employees 

were asked to suggest and develop workable changes that would improve job 

characteristics and to articulate why this change would have a beneficial effect for 

employees and the organisation. We observed that key advantages of this participa-

tive action planning process were to improve the practicality of change initiatives 
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by drawing on employees’ collective knowledge of work processes, and to help 
employees develop clear rationales for each initiative that were important when 
selling the idea to other teams and managers. Developing a clear rationale for each 
initiative also provided a means of fairly and justifiably rejecting employee sugges-
tions that were not practical, outside the scope of the intervention, or which may 
result in negative consequences for employee well-being. Another possible reason 
for the success of the interventions was that, by the end of the action planning 
phase a consensus was reached between managers, employees and researchers on 
which ideas would be implemented, thereby publically committing all parties to 
ensuring their eventual implementation.

The implementation phase involved embedding change initiatives within the 
organisation and was underpinned by employee participation. In many organisa-
tional interventions, middle managers are given responsibility for implementing 
change initiatives, with their commitment to implementing change being crucial 
to intervention success (Kompier et al., 2000; Laing et al., 2007). In our studies, 
responsibility for implementing change initiatives was allocated to team members, 
often those who had suggested the specific changes. Although it is not possible 
to state whether this different method of allocating responsibility is more or less 

effective, it was clear that successful implementation did depend on employee par-

ticipation and team leader commitment to the change process and also on senior 

managers’ communicating their support. Indeed, in Study 1, managers’ rejection 

of change initiatives to reverse the effects of an outsourcing initiative resulted in 

those teams which had suggested these changes becoming disengaged from the 

intervention process and unwilling to implement other changes. In these teams, 

the job redesign initiative did not lead to an improvement in job characteristics 

or well-being (although it is interesting to note that management did eventually 

reverse the outsourcing but not within our study period).

Conclusion

Our experience within these two studies suggests that it is possible in call centres 

to conduct successful participative job redesign interventions that enhance job 

design, employee well-being and performance despite the challenges of running a 

participative intervention in this context, e.g., low job control, participation. But 

our studies also demonstrate that the limitations of the context can be overcome 

to a certain extent through support from senior management and trade unions, as 

well as extensive employee participation in all phases, especially during the screen-

ing, action planning and implementation phases of an intervention. However, the 

type and content of the participation is also important, in particular, the devel-

opment of rationales for change (informed by job design theory and evidence 

from the organisation itself), the process of achieving consensus and ownership of 

the changes within the workshops, and the sense of procedural fairness that the 

participative process engenders. Whilst the participative process differed slightly 

across the two studies (e.g., use of representatives, the emphasis of the alternative  
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scenarios and the responsibilities for implementation), the core components 
remained the same. The practicalities of running such interventions in different 

organisations mean that processes may differ slightly depending on what is suitable 

for and can be negotiated within these different contexts. Moreover, as our expe-

rience as facilitators grew, we tried new ideas (such as the focus of the alternative 

scenarios). Nevertheless, even with these differences, both interventions demon-

strated significant success.

Yet the challenges of the call centre environment did limit the intervention 

despite employees’ active participation. Many suggestions were limited in scope 

and there were rarely radical suggestions (the one radical suggestion to reverse the 

outsourcing was rejected). Participants were also worried and rather cautious about 

whether changes would increase workload and affect their ability to meet current 

performance monitoring targets. Indeed, this was such a concern that the research-

ers had to negotiate with management that during the implementation phase 

employees would not be penalised for missing targets due to their involvement in 

the intervention process or when trying out new activities as a result of the agreed 

changes. Thus, a bedding-in period was agreed to reassure participants that their 

‘performance figures’ would not be evaluated negatively. Participants were told 

about this agreement during the scenarios workshops. But performance monitoring 

was so engrained in their outlook that it was challenging to get them to overcome 

this concern and this may have affected the nature of the changes suggested.

Bureaucracy and technology also limited the scale of the changes, as some could 

not be achieved without changes to IT systems or changes in other parts of the 

call centre that were not always willing to make the proposed changes. But some 

changes to IT systems and inter-team boundaries were achieved. Another issue 

with any job design change is the knock-on impact to pay and regrading. This 

limited the extent of changes, as any radical change may have resulted in regrading 

or changes in pay levels.

Some study limitations that limit the conclusions also exist. For instance, we 

did not explicitly evaluate manager or trade union responses (except in terms of 

gaining their support and approval for the changes) and the evaluation was rela-

tively short term (only one month after changes were fully implemented) such 

that we did not examine the long-term effects of the interventions. However, a 

follow-up meeting several years later for Study 2 suggests a possible downside to 

these participative interventions. Whilst the outcomes were very positive for those 

who were directly involved in the intervention, and led to enhanced skills and 

promotion for several team members, there is a challenge in terms of maintaining 

the same enthusiasm and ownership as new members join the team or as ideas are 

rolled out to other teams. This also relates to the limited scope of the interventions, 

as we were unable to change the wider context, but rather changed a small part of 

it. A key challenge for future research and practice is therefore how to extend the 

reach of these interventions to the organisation as a whole so that the effects can be 

maintained and the key principles and learning can be passed on to future changes 

within the organisation.



84 Carolyn Axtell and David Holman

References

Axtell, C., Pepper, K., Clegg, C., Wall, T., & Gardner, P. (2001). Designing and evaluating 
new ways of working: The application of some sociotechnical tools. Human Factors and 

Ergonomics in Manufacturing, 11, 1–18. DOI: 10.1002/1520-6564(200124)11:1<1::AID-
HFM1>3.0.CO;2-6

Bakker, A. & Demerouti, E., (2006). The job demands-resources model: State of the art. 
Journal of Managerial Psychology, 22(3), 309–238.

Bakker, A., Demerouti, E., & Schaufeli, W. (2003). Dual processes at work in a call cen-
tre: An application of the job demands–resources model. European Journal of Work and 

Organizational Psychology, 12, 393–417.
Clegg, C., Coleman, P., Hornby, P., Maclaren, R., Robson, J., Carey, N., & Symon, 

G. (1996). Tools to incorporate some psychological and organizational issues dur-
ing the development of computer-based systems. Ergonomics, 39, 482–511, DOI: 
10.1080/00140139608964476

Deery, S., Iverson, R., & Walsh, J. (2002). Work relationships in telephone call centres: 
Understanding emotional exhaustion and employee withdrawal. Journal of Management 

Studies, 39, 471–496.
Demerouti, E., Bakker, A.B., Nachreiner, F., & Schaufeli, W.B. (2001). The job demands-

resources model of burnout. Journal of Applied Psychology, 86, 499–512.
Egan, M., Bambra, C., Thomas, S., Petticrew, M., Whitehead, M., & Thomson, H. (2007). 

The psychosocial and health effects of workplace reorganisation. 1. A systematic review 

of organisational-level interventions that aim to increase employee control. Journal of 

Epidemiology & Community Health, 61, 945–954.

Eklof, M., Hagberg, M., Toomingas, A., & Tornqvist, E.W. (2004). Feedback of workplace 

data to individual workers, work groups and supervisors as a way to stimulate work-

ing environment activity: A cluster randomized controlled study. International Archives of 

Occupational and Environmental Health, 77, 505–514.

Frenkel, S., Korczynski, M., Shire, K. & Tam, M. (1999). On the Front-line: Organization of 

Work in the Information Economy. Ithaca, NY: Cornell University Press.

Grebner, S., Semmer, N.K., Faso, L.L., Gut, S., Kalin, W. & Elfering, A. (2003).Working 

conditions, well-being, and job-related attitudes among call centre agents. European 

Journal of Work and Organisational Psychology, 12, 341–365.

Holman, D. (2002). Employee well-being in call centres. Human Resource Management 

Journal, 12, 35–50.

Holman, D. & Axtell, C. (2016). Can job redesign interventions influence a broad range 

of employee outcomes by changing multiple job characteristics? A quasi-experimental 

study. Journal of Occupational Health Psychology, 21(3), 284–295.

Holman, D., Chissick, C., & Totterdell, P. (2002). The effects of performance monitoring 

on emotional labour on well-being in call centres. Motivation and Emotion, 26, 57–81.

Holman, D., Batt, R., & Holtgrewe, U. (2007). The Global Call Center Report. 

International perspectives on management and employment. Ithaca, NY: Cornel University, 

ILR School.

Holman, D., Frenkel, S., Sørensen, O., & Wood, S. (2009). Work design variation and 

outcome in call centres: Strategic choice and institutional explanations. Industrial and 

Labor Relations Review, 62, 510–532.

Holman, D., Axtell, C., Sprigg, C., Totterdell, P., & Wall, T. (2010) The mediating role 

of job characteristics in job redesign interventions: A serendipitous quasi-experiment. 

Journal of Organizational Behaviour, 30, 1–21.



Participatory intervention in call centres 85

Humphrey, S.E., Nahrgang, J.D., & Morgeson, F.P. (2007). Integrating motivational, 
social, and contextual work design features: A meta-analytic summary and theoretical 
extension of the work design literature. Journal of Applied Psychology, 92, 1332–1356.

Hurrell, J. (2005). Organizational stress interventions. In Barling, J., Kelloway, E.K. and 
Frone, M.R. (eds) Handbook of Work Stress. Thousand Oaks, CA: Sage, pp. 623–645.

Ichniowski, C. Kochan, T.A., Levine, D.I., Olson, C., & Strauss, G. (2000) What works at 
work: Overview and assessment. In Ichniowski, C. Kochan, T.A., Levine, D.I., Olson, 
C., and Strauss, G. (eds) The American Workplace: Skills, Compensation, and Employee 

Involvement. Cambridge: Cambridge University Press, pp. 1–37.
Israel, B.A., Baker, E.A., Goldenhar, L.M., Heaney, C.A., & Schurman, S. J. (1996). 

Occupational stress, safety, and health: Conceptual framework and principles for effec-

tive prevention interventions. Journal of Occupational Health Psychology, 1, 261–286.

Kompier, M. (2004). Does the ‘Management Standards’ approach meet the standard?. Work 

& Stress, 18(2), 137–139.

Kompier, M., Aust, B., van den Berg, A., & Siegrist, J. (2000). Stress prevention in bus 

drivers: Evaluation of 13 natural experiments. Journal of Occupational Health Psychology, 

5, 11–31.

Laing, A.C., Cole, D.C., Theberge, N., Wells, R.P., Kerr, M.S., & Frazer, M.B. (2007). 

Effectiveness of a participatory ergonomics intervention in improving communication 

and psychosocial exposures. Ergonomics, 50, 1092–1109.

LaMontagne, A.D., Keegel, T., Louie, A.M., Ostry, A., & Landsbergis, P.A. (2007). A 

systematic review of the job-stress intervention evaluation literature, 1990–2005. 

International Journal of Occupational and Environmental Medicine, 13, 268–280.

Le Blanc, P.M., Hox, J.J., Taris, T.W., & Peeters, M.C.W. (2007). Take care! The evalua-

tion of a team-based burnout intervention program for oncology care providers. Journal 

of Applied Psychology, 92, 213–227.

Lepine, J.A., Podsakoff, N.P., & Lepine, M.A. (2005). A meta-analytic test of the challenge 

stressor-hindrance stressor framework: An explanation for inconsistent relationships 

among stressors and performance. Academy of Management Journal, 48, 764–775.

Maslach, C., Jackson, S.E., & Leiter, M.P. (1997). Maslach burnout inventory. In  

C. P. Zalaquett, and R. J. Wood, (eds), Evaluating Stress: A Book of Resources, 3. Lanham: 

The Scarecrow Press, pp. 191–218.

Mikkelsen, A. & Saksvik, P.Ø. (1998). Learning from parallel organizational development 

efforts in two public sector settings. Review of Public Personnel Administration, 2, 5–22.

Nielsen, K. & Randall, R. (2012). The importance of employee participation and per-

ceptions of changes in procedures in a teamworking intervention. Work & Stress, 26, 

91–111.

Nielsen, K., Randall, R., & Albertsen, K. (2007). Participants’ appraisals of process issues 

and the effects of stress management interventions. Journal of Organizational Behavior, 28, 

793–810.

Nielsen, K., Randall, R., Holten, A.L., & González, E.R. (2010). Conducting organiza-

tional-level occupational health interventions: What works? Work & Stress, 24, 234–259.

Parker, S. & Wall, T.D. (1999). Job and Work Design. London: Sage.

Saksvik, P.Ø., Nytrø, K., Dahl-Jørgensen, C., & Mikkelsen, A. (2002). A process evalua-

tion of individual and organizational occupational stress and health interventions. Work 

& Stress, 16, 37–57.

Sprigg, C.A., Smith, P.R. & Jackson, P.R. (2003). Psychosocial Risk Factors in Call Centres: 

An Evaluation of Work Design and Well-being. HSE Research Report (RR 169). Sudbury, 

UK: HSE Books.



86 Carolyn Axtell and David Holman

Thite, M. & Russell, B. (2010). The next available agent: Work organisation in Indian call 
centres. New Technology, Work and Employment, 25, 2–18.

Van den Broeck, A., De Cuyper, N., De Witte, H., & Vansteenkiste, M. (2010). Not all 
job demands are equal: Differentiating job hindrances and job challenges in the job 

demands-resources model. European Journal of Work and Organizational Psychology, 19, 

735–759.

Van den Broek, D., Callaghan, G., & Thompson, P. (2004). Teams without teamwork? 

Explaining the call centre paradox. Economic and Industrial Democracy, 25, 197–218.

Warr, P. (1990) The measurement of well-being and other aspects of mental health. Journal 

of Occupational and Organizational Psychology, 63, 193–210.

Zapf, D., Isic, A., Bechtoldt, M., & Blau, P. (2003). What is typical for call centre jobs? Job 

characteristics, and service interactions in different call centres. European Journal of Work 

and Organizational Psychology, 12, 311–340.



PART II

Evaluating organizational 
interventions



http://taylorandfrancis.com


4
VALID AND TAKEN SERIOUSLY? A 
NEW APPROACH TO EVALUATING 
KAIZEN-INSPIRED (AND OTHER) 
INTERVENTION TOOLS

Christian Dyrlund Wåhlin-Jacobsen

Introduction

Sylvia: “I think it has become a little more legitimate than in our team meeting where it’s 

been shoes every time [laughs], ‘okay, so what’, where it is like here, right, it’s a 

little more …”

Ron: “it goes from being complaints to becoming a project, right”

Sylvia: “yes”

Ron: “and then it’s bloody suddenly valid and is taken seriously, that’s [expletive] 

good”

This quote is taken from a participatory intervention workshop where two  
participating employees1 discussed the Kaizen-based tool evaluated in this chap-
ter, the “Improvement Board”. The employees had repeatedly discussed problems 
with ill-fitting work shoes in team meetings over a period of time, eventually 
leading the middle manager to “close down” the subject, as indicated here by 
Sylvia’s paraphrased “okay, so what” comment. By posting an action plan on the 
Improvement Board about how to address their work shoe problems, the partici-
pants were able to legitimately continue discussing the shoes at their weekly board 
meetings, eventually leading the team to mitigate the problem by sourcing new 
shoes. The quote is presented here to illustrate that the successful implementa-
tion of the Improvement Board seems closely tied to its usefulness in furthering 
the participants’ priorities: as the work shoe problem was seen as valid and taken 
seriously by the management, so was the Improvement Board seen as a valid tool 
by the employee participants.

The term “intervention tools” is used in this chapter to refer to techniques 
which are used in an intervention for guiding the actions of participants during 
pivotal tasks, such as problem identification or action planning. Often, material 
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objects are used to support these techniques, such as a wall-mounted board or a 
questionnaire. Since organizational interventions typically follow the same overall 
sequence of preparation, screening, action planning, implementation, and evalu-
ation phases (Nielsen et al., 2010), the tools employed in these activities seem an 
important distinguishing element. For example, it is likely that some tools are bet-
ter able to facilitate a given task than others (Nielsen et al., 2014), at least in certain 
contexts. Furthermore, because tools are often used in central intervention phases, 
much of the time spent by participants in intervention-related activities is shaped 
by the specifics of the tools. Intervention tools thus seem a relevant subject for  
in-depth evaluation.

However, in the various evaluation frameworks for organizational interventions 
that have been presented in recent years (Nielsen & Abildgaard, 2013; Nielsen 
et al., 2010; Nytrø et al., 2000; Saksvik et al., 2007), tools are treated as one rel-
evant aspect out of many. When it comes to understanding how tools contribute 
to making an intervention effective, explanations are scarce; we lack evaluation 

approaches which not only specifically deal with how tools are designed to work 

but also how they are utilized in practice (Nielsen, 2013; von Thiele Schwarz et al., 

2017). In the current chapter I will present such an approach inspired by actor–net-

work theory (Akrich, 1992; Akrich & Latour, 1992; Callon, 1986; Latour, 2000; 

Law, 2009). This theoretical perspective has received significant attention within 

organization studies in recent years, and some recent studies have begun to dis-

cuss its implications for occupational health and well-being. I will then apply the 

approach in an evaluation of the Improvement Board. First, however, I will pre-

sent some relevant points made within the intervention literature in relation to 

tools, especially Kaizen boards.

Evaluating tools in organizational-level interventions

Intervention tools and how they are implemented in specific organizational con-

texts has only rarely been the subject of focused description or evaluation. For 

example, in a review of complex organizational interventions, Egan et al. (2009, 

p. 4) stated that many evaluations failed to adequately describe “what exactly the 

intervention entailed” and “whether the intervention was implemented fully or 

adhered to good practice guidelines”. Indeed, while many evaluation studies of 

organizational interventions report some data regarding the implementation process 

(Murta et al., 2007), the emphasis tends to be on overall matters, such as whether 

the intervention reached the target participants or was conducted as planned.

As previously mentioned, intervention tools are typically designed to facilitate 

specific tasks such as screening for problems or action planning in order to improve 

the health and well-being of the participants. In evaluations of intervention tools, 

it seems highly common to focus on this primary purpose alone. One exemption 

is a recent study by Nielsen and colleagues (2014), which suggests that question-

naires should not only be considered relevant for intervention studies as a means 

for measuring intervention effects, but also as a source of information for designing 
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relevant action plans. This dual-purpose use is facilitated by tailoring the question-
naires to the organization where they are to be used, for example by including 
questions exploring those problems which participants experience most frequently. 
The questionnaire can thus serve as a useful intervention tool by helping par-
ticipants choose which problems to act upon, although it is not typically treated 
as such by intervention developers. Furthermore, it seems possible that a higher 
number of participants will respond to the questionnaire if the questions reflect the 
participants’ concerns. However, it should be noted that both the questionnaire’s 
use in the evaluation and action planning phases of an intervention are designed 
uses; in comparison, the quote in the beginning of this chapter of how intervention 
participants used the Improvement Board to highlight a topic against the wishes of 
the middle manager suggests that intervention tools have uses besides those they 
were designed for.

Another central aspect of intervention tools is the abilities tool users need to 
use the tool as well as their motivation for using it. These can be described as 
the tool’s prerequisites and are set by the design of the tool. Recent theoreti-
cal developments within the organizational interventions literature have pointed 
to the need to consider the intervention’s fit with the organization it is being 
implemented in and the organization members (Nielsen & Randall, 2015; Randall 
& Nielsen, 2012). Whether the intervention participants are able to meet the 
tool’s prerequisites can be seen as one important aspect of this fit. For example, 
various studies suggest that the intended users may lack skills and training (Nadin 
et al., 2001), or that those users who need the intervention the most may be the 
least ready to receive it due to their low self-efficacy (Nielsen & Randall, 2015; 

Randall & Nielsen, 2012). Other studies point to the fact that the participants 

who engage in interventions might tend to be those who have the most resources 

rather than those who are most in need (Nielsen, 2013). The overall point that 

areas of good or bad fit between the intervention and the organizational context 

and the underlying reasons for these should be examined thus also seem relevant 

in relation to intervention tools.

Kaizen-inspired intervention tools

Kaizen boards were originally developed within the methodology of lean man-

ufacturing to provide a structured and visual framework for decision making 

and follow-up on continuous improvements related to work tasks (Imai, 1986; 

Womack et  al., 1991). The themes of purposes and prerequisites are also rel-

evant when reviewing evaluation studies of organizational interventions using 

tools inspired by Kaizen boards. As many organizations have implemented at 

least some practices associated with lean manufacturing in recent years, the use of 

Kaizen-inspired tools in organizational interventions serves the purpose of provid-

ing an equally structured and visual approach to improving employees’ health and 

well-being through an approach which is familiar to the organization members. 

Kaizen boards contain a main zone in which the progress of ongoing action plans  
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(in the form of pre-specified “Kaizen notes”) is displayed. The boards typically also 
include a system for prioritizing which action plans to attend at any given time 
as some problems might be more urgent than others. Among the boards’ other 
usual features are key indicators of productivity and production quality, though 
these are typically left out in cases where the kaizen board is adapted to promote 
well-being. The board’s contents are discussed at regular board meetings following 
a standardized procedure, suggesting that both the employee’s ability and motiva-
tion to learn and to follow such a procedure is an important prerequisite for the 
boards’ successful use.

A number of recent studies have evaluated the use of Kaizen boards in rela-
tion to organizational interventions. Using a quantitative approach, von Thiele 
Schwarz and colleagues (2017) studied the use of Kaizen boards during interven-
tions in the Danish postal service and in a Swedish hospital. They found that Kaizen 
boards could be modified to facilitate reaching goals that the participants felt were 
relevant, thereby improving the psychosocial work environment. Furthermore, 
employee mental health and job satisfaction at baseline was found to be positively 
associated with using the boards, indicating that a certain level of well-being is a 
prerequisite for successful implementation of Kaizen-inspired tools.

Various recent studies have evaluated Kaizen-based intervention tools in hos-
pitals. Astnell et al. (2016) studied the contents of a large number of Kaizen notes 
produced by hospital employees. The employees practiced Kaizen as either a sys-
tem integrating health promotion and occupational health and safety (intervention 
group), or as a standalone quality improvement system (control group). The study 
concluded that the intervention group produced a greater number of suggestions 
related to health promotion and occupational health and safety than the control 
group and that the suggestions were also of a greater variety. Strengths of the study 
include a clear presentation of the Kaizen methodology used in the intervention 
and an overview of the suggestions made by employees within the intervention. In 
another study of Kaizen notes, Mazzocato et al. (2016) categorized notes in several 
ways, based on which kind of situation triggered the note, the organizational pro-
cesses addressed by the note, its complexity, and which outcomes were expected. 
They found that suggestions tended to target simple rather than complex problems 
and that the Kaizen template was only partially adhered to. The authors argue that 
the results were likely caused by a limited understanding of the Kaizen process 
among hospital staff, again pointing to the importance of meeting the tool’s prereq-

uisites if implementation is to be successful.

Other studies of Kaizen-inspired tools have used a case study methodology. 

Ulhassan et al. (2015) evaluated the use of visual management whiteboards in a 

hospital setting. The study presents examples of how the participants prioritized 

action plans and followed up on them, while also accounting for how and why the 

visual management whiteboards fared differently in two wards. One ward adopted 

the board because it was seen to support the participants’ efforts to coordinate 

which members of the staff would be present at different times, while the other 

ward quickly abandoned it because the participants ostensibly did not feel a need 
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for a lean-based intervention. These findings lead the authors to conclude that 
the motivation on the participants’ part is an important prerequisite for success-
ful implementation of Kaizen-based tools. In an article seemingly based on the 
same intervention, Augustsson et al. (2015) studied implementation fidelity using 
Nielsen and Randall’s (2013) framework for evaluating organizational interven-
tions. Analyzing questionnaires, interviews, and Kaizen notes, the study concluded 
that there were substantial differences in implementation fidelity among differ-

ent units of the same organization, arguing that implementation strategies should 

seek to create a homogenously high fidelity. The study attends to the motiva-

tions of both managers, employees, and health and Kaizen representatives, and 

thus provides a more detailed description of the participants’ abilities to meet the 

prerequisites of the Kaizen board than most other studies on the same topic.

Overall, although many of the evaluations of intervention tools reviewed here 

examine whether the participants fulfilled the tools’ prerequisites, it was rarely 

explored in detail why some participants were uninterested. Furthermore, the 

studies can generally be said to focus on whether the tools facilitated the tasks 

they were designed to, while other potential uses of the Kaizen boards for the par-

ticipants were not studied in detail. Both of these shortcomings can be addressed 

through the theoretical perspective of actor–network theory (ANT), which will be 

introduced in the following section.

A tool-centered evaluation approach

Recent years have seen a growing interest in how technical objects shape organiza-

tional life, including the role of tools in activities such as problem solving (Bechky, 

2003), knowledge sharing (Schoeneborn, 2013), and strategy work (Kaplan, 2011). 

A key inspiration in this development has been ANT (Akrich, 1992; Callon, 1986; 

Latour, 2000; Law, 2009), a theoretical approach which only recently has seen use 

in studies related to occupational health and well-being (Abildgaard & Nickelsen, 

2013; Mogensen, 2012). Because they have both procedural and material aspects, 

intervention tools can be considered technical objects as well and thus relevant 

objects to be studied with ANT.

Within the ANT tradition, the purposes of technical objects and the proce-

dures which must be executed to fulfill these purposes are tied together in the 

concept of “programmes of actions”, or simply programmes (Akrich & Latour, 

1992; Latour, 2000). Applied to intervention tools, these programmes are implicit 

descriptions of how change agents (the developer of a work environment ques-

tionnaire, for example) imagine users (workplace respondents) to follow certain 

procedures (“mark only one box for this question”) in order to produce certain 

outcomes (a screening of potential problems related to employee well-being). 

In order for the tool programme to be successful, it must be complied with. 

The investigation of when and why the programmes of technical objects are 

complied with (or not) is a key concern for many studies in the ANT tradition  

(Akrich, 1992; Latour, 2000).
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One reason why the tool programme might not be complied with is that all 
organization members take actions which promote their own interests, or those 
of groups they represent. These actions do not necessarily support the tool pro-
gramme. For example, an employee might engage in Kaizen board activity in 
order to change the work environment, or merely because of management pres-
sure to use the tools or risk being fired. Both of these cases could be taken to 
represent a success for the tool’s designed use, but as the latter is done to satisfy the 
management, we can hypothesize that the employee participant is only likely to 
use the tool while being monitored. Similarly, high workloads or a sceptic stance 
towards the prospects of the questionnaire leading to relevant changes in the work 
environment could lead employees to avoid filling out intervention screening 
questionnaires. Circumstances which challenge tool programmes can be labelled as 
anti-programmes (Akrich & Latour, 1992). To be sure, what is considered an anti-
programme is relative to the programme of the technical object under study.

Some have used the term translation (in the meaning of converting something 
from one form to another) to describe the process whereby technical objects 
become taken up and used (Callon, 1986; Law, 2009). The translation metaphor is 
used because programmes of technical objects seek to place various actors in roles 
set out by the object’s programme, for example in how an employee becomes a 
“tool user” who raises well-being problems through a Kaizen-inspired tool, rather 
than through other means. In many cases, the tool programme and the intentions 
of the participants might be overlapping (e.g. to improve well-being) in which case 
the participants are likely to use the tool, and the mutual translation will be suc-
cessful. However, participants have their own intentions and might try to translate 
the tool into something which can be used to fulfill these. The concept of transla-
tion thus also highlights how the potential uses of technical objects outnumber their 
designed uses (parallel to the example presented in the introduction), and how 
these potential uses and their significance can rarely be determined in advance, but 
must be studied in practice due to their contingent and contextual nature.

The prerequisites which must be met for the tool to be successfully translated into  
the participants’ daily practice are seen within the ANT tradition as designed  
into the tool on the basis of a pre-inscribed picture of the imagined user and his or 
her capabilities and intentions. For instance, Kaizen boards are typically designed 
around the assumption that participants are willing and able to meet at certain 
times, follow certain procedures, and use certain terms when they discuss matters 
related to the intervention. It can be challenging to identify the assumptions about 
the imagined user and how these assumptions might fail a priori because these 
assumptions are often based on common and taken-for-granted understandings. 
For this reason, ANT scholars advise us to look for breakdowns in how the pre-
requisites are met in order to better understand what is taken for granted about the 
tool user (Akrich, 1992). For example, the capabilities and intentions of the real 
users may be quite varied, making it unlikely that all real users will resemble the 
imagined user for which the tool was developed.

Due to the non-traditional way in which ANT depicts the interaction of techni-
cal objects with the organizational context, a comprehensive example is warranted. 
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Let us therefore consider a company which is going through a round of lay-offs 

while participating in an intervention. Lay-offs can function as an anti-programme 

to that of the intervention, for example if participating teams are split up or closed 

down. But the lay-offs also create potential anti-programmes to the intervention 

indirectly by influencing the actions of the employees and managers who partici-

pate in the intervention. For example, managers likely have to spend time selecting 

employees to be laid off, consulting with employee representatives, communicat-

ing changes to the employees and reorganizing work to accommodate the new 

situation. The employee participants might abstain from raising issues related to 

occupational health and well-being, opting instead to demonstrate their value to 

the company by working at an increased pace. Both the participating managers’ 

and employees’ behaviour might be affected in ways which deter them from ful-

filling the prerequisites of the intervention programme, hindering the successful 

translation of the programme into practice. Seeing lay-offs (and other contextual 

events) as influencing the implementation of an intervention through the vari-

ous anti-programmes they entail throughout the organization thus enables a more 

nuanced and specific understanding of the preconditions for successful translation 

of the tool into practice than merely seeing the lay-offs as a negative impact on the 

intervention in general.

Utilizing the approach and concepts just described involves exploring both the 

events surrounding the implementation of the Improvement Board’s tool pro-

gramme, but perhaps especially the breakdowns and failures of the programme to 

be fully translated into the participants’ practice. Therefore, the evaluation of the 

Improvement Board will pay special attention to the following questions:

1) Which potential anti-programmes were considered in the design of the 

Improvement Board, and which additional anti-programmes surfaced during 

its implementation?

2) Which potential uses did the Improvement Board allow other than those it 

was designed for?

3) Which prerequisites had to be met for the Improvement Board to work 

as designed, i.e. how did the real users match the imagined user that was 

inscribed in the tool?

In the following, the organizational setting which the Improvement Board was 

implemented in will be described and then the tool itself. Furthermore, the meth-

odological strategy used to prepare the evaluation will be briefly outlined before 

presenting the findings of the evaluation.

The empirical case

The Improvement Board was developed for a participatory organizational inter-

vention2 targeting blue-collar employees in three manufacturing companies. The 

intervention had a primary goal of improving the health and well-being of the 

participants as measured by various questionnaire-based outcomes, including work 
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ability and need for recovery (see also Chapter 6 by Abildgaard, this volume). 
While the intervention comprised various elements, this study focuses on two 
three-hour workshop sessions held approximately two months apart, as these 
were the primary venue for teaching and training the participants in the use of 
the Improvement Board. While the intervention participants had mapped vari-
ous aspects of their work which they saw as contributing positively or negative 
to their health and well-being at an earlier workshop session, the Improvement 
Board was introduced during the subsequent Action-Planning Workshop (APW) 
session, where the participants developed action plans to improve the balance 
between these positively and negatively experienced aspects. After the APW, the 
participants would have some time to implement the action plans. The third and 
last workshop session, labelled the “Follow-up Workshop” (FW), featured discus-
sions of the participants’ experiences with implementing the action plans. These 
discussions were meant to facilitate shared learning among the participants which 
they could employ in their future work with action plans. Furthermore, the FW 
allotted time for developing further action plans and for the participants to evaluate 
the intervention, including the Improvement Board.

This chapter focuses on one of the three companies, a pharmaceutical company 
(referred to here under the pseudonym of PharmaCorp), as focusing on one organ-
izational setting allows for a more nuanced and thorough evaluation. PharmaCorp 
was chosen as a case because it was the largest of the three companies, and because 
there were illustrative differences in how successfully the Improvement Board pro-

gramme was implemented among the four participating work teams.

The four work teams were organized in quite different ways, which, as it will 

be argued, seems to have contributed to the findings of the evaluation. Two teams, 

referred to here as teams 1 and 2, only worked day shifts, while teams 3 and 4 partly 

and fully worked in shifts, respectively. Furthermore, while teams 1 through 3 had 

a fitting number of employees for the workshop sessions, this was not the case with 

team 4, which was comprised of more than 50 employees. Therefore, team 4 was 

split up into smaller workshop groups based on the principle that employees who 

worked closely together should also participate in the same workshops. As a result, 

eight APW workshop groups and nine FW workshop groups were formed. After 

this split, the groups consisted of 6–17 employees and their respective line manag-

ers. It should also be noted that the members of team 4 were randomly assigned to 

new shifts every six months, which resulted in them changing workshop groups 

between the APW and FW. These changes undermine the point of attributing 

findings from team 4 workshops to specific workshop groups, and therefore the 

findings section instead indicates roughly how many team 4 workshop groups the 

reported findings reflect.

Description of the Improvement Board and its tool programme

The Improvement Board was designed primarily by an external consultant and 

organizational psychologist in collaboration with the research group behind the 

intervention study, which the author was a member of. The board was designed to 



TABLE 4.1 Participating teams and workshop groups

Team 

number

Number of employee 

participants (workshop groups)

Board meetings held? Notes

1 7 (1) Yes, fixed time (in 
connection with weekly 
team meetings), meetings 
led by employees with 
line manager present

Only worked day 
shifts

2 17 (1) Yes, fixed time (in 
connection with team 
meetings), meetings led 
by line manager

Only worked day 
shifts

3 11 (1) Yes, fixed time, meetings 
led by health and safety 
representative

Some employees 
worked day shift 
only, others both 
day and night shifts

4 Around 50
(8/9 after reorganization)

Mostly no, varying 
time, meetings led by 
employee participants 
(no line managers or 
employee representatives 
present)

All employees 
worked day, 
afternoon, and 
night shifts on 
a continually 
rotation schedule

Board
meeting

rules

Ideas
Frustrations

Who does what when? Done!

SAMI Improvement Board, NRCWE

Prioritization

Large effect

Few Many

Action

radius

Small effect

Quality

Well-
being

Effective-
ness

FIGURE 4.1 Improvement Board
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be used both within the workshops and outside of these. Within workshops, the 
Improvement Board was to guide the development of action plans on the basis 
of participants’ ideas. The ideas were to go through a series of steps on the board 
before a final group decision was made about whether the action plan should 
be implemented and, if so, which participants would assume responsibility for 
implementing it. A workshop facilitator would guide the participants through 
this process. If learnt well, the participants would be able to develop action plans 
on their own in compliance with the Improvement Board’s designed procedures, 
suggesting that the Improvement Board could become a commonly used tool by 
the participants to solve problems on an ongoing basis outside of the workshops.

Also outside of the workshops, the board was meant for monitoring the pro-
gress on action plans. The board would be mounted to a wall near the participants’ 
workspace, displaying the action plans undergoing implementation and their pro-
gress. Participants were to meet for recurrent board meetings in order to discuss 
ongoing action plans and potentially to develop new action plans. These meetings 
were to be led by one of the employee participants chosen by the participants 
themselves. The systematic follow-up that periodic reviews of ongoing action 
plans provide can be seen as a measure against the potential anti-programme that 
participants will forget their responsibilities or perhaps neglect these if they were 
not held accountable. This part of the tool programme was thus quite similar to 
how Kaizen boards are normally used.

The Improvement Board contained various fields which were designed as a 
progression of steps for action plans to go through from initial suggestion to fin-
ished implementation:

1) The “Ideas/Frustrations” field was meant to hold suggestions brought up by 
the employees for easy recall at a later time. Also, outside of the workshops, 
participants could post their ideas in this field in order for them to be discussed 
at an upcoming board meeting, mitigating the potential anti-programme that 
the participants would lack relevant and feasible ideas to discuss.

2) The “Prioritization” field attempted to formalize the participants’ decision-
making process on action plans in order to increase the plans’ feasibility, 
countering the potential anti-programme that the participants would develop 
unrealistic action plans and lose motivation for using the Improvement Board 
after these plans had failed. The field contained three zones which were used 
when discussing suggestions:

a) The “work environment balloon” (a symbol introduced during the ear-
lier mapping workshop) is where participants discussed which of the pre-
viously mapped problems the suggestion would target, thereby ensuring 
that the suggestion was apposite.

b) The “three flies”3 zone prompted participants to discuss which of the 
following three targets would be “swatted” by the suggested action plan 
under discussion: well-being, product quality, and productivity.
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c) The “action radius” symbol encompassed what the actors were able to 
successfully handle with regard to the costs of and their ability to imple-
ment action plans. Action plans within the participants’ own action 
radius were to be preferred, since organization members who were not 
part of the intervention could not be expected to take action in support 
of the plans.

3) The “Trash can” and “Parking lot” fields served as an archive for action plans 
which the participants decided to either discard or delay after “Prioritization” 
field discussions. These fields made it possible to revisit previously introduced 
action plans at a later time if the participants changed their minds.

4) Accepted plans were moved to a field titled “Who does what when?” and one 
or more participants would be solicited to assume responsibility for complet-
ing the action plan within a self-set deadline. Although assuming responsibility 
for the action plan was voluntary, the process of allocating responsibility and 
setting a deadline was thought to counter the anti-programme that action 
plans might otherwise be neglected because nobody could be held responsible 
for failing to implement them. The field had an additional function outside of 
the workshops, where the placement of the action plan template along a sym-
bolic trail of footsteps would be used to signal the progress of the action plan; 
the further to the right, the closer the action plan was to completion. The trail 
provided participants with an overview of the extent to which the current 
action plans had progressed recently and whether the participants would soon 
“run out” of action plans, in which case new suggestions were to be devel-
oped. Board meetings would mostly revolve around the action plans listed in 
this field.

5) The “Done!” field displayed completed action plans. Participants were asked 
to acknowledge colleagues who had completed an action plan. Because com-
pleted action plans were kept on the board, a collection of these would be 
amassed over time, attesting to the effort made by the participants and the 

changes they had successfully helped bring about.

In addition, a field for “Board meeting rules” contained information regarding 

any procedural decisions made by the workshop group, for example regarding who 

would lead the board meetings and when they were to take place. This field was 

not consulted while developing action plans.

Overall, the Improvement Board was similar to regular Kaizen boards in how 

it provided a visual status over the action plans currently undergoing implementa-

tion, and in how it outlined the formalized guidelines for its own use. However, 

the Improvement Board was also different from regular Kaizen board in that it 

was designed as a tool that employees could use by themselves. This attribute was 

highlighted through the use of puns in the action board terminology, a font resem-

bling handwriting and cartoonish symbols, whereby the Improvement Board was 

designed with a light-hearted style distinct from that of regular Kaizen boards and 
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thought to be appealing to the employees. It was also suggested to the participants 
in the workshops that they should acknowledge each other’s efforts to imple-

ment action plans and perhaps celebrate after having successfully implemented 

a pre-decided number of action plans. These initiatives were taken motivate 

the employees to use the board, countering the potential anti-programme that 

employees would see the intervention as merely “extra tasks” if the tool resem-

bled their production-oriented Kaizen boards too closely. Furthermore, very little 

writing was required of the participants other than filling out the action plan tem-

plates (Figure 4.2). This choice was made in order to avoid the anti-programme 

of participants neglecting using the Improvement Board out of disdain or lack of 

the ability to write.4

Evaluating the Improvement Board as an intervention tool

The evaluation presented here is primarily based on the analysis of more than  

56 hours of audio recordings from 10 APW sessions and 12 FW sessions. The audio 

recordings were transcribed and subsequently coded to identify sequences where 

the workshop participants gave evaluative comments regarding the Improvement 

Board (Charmaz, 2006). The coded sequences were reviewed and categorized 

based on their connection with the Improvement Board programme within and 

outside of the workshops. Interviews with various participants held two to three 

months after the FW provided supplementary information about the long-term use 

of the Improvement Board.

The Improvement Board programme within workshops

Overall, the programme goal of guiding workshop participants through a pro-

cess of developing their initial ideas into action plans seemed to be achieved, as 

an average of 7.5 action plans were developed and committed to by workshop 

participants for each APW. The action plans developed targeted a wide range 

of problems in relation to, among other things, improving the equipment, work 

clothes, communication or the organization of work; accident prevention; arrang-

ing social gatherings; learning lifting techniques; or reducing cognitive demands 

A
c
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o
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n
Resource/demand mapped: Person responsible

Action plan description: Deadline

FIGURE 4.2 Kaizen note template
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and redundant tasks. For all but the most demanding action plans, relatively short 
deadlines were set of one to three months, during which the employees would also 
carry out their normal tasks.

The board was seen by participants as easy to understand, which was illustrated 
by what occurred on several occasions where the process facilitator asked the par-
ticipants (who had never seen the board before) to introduce the board themselves; 
a surprising tactic for engaging the participants in the workshop. After some hesita-
tion, the participants would typically guess the meaning of the various fields, with 
the process facilitator adding comments where relevant. Participants in a team 4 
workshop group stated explicitly that the procedure outlined by the Prioritization 
field made for relevant and detailed discussions about action plans.

Participants expressed some confusion at the lack of a clear-cut standard for how 
complex an action plan could be. During workshops, both process facilitators and 
line managers stated that in order to be manageable, action plans should not be 
allowed to grow too complex, thereby countering the potential anti-programme 
of the participants becoming overwhelmed. Instead, it was suggested that demand-
ing action plans be broken down into several smaller action plans. However, the 
participants argued that subdividing the action plans too readily would lead to too 
many action plans to keep track of and discuss at board meetings. While the pro-
cess facilitator would generally encourage the participants to find a compromise 
on a case-by-case basis, this suggestion did not seem to remedy the apprehension 
expressed by the participants.

While participants of two team 4 workshop groups felt it was easy for them to 
use the board due to their previous experiences with Kaizen boards, several other 
team 4 workshop groups took issue with how the Improvement Board was inspired 
by Kaizen boards. Some felt that the Improvement Board did not contribute any-
thing beyond what they were already able to gain from the lean manufacturing 
Kaizen boards already in place.5 Whereas technical or lean staff would often assume 

responsibility for suggestions raised through these Kaizen boards, the Improvement 

Board asked the participants to assume this responsibility. We also know from the 

workshops that the participants had the opportunity to informally voice problems 

directly to their manager or formally to the middle management through a joint 

consultation committee. As one participant stated as a reason for not wanting to use 

the Improvement Board: “You make yourself responsible for something you want 

done”. Another participant remarked that the project coordinators did not listen to 

them; instead, “another board was just put up”. Thus, while it was pre-inscribed in 

the Improvement Board that the users would be sufficiently experienced and moti-

vated to use a Kaizen-inspired intervention tool, the similarity of the Improvement 

Board with other Kaizen boards was also problematic in some cases, nourishing the 

anti-programme of participants who felt that they lacked support for implementing 

action plans in relation to the intervention. As the examples show, not all of the 

real users might have felt the need for a Kaizen-inspired intervention tool; the real 

users were more diverse in how they viewed Kaizen boards than assumed by those 

who designed the tool.
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One issue of less importance was that the “trash can” and “parking space” zones 
of the Improvement Board were used on very few occasions. Since most action 
plans were typically discussed at length before reaching the Prioritization field, we 
can surmise that many issues which potentially could lead to discarding or putting 
an action plan on hold had already been resolved before their prioritization came 
up for decision. Thus, these two Improvement Board features do not seem to rep-
resent an important benefit compared to regular Kaizen boards.

Taken together, the within-workshop sessions part of the Improvement Board 
programme was in most instances successful, with some minor general problems 
related to deciding the appropriate scope of the action plans and seemingly super-
fluous features. However, in some team 4 workshop groups, the programme was 
challenged by some participants’ desire for more support and less responsibility 
than the Improvement Board offered; an unforeseen anti-programme and ulti-

mately a failure of the inscribed user to match the real users.

The Improvement Board programme outside of the workshops

Outside of the workshop sessions, the Improvement Board programme was of 

course closely related to board meetings. Teams 1, 2 and 3 reported that their 

board meetings had taken place as planned in-between the APW and FW, and 

subsequent interviews indicate that the board meetings continued in these teams 

after the FW. For team 1, the board meetings were led by employees (in the 

presence of the line manager) and held in conjunction with the weekly meetings 

already in place for the team. However, for teams 2 and 3, the line manager and 

the health and safety representative assumed responsibility for heading the board 

meetings after they had observed the employees having trouble appointing a board 

meeting leader among themselves. Thus, the line manager and health and safety 

representative’s actions countered an important anti-programme when the pre-

inscribed notion of the employee’s capabilities (or perhaps motivations) to head 

the board meetings failed.

Members of teams 1–3 reported having benefitted from the board meetings; for 

example, a team 1 participant stated that the meetings helped him remember the 

issues that had been raised and helped the employees complete their action plans. 

And, as indicated the example at the beginning of this chapter, some employees 

also benefitted from the potential use of the Improvement Board as a tool for 

legitimately raising issues that the management had previously closed down. An 

example of a similar potential use was found in regard to team 3, where employee 

participants extensively considered using the board for raising issues with their line 

manager during a time when he was absent from the workshop, though opting in 

the end not to do so.

Contrary to teams 1–3, the smaller workshop groups of team 4 generally did 

not hold regular board meetings.6 Roughly half of the team 4 workshop groups 

mentioned in the FW that high production goals and concurrent government 

inspection was keeping them too busy. Furthermore, some team 4 participants 
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stated that the line manager would not push for Improvement Board meetings to 
be held as they did for meetings around the regular Kaizen board, even though 
they had been instructed at the beginning of the intervention to encourage the 
employees to schedule and attend board meetings. Employees also described that 
the Improvement Board was temporarily taken down during the aforementioned 
government inspection, whereas the normal Kaizen boards were left hanging, sug-
gesting that the Improvement Board was less important than the regular Kaizen 
boards. These findings point to a gap between the motivations of the actual line 
managers and how they had been expected in the Improvement Board programme 
to support the intervention while fulfilling their normal obligations.

A second overall cause of the lack of board meetings was the shiftwork organi-
zation of team 4. Due to their changing work hours, the employees could not set 
a fixed time for board meetings and therefore faced the extra task of repeatedly 
coordinating when the next board meeting would be held. As the team’s work 
pace was determined by which production step the pharmaceutical product was 
undergoing at the time, each workday would potentially be structured differently, 

further complicating their planning. When it was revealed in the FW that very few 

board meetings had been held in team 4 up to that time, the facilitators tried to get 

the participants to agree on a schedule for the board meetings that better accom-

modated the shift work plan. However, going by the subsequent interviews with 

the team 4 line manager and various employee participants, it seems that board 

meetings were a rarity even after this. While it was well-known to those designing 

the Improvement Board that some participants worked shifts, it was assumed that 

participants would be willing to make the effort to coordinate and lead the board 

meetings. This prerequisite clearly was not met.

The Improvement Board programme was also challenged by other circum-

stances of team 4’s organization. First, with team 4 members being randomly 

reassigned to new shifts every six months, it was likely that participants who 

had committed to completing an action plan together in the APW would later 

end up on different shifts, reducing the possibilities for cooperation. A related 

problem was that if Improvement Boards were put up for all eight or nine work-

shop groups, a problem would ensue of how to position action plans for which 

several participants held joint responsibility if these participants were later reas-

signed to separate shifts. Instead, the line manager decided to put up one large 

Improvement Board which would hold the action plans from all workshop 

groups. However, the participants stated that it was not easy to identify their own 

action plans among the many plans from other workshop groups in board meet-

ings. Furthermore, the “Who does what when?” field was quickly filled with 

action plan templates, making it impossible to show the progress of action plans 

through their placement in the field and leaving the participants with the impression 

that few action plans progressed as planned.

Second, the managers or members of technical staff were only present during 

the day shift, meaning that they were not available to team 4 participants who 

needed to consult with them over their action plans during the afternoon or night 
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shifts that constituted the majority of the participants’ working time. While some 
actions plans could be completed by consulting with managers or technical staff via 

email, other action plans could be so technically or organizationally complex that 

a meeting would be required. If a participant was not successful in meeting with 

managers or a member of the technical staff while working a string of day shifts, it 

could be another three to four weeks before the next opportunity, which meant 

that the completion of the action plan could be delayed considerably.

Besides supporting participants’ completion of action plans, it was also part of 

the Improvement Board’s programme to guide participants’ development of new 

action plans after the APW. However, as previously stated the employees devel-

oped 7.5 action plans on average per APW, which can be calculated as roughly 15 

minutes per action plan, considering that two hours were scheduled for develop-

ing action plans in the APW. It was rare for the participants to have 15 minutes 

for a board meeting, and the participants thus often lacked the time to develop 

new action plans. This meant that while the plans developed in the APW were 

being completed, few new action plans were generated. Of course, if board meet-

ings were generally not held, as was the case with team 4, no new action plans 

would be developed at all. It thus seems doubtful if the Improvement Board can 

lead shiftwork participants to sustain the development of new action plans without 

extra time in the form of extended meetings or workshops where suggestions can 

be discussed at length.

In sum, the outside-workshops tool programme of supporting the implemen-

tation of action plans through board meetings was only successful for teams that 

were able to have regular meetings at a fixed time. Problematic gaps were identi-

fied between the real users and how they were pre-inscribed in the Improvement 

Board in relation to their ability and motivation to schedule and lead board meet-

ings. Also, the programme element of having participants develop new action 

plans during board meetings did not seem effective enough to promote their 

independent long-term use of the board. In team 4 specifically, unforeseen anti-

programmes related to high workloads and government inspections challenged the 

Improvement Board programme, and the team’s complex shiftwork organization 

was the cause of further anti-programmes related to difficulties in planning and 

conducting board meetings.

Discussion

This chapter was motivated by the need for an increased focus on tools as impor-

tant intervention elements worthy of substantial and focused evaluation. In the 

early parts of the chapter, several criticisms were raised of how intervention tools 

are typically discussed in the literature. In brief, these criticisms were:

a) An overall lack of substantial descriptions of intervention tools, suggesting  

that tools are generic, rather than important distinguishing elements between 

interventions.
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b) A too one-sided focus on the designed uses of the tools, rather than a more 
descriptive approach attending to how the tools are used in practice.

c) An undertheorized conception of when and why participants choose to use 
the tools provided by an intervention.

I have argued that these criticisms can be accommodated by employing an eval-
uation framework using concepts from ANT. In this section, it will be discussed 
how the results of the evaluation might inform the design and use of Kaizen-based 
intervention tools, as well as how the evaluation framework presented here can 
contribute to evaluations of intervention tools in general.

The contribution of the evaluation to Kaizen-inspired 
intervention tools

In order to provide a comprehensive evaluation of the Improvement Board, it was 
first described how the designers of the Improvement Board sought to increase 
the chances of successful implementation (or translation) of the board’s programme 
by taking measures against various problems and challenges that might arise as 
anti-programmes. Such considerations are likely very typical when developing 
intervention tools and they seem relevant for the overall success of the interven-
tion, but they are rarely described in evaluations of organizational interventions, 
similar to how the tools themselves are rarely described in detail. This is problem-
atic because interventions tools (and technical objects in general) reflect certain 
assumptions or pre-inscriptions about their imagined users. Without information 
about the tool designer’s considerations and what happened when implementation 
was attempted, it is not possible to assess which of the tool’s underlying assump-
tions were correct, meaning that an important resource for improving intervention 
tools in the future is passed up.

In relation to the Improvement Board specifically, the within-workshops part of 
the tool programme was overall successfully implemented, though some employ-
ees objected to developing and assuming responsibility for action plans on the basis 
that they would not receive as much support as they would if raising the problems 
through other means. This suggests that the pre-inscribed picture of the user was 
inadequate, as the participants were expected to be motivated for implementing 
action plans themselves. Otherwise, only relatively minor issues were identified 
with the Improvement Board, such as the lack of guidelines for when to split up 
action plans into several smaller ones, or how some fields of the board simply did 
not seem useful to the participants.

The outside-workshops part of the Intervention Board programme was less suc-
cessful, both because of how line managers and employee representatives needed 
to step in in order for the board meetings to be held in teams 2 and 3, but espe-
cially because of the many unforeseen anti-programmes operating in team 4. While 
some of these anti-programmes were caused by unexpected events (such as periods 
with high workloads or outside inspections), the problems caused by the team’s 
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shiftwork organization could perhaps have been foreseen and mitigated somewhat 
by the tool designers. However, it does not seem likely that the anti-programmes 
could have been countered by a simple change to the layout of the board itself. 
Instead, further support from the line manager and employee representatives could 
have led to more board meetings being held, and that perhaps this support was 
even more important in team 4 where no fixed time could be set for the board 
meetings than it was in the other teams.

It can also be argued that the tool designers had too optimistic expectations 
about the lengths to which employees would go in order to use the Improvement 
Board as instructed. It might be the case that board meetings were simply not held 
in team 4 because many employees in this team were not willing to assume respon-
sibility for extra tasks without substantial support, and because “forgetting” about 
the board meetings could be done with little risk as the line manager seemed to 
favor prioritizing main work tasks instead. Here, some might suggest that the tool 
programme would fare better in other settings with more motivated participants. 
However, this argument does not account for why the PharmaCorp participants 
would be unmotivated. Based on the critical arguments made especially by team  
4 participants against the Improvement Board, another perspective could be that 
the Improvement Board was not the participants’ only means of participation, as 
they could for example also develop action plans within the normal lean manu-
facturing framework (at least for some problems). Thus, the trade-off between 

effort and potential improvements in the employees’ health and well-being offered 

by the Improvement Board was not as attractive for the participants as the tool 

designers believed. However, for team 1 (the only team which succeeded in hav-

ing employee-led board meetings over time), the Improvement Board did offer an 

advantage over other systems as problems raised through the intervention could 

not as easily be shut down by their middle manager.

Another potential explanation for the lack of board meetings is that it was simply 

not as easy for the participants to lead board meetings as it had been assumed when 

designing the Improvement Board. In practice, many participants knew some basic 

principles of lean manufacturing and had participated in board meetings, but only 

very few participants had been formally trained to lead board meetings. This aspect 

is similar to how the participants in the study by Mazzocato et  al. (2016) were 

thought to lack lean skills. It is possible that the participants’ lean capabilities were 

overestimated by the designers of the Improvement Board because many of the 

most-cited lean sources within the literature (such as Imai, 1986; Womack et al., 

1991) are based on organizations which have come very far in their implementa-

tion of lean manufacturing practices (e.g. Toyota), or because these sources are 

published for commercial rather than academic purposes, and thus perhaps paint 

too positive a picture of how lean manufacturing is practiced in situ.

Summing up, it could be argued that it is important to assess whether Kaizen-

inspired intervention tools provide a substantial benefit for the participants over 

other means of participation (formal or informal), and whether the employees 

have sufficient lean capabilities to sustain recurring board meetings. If led by a line  
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manager or employee representative, the meetings are likely to be held, but it 
should be noted that the participants might then participate out of obligation, 
rather than simply because they are motivated for it. This raises the question of 
whether having board meetings is critical to using Kaizen-inspired intervention 
tools; another solution might be simply to find a different strategy for following 

up on action plans, instead using the Improvement Board mainly as a guide for 

developing action plans in workshops.

The contribution of ANT to intervention tool evaluations

At a more general level, a number of important differences can be identified 

between how intervention tools are normally seen in the literature and how we 

might approach them from a perspective inspired by ANT.

First, in contrast to how intervention tools have rarely been described in evalu-

ation studies in the extant literature, ANT emphasizes the need for engaging with 

how the implementation of tools as technical objects plays out in practice. This is 

important because many matters related to the implementation reveal themselves 

as multi-faceted and contingent when followed closely; for example, intervention 

participants are not passive recipients, but proactive users (Nielsen, 2013) who 

sometimes go beyond the designed uses of the tool in a way which actually sup-

ports successful translation of the overall tool programme into practice. The users 

have different interest and are likely to find different potential uses for technical 

objects. Whereas large-scale intervention-threatening events such as lay-offs are 

somewhat rare, many different and less remarkable circumstances can lead partici-

pants to renege on the requirements posed by intervention tools, as was seen in 

our evaluation. Although the emphasis placed on situated analyses within the ANT 

tradition means that many of its scholars are hesitant to generalize findings from 

one setting to another, it can be argued that descriptions of the implementation 

process are more likely to generate findings and suggestions which might inform 

future interventions in similar settings if they are in fact detailed and nuanced.

A second distinction can be found in how ANT stresses that the introduction 

of technical objects to a context is likely to expose features of both the objects and 

the context which might otherwise not be apparent (Akrich & Latour, 1992). For 

example, it is clear from the participants’ problems with scheduling board meetings 

that the Improvement Board programme presupposed abilities and motivations 

on the participant’s behalf which were not realistic. Similarly, the lack of board 

meetings held by team 4 employees might point to a more general difficulty of 

introducing new tasks for employees who work shifts where their manager is not 

present, at least as long as the employees are not clearly held accountable for tak-

ing on these tasks. These findings are examples of how interventions provide an 

especially relevant occasion for developing our understanding of intervention tools 

and of organizations in general.

Third, the ANT perspective suggests that tool designers and evaluators are respon-

sible towards the participants to a greater extent that it is usually acknowledged 
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in the evaluation literature. When the Improvement Board is used by participants 
to produce certain actions, it does something – it makes a difference. Thereby, it 

is likely to fit well with some participants’ intentions and not well with others, 

potentially putting some organization members at a disadvantage. For example, it 

is likely that team 1’s middle manager (whose intention to end work shoe dis-

cussions was circumvented by the Improvement Board) did not feel as positively 

about the Improvement Board as the team’s employees. As another example, more 

board meetings had likely been held if these were systematically led by managers 

and employee representatives, but this might not have led to increased health or 

well-being due to lack of time and the pre-existing availability of other formal or 

informal participatory channels. Instead, more board meetings could have led to an 

even higher workload, which the team 4 employees especially seemed so keen to 

avoid. This raises the overall question of whose point of view should be taken when 

designing and evaluating intervention tools. ANT helps us see how our choices 

might be “accidentally political” (Bloomfield et  al., 2010), for example through 

how tool designers’ assumptions about the imagined users are turned into an object 

of evaluation. The question of how to balance different stakeholder interests can of 

course not be answered once and for all; instead, it suggests that both tool evalua-

tors and practitioners using intervention tools should remain reflexive about which 

success criteria might be held by different actors (such as employees, managers, tool 

designers and evaluators) in relation to the intervention and the potential tensions 

between these, such as:

 • Compliance vs meaningfulness: can an implementation be considered success-

ful in case some participants chose – for good reasons – not to use the tool?

 • Specificity vs relevance for a larger group: is it most important that an inter-

vention tool is relevant and practical for a selected group with a relatively high 

need for change, or to as large a share of the participants as possible?

 • Formalization vs flexibility7: is it important that an intervention tool is used 

in a certain predetermined way throughout an organization (as argued by 

Augustsson et al., 2015), or is it preferable that the intervention tool is flexible 

enough to accommodate the local users’ interests (parallel to the “What works 

for whom” perspective; Nielsen et al., 2014)?

 • Short-term gains vs sustainability: is it most important that the intervention 

tool is effective at solving a perhaps pressing problem, even if the costs are 

relatively high, or would a more economically feasible long-term strategy 

be preferable whereby the intervention tool would have to function well in 

everyday organizational life?

It can be suggested that the prevalence of experimental study designs with rela-

tively short follow-up periods in the evaluation literature is likely to privilege 

criteria such as compliance, specificity, formalization and short-term gains because 

these are more likely to entail measurable effects in quantitative evaluations.  
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However, when evaluating intervention tools in their own rights, we are able to 
and should consider the qualities and shortcomings of intervention tools from a 
number of perspectives.

Conclusion

In this chapter, it has been argued that intervention tools deserve a central posi-
tion in the evaluation of organizational interventions. As evaluation approaches 
targeting tools are scarce, I have presented a new approach inspired by ANT. A 
main point of this approach is that tools are seen as valid by participants and stably 
implemented in their daily practice if and only if the tools enable the participants to 
carry out their diverse intentions. This evaluation approach was subsequently used 
to evaluate the Kaizen-inspired Improvement Board. While the Improvement 
Board was successful in facilitating the development and follow-up of a num-
ber of action plans, issues were also identified which might inform attempts to 
implement kaizen-inspired tools in similar settings. Especially problematic were 
the Improvement Board’s prerequisites regarding users’ motivation and capabili-
ties, and its use in teams with a shiftwork organization.

In closing, the chapter proposes that ANT is a relevant inspiration for eval-
uating intervention tools due to how it directs our attention to a number of 
aspects of both the tool, its implementation in the organizational context, and 
this context itself; aspects which might be overlooked if taking a more traditional 
perspective. ANT highlights how choices made while designing or evaluating 
tools privilege the interests and perspectives of some actors associated with the 
intervention over others, suggesting a need to further consider the success criteria 
which guide our work.
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Notes

1 As the chapter revolves around well-being interventions and intervention tools, the term 
“participant” will primarily be used to refer to the organization members who are actively 
involved in the intervention. However, in certain cases it is necessary to make a distinc-
tion between what is stated by or about employees, line managers or other organizational 
members, and in such cases, more specific terms will be used.

2 The overall framework of this intervention is described in a design paper by Gupta et al. 
(2015).
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3 A pun on “hitting two flies with one swat”, the Danish language equivalent to “killling 
two birds with one stone”.

4 We who developed the Improvement Board had been told by steering group members in 
the participating organizations that a significant proportion of the employees were dyslec-
tic or had Danish as their second language.

5 It was noted by the team 1 line manager that the Improvement Board lacked a mechanism 
for prioritizing among action plans which had been agreed upon – something which was 
seen as a benefit of the normal kaizen board used in the company.

6 Some participants stated that they occasionally updated the Improvement Board by them-
selves if they felt motivated to complete the action plans.

7 In the context of ANT, the topic of objects’ flexibility and identity is frequently referred to 
as fluidity (De Laet & Mol, 2000; Law & Singleton, 2005), a potentially relevant concept 
for future evaluation studies to adopt.
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5
EVALUATION OF THE  
PREPARATORY PHASE OF  
A STRESS INTERVENTION

A case study from the Australian  
public sector

Maureen F. Dollard and Amy Zadow

Background and aim of the chapter

Organizational interventions can be described as planned actions that aim to improve 
worker health and well-being through revision of the way jobs are designed, struc-
tured and managed, usually through a participatory approach where stakeholders in 
collaboration decide on the content and process of the tasks (Nielsen & Miraglia, 
2017). Studies documenting interventions to reduce workplace stress rarely discuss 
the preparatory phases of the intervention including the context, mechanisms and 
the associated outcomes (see Awa et  al., 2010; Richardson & Rothstein, 2008; 
Ruotsalainen et al., 2015). Organizations constitute elements that have complex, 
multifaceted, non-linear relationships, dependent on both time and context, mak-
ing intervention implementation and evaluation difficult (Cox et  al., 2007; Elo 

et al., 2008). Inattention to the effects of differences in intervention implemen-

tation processes, and insufficient acknowledgement of contextual differences in 

relation to varying environments for the interventions, may be obstacles to achiev-

ing the intended effects and threaten the internal validity of evaluation research 

(Goldenhar et al., 2001; McVicar et al., 2013; Saksvik et al., 2002). Limited success 

in organizational health interventions may be due to a failure to assess social and 

cognitive processes involved (e.g. employee’s perception of the need for change) 

(Griffiths, 1999; Nielsen & Abildgaard, 2013; Nytrø et al., 2000).

Hence more attention should be given to the early (development and imple-

mentation) phases of the intervention to elucidate key base ingredients to improve 

intervention processes (Nytrø et al., 2000). In this sense an intervention needs to 

employ the basic principles of realist evaluation to determine what works for spe-

cific workers in certain circumstances (Nielsen & Miraglia, 2017; Pawson & Tilley, 

1997). Accordingly intervention research needs to focus greater attention on the 

context and mechanisms that cause change rather than whether the intervention 

achieved expected outcomes (Greenhalgh et al., 2015; Nielsen & Miraglia, 2017).
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Rationale for the intervention

This intervention was a pilot organizational intervention project to reduce work-
place stress involving Australian public sector workers in the human service and 
education sectors. The intervention was guided by two main categories of mecha-
nisms that are important components of organizational interventions, the content 
of the intervention and the process of the intervention (Nielsen & Miraglia, 2017). 
The first goal of the organizational intervention was to identify the content that 
needed to be included (e.g. the psychosocial and organizational risks for work 
stress within the work organizations) to determine what to change. The second 
goal was to identify important mechanisms informed by the research literature 
and evidence to identify how to make the change (e.g. the process). Combined 
together these factors were used to inform and design the intervention including 
the tools and methods used.

What to change (content)

To establish what to change the organizational intervention relied on two main 
sources of information: theories of work stress and research evidence, and stake-
holder feedback relating to the specific work environment. Theories of job stress 
and work design such as the job demand-control (JD-C) model (Karasek, 1979), 
the effort-reward imbalance (ERI) model (Siegrist, 1996) and the job demands-

resources (JD-R) model (Demerouti et  al., 2001) have identified important job 

characteristics such as autonomy, job demands, task variety and social support that 

influence levels of work stress and burnout. These theories of work stress, and 

related research evidence (e.g. see Taris et al., 2003) in combination with feedback 

from the specific work groups, were taken together in a comprehensive multi-

method approach to determine the assessment content – specifically to ascertain 

with greater validity which psychosocial risks and psychological outcomes were 

to be included in the risk assessment survey given to all participants at Time 1 

(Mikkelsen & Gundersen, 2003; Theorell, 1998).

How to change (context and process)

The second goal was to develop mechanisms to make the change. This involved 

ensuring that the context and the process of the intervention were informed by 

elements of best practice in stress prevention and management. A review of the lit-

erature highlighted key elements of good practice in stress prevention intervention 

(EASHW, 2002; Jordan et al., 2003; Kompier & Cooper, 1999). These so-called 

evidence informed principles (Harrison, 2003) are based on both qualitative (i.e. case 

study material) and quantitative research. Eleven key elements derived from these 

sources were used to shape the organizational intervention context and processes, 

and inform the intervention tools and methods. These included a philosophy of 

interdependence: a culture of continuous learning and trust. Jordan et  al. (2003) argue 
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that an organizational philosophy that recognizes the interdependent relationship 
between individual and organizational health, and the notion that stress preven-
tion and management is the responsibility of every member of the organization 
is crucial. Promoting an organizational culture that was trusting and prepared to 
continuously learn (analyzing and evaluating) through improved communication, 
participation and feedback (see Jordan et  al., 2003; Nytrø et  al., 2000) was an 
important first step of the proposed intervention.

A further characteristic of best practice is sustained prevention and top manage-

ment commitment. Sustainability requires top management investments in workplace 
improvements, and integration of prevention activities into regular management 
systems (EASHW, 2002). Ongoing management may include the development of 
codes of practice, implementation of work environment security systems and ongo-
ing work environment surveillance (e.g., surveys) to assess progress towards goals 
(EASHW, 2002). Next, a participative approach including social dialogue, partnership, 

workers’ involvement and communication upward was considered a critical component 
of the intervention. Involvement and empowerment of workers in the decision 
making processes can lead to increased ownership and improved organizational ini-
tiatives and outcomes (Bond & Bunce, 2000; Jordan et al., 2003). Involvement and 
commitment is required at all levels, employees and their representatives, middle 
management, and top management, and in every stage of the process (EASHW, 
2002). Building bridges and trust between staff may be achieved by trained staff or 

by external parties (EASHW, 2002; Nielsen et al., 2002).

A further aspect of best practice was risk assessment and task analysis. It is argued 

that “an organization should never start a survey of the working environment 

unless there is a clear intention of taking action if indicated from the results” 

(EASHW, 2002, p. 122). Prompt feedback to participants is important for ongo-

ing support and participation in the process, and to keep them informed about or 

involved in ongoing problem analysis activities (e.g., focus groups). Risk assess-

ment can be informed by survey and local evidence (employee opinion surveys, 

grievance data) and participatory problem solving is used to evolve intervention 

actions (Cox et al., 2002). This process is required to ensure that interventions are 

tailored to meet local requirements, and to detect new risks. Analysis of job tasks 

for inherent or perceived hazards, and risk analysis is required prior to develop-

ing an intervention (EASHW, 2002). Risks may vary according to their level of 

influence (organizational, work role, and location) so that risk analysis needs to be 

comprehensive as well as local (Dollard et al., 2001).

Another important aspect of best practice is a thorough planning and stepwise 

approach. A necessary condition for the success of workplace stress prevention is 

to have “clearly defined program aims and target groups, appropriately delegated 

tasks and responsibilities, adequate planning, financial resources and means of 

action” (EASHW, 2002, p. 122). In the development of action plans for the stress 

prevention strategy it is important to adequately analyze the situation and the 

resources available. Plans should consider the needs, abilities and requirements of 

organizational members and both management and employees should be involved 
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(Elo et al., 1998; Jordan et al., 2003). Next, suitable interventions should be imple-
mented, matching goals and means, and then evaluated. The benefits of a stepwise 
planning process have been previously highlighted (Kompier & Cooper, 1999) 
and underpin a range of approaches (risk management approach, health circles, 
StRess.Moderator) (EASHW, 2002).

Best practice in stress prevention and management also involves context-specific 

solutions. For solutions to be sustainable they must be developed in the specific 
work context with the use of local resources. On-the-job expertise is identified 
as the main resource in the development of an intervention (EASHW, 2002). 
Workers must be viewed as experts in local knowledge, and their expertise should 
be used in problem analysis, solution development and implementation (Cox et al., 
2002). Another important aspect, that may be overlooked, is the use of experienced 

practitioners. It is widely recognized that the process of developing organizational 
interventions usually benefits from involving outside experts (researchers, con-
sultants, occupational health and safety experts, trade unions) (EASHW, 2002) 
and facilitators particularly when issues around poor management exist (Jordan 
et al., 2003). It is crucial that external consultants have a recognized professional 
background, and insight into the current knowledge and existing evidence in the 
field (EASHW, 2002). While ready packaged interventions and tools should be 
avoided, it is important to build on the evidence base that is developing in the area. 
A balance between context-based risk analysis and interventions and evidence-
based risk assessment and interventions is required (EASHW, 2002).

Further it is important to emphasize work-related and worker-related prevention 

and management. Strategies for intervention should be both work-related (focus 
on work environment source) and worker-related (to safeguard employees not 
initially protected by work related measures or who are subjected to specific situ-
ational stressors) (EASHW, 2002). In some cases stressors are an intrinsic part of the 
job (e.g., demanding clients) and cannot be removed. In these instances organiza-
tional changes combined with education and self-protection strategies may work 
best. It is important to distinguish between unchangeable and changeable work 
conditions and to focus energy on those that can be changed. Most reviews have 
concluded that “priority must be given to organizational and collective preven-
tion” (EASHW, 2002, p.123).

The empirical case

Two main mechanisms operate in organizational interventions; the content which 
determines what to change (e.g. psychosocial risk factors, stress outcomes) and the 
process which identifies what mechanisms need to employed in a particular con-
text to promote change (e.g. top management commitment) (Nielsen & Miraglia, 
2017). Building upon these principles, this chapter describes an intervention that 
provides an example of how a system of evaluative processes can be integrated into 
the development of an organizational intervention structure to assess the interplay 
between intervention context, mechanisms and outcomes. The pilot organizational 
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intervention project to reduce workplace stress involved Australian human service 
and education workers. The first phase, the context and development of the pro-
ject, involved a study group comprised of key industry leaders (health and education 
public sector representatives), employer representatives, and union state presidents 
on a fact finding mission with visits to employers, employer bodies, unions, experts, 
occupational health and safety (OHS) regulators and attendance at an international 
conference (European Academy of Occupational Health Psychology, EAOHP). 
Subsequently an intervention approach was developed using the Cox Griffith risk 

management approach (Cox et al., 2000a, 2002, 2003) that has also been adopted 

by the Health and Safety Executive in Britain (Mackay et al., 2004) and incorporat-

ing the best practice principles. Intervention systems were created using five layers 

of participation including intervention at the government, senior stakeholder, head 

office, department region and work group level.

The second phase, the risk management process, involved surveying partici-

pants (intervention and control groups) (Time 1 (T1)) to determine psychosocial 

risk factors and psychological health status. Survey content was developed by tri-

angulating information from work stress theories (e.g. the JD-R, Demerouti et al., 

2001; ERI model, Siegrist, 1996; and the JD-C, Karasek, 1979), research evi-

dence (e.g. Taris et al., 2003), in-depth interviews with workers and organizational 

data (e.g. sick leave). This information was then used in workshops involving 

employees and management in their natural work groups to develop stress reduc-

tion action plans (see also Dejoy et  al., 2010). An external facilitator convened 

four workshops per group over a six-week period providing education about stress 

factors and responses, risk assessment, risk control and established an action plan. 

Each work group was provided with data-driven risk reports (provided by the 

external researcher) derived from their work group’s response to the T1 survey, 

along with grievance and sickness absence data. Risks were prioritized by group 

consensus and action plans were developed aimed to implement risk controls at a 

work group level.

The third phase, involving the evaluation of the intervention, included 1) com-

pletion of the same risk assessment survey after the intervention period (Time 2  

(T2)) to determine changes in psychosocial risk factors and stress outcomes,  

2) participant completion of a workshop risk evaluation tool to evaluate the effi-

cacy of the workshop processes, 3) workshop facilitator completion of a rating tool 

after each workshop to determine the efficacy of the workshops in meeting learn-

ing outcomes and focus group sessions with the workshop facilitators throughout 

the six-week period to understand their key themes and conclusions, and 4) in-depth 

interviews with a selection of workshop participants to identify barriers and facili-

tators in the implementation of the intervention.

This chapter presents the development of intervention content and tools 

informed by work stress theory, research evidence and stakeholder feedback, as 

well as an intervention context and mechanisms that were developed in accord-

ance with elements of best practice, synthesized to build and test a comprehensive 

organizational intervention model to improve workplace health and well-being. 
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Tools, methods and guidelines are outlined for practitioners seeking to develop 
organizational intervention models that take into account the influence of context 
and process on outcome patterns.

Method

Sample

Two public sector departments were involved in the study (human service work-
ers, 20 groups; education sector workers, 18 groups). For the development 
phase (risk assessment) all participants were asked to complete a risk assessment 
survey prior to the workshops at T1 (human service workers, Intervention  
n = 65, Control n = 75; education sector workers, Intervention n = 120, Control  
n = 181). Work groups were randomly assigned evenly to either the interven-
tion or control group. For the intervention phase only participants attending the 
workshops completed a workshop survey immediately following the workshops,  
N = 147 (human service workers, n = 65; education workers, n = 82) relating to the 
value, content, organization and process of the workshops and the impact of the 
workshop on intention to use the risk management approach. For the evaluation 
phase, the risk assessment survey was used once more at T2, following the work-
shop at eight weeks post T1 and involved all participants (human service workers, 
Intervention n = 43, Control n = 48; education sector workers, Intervention  
n = 80, Control n = 134). In total, for the risk assessment survey, 441 participated 
at T1 and 305 at T2. In both departments females were the majority (human ser-
vice workers, 73 per cent; education sector workers, 79 per cent), and the typical 
age was 35–44 amongst the human service workers, and 45–54 within the educa-
tion sector workers. Human service workers managed, administered and delivered 
social care services to the most vulnerable members of the community in jobs such 
as social work, youth work, aged care, juvenile detention. The education sector 
workers managed, administered and delivered education services to students in pri-
mary, secondary and special schools. Ethics approval was given by the Department 
of Human Services and the University of South Australia Human Research and 
Ethics Committees.

To identify specific stressors (i.e. for the risk assessment tool) in-depth inter-
views were conducted with representatives (n = 15) from each department, 
nominated by the union and the department, purposively selected to maximize 
representation of all employment categories and each intervention work group. 
Participants were asked to: (1) describe the nature of their work, how it is carried 
out and managed, and to (2) identify some of the key work issues (stressors) facing 
their work group/region at the moment. Pre-interviews were taped and detailed 
notes were made from these. For the human service worker sample, interviews 
were conducted by two researchers and key issues were determined through anal-
ysis by the principal researcher. For the education sector worker sample, key issues 
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leading to stress were derived from the tapes by two researchers independently 
and then key clusters were agreed by consensus between the two researchers. The 
survey tool was then drafted using insights from the qualitative inputs from the 
interviews, and also considering factors behind workers’ compensation claims, 
stress leave data, with general and specific stress factors (10 factors) in each depart-
ment identified in this process.

Post interviews (n = 8) were conducted to canvas the capacity of the work 
group to determine measures to address key issues, factors affecting the work groups, 

barriers to the implementation of the intervention and integration into the organ-

ization, facilitators in the implementation and the attitudes and expectations of 

the participants. The quantitative and qualitative data enabled the effectiveness 

of the workshops to be evaluated in terms of (1) the value, content, organization 

and process of the workshops, (2) intention to use the risk management process in 

the future, and (3) through changes in psychosocial risk factors and psychological 

health outcomes. Group facilitators (n = 6) evaluated the workshops according 

to the learning outcomes and also participated in a focus group debriefing fol-

lowing the workshop interventions. The intervention research design is shown 

in Figure 5.1.

Intervention

Research
Reference

Group

Implementation of Action Plans 8 months

N=43

N=181

N=134

Education
Workers

N=120

Control

N=80

N=75

Human
Service
Workers

Intervention

N=48

N=65

Control

Time 2
8 weeks 

Time 3

12 months

M Dollard©

Intervention workshops       6 weeks

Surveys

Time 1

Pre-evaluation

Post-evaluationInterview group representatives

Interview group representatives

Working Group
Meets Weekly

Stakeholder Group
Meets Every 2 months

Literature
Organizational data

OHS Roundtable
Meets Every 3 months

Communication Upward

FIGURE 5.1 Process of program implementation and evaluation
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Measures

Measures included a risk assessment survey tool, a workshop risk assessment evalu-
ation tool and a workshop facilitator rating tool. The risk assessment survey tool  
(T1 and T2) was used to develop the content of the intervention and evaluate 
changes in psychosocial risk factors and stress outcomes following the workshops 
(see Table 5.1). The T2 data were also used to identify differences between the 

intervention and control groups in psychosocial safety climate (see Dollard, 2012; 

Dollard & Bakker, 2010; Dollard et  al., 2008). The workshop risk assessment 

evaluation tool measured the (1) value, content, organization and process of the 

workshops, and (2) intention to use the process in the future. The tool is provided 

in Table 5.2. Workshop facilitators completed a workshop facilitator rating tool, 

maintaining a diary to rate how effective the units covered in the workshops were 

in achieving the learning outcomes required on a seven-point scale. The learning 

outcomes used for this tool are summarized in Table 5.3.

Risk assessment survey tool

The quantitative risk assessment survey tool was used for the development of the 

intervention at T1 and as an intervention evaluation tool at T2. Its content was 

required to be general enough for use across two departments but specific enough 

in parts to inform specific organizational actions. Standardized scales including 

the Copenhagen Psychosocial Questionnaire (COPSOQ) (Kristensen, 2000), the 

job content questionnaire (JCQ, Karasek et al., 1998), the effort-reward imbal-

ance scale (Siegrist, 1996) and the management standards indicator tool (Cousins 

et al., 2004) were reviewed for suitability to assess identified stressors. Indicators of 

organizational and individual well-being were also included (psychological distress, 

physical health symptoms, intention to resign, morale, job satisfaction, engage-

ment, emotional exhaustion). Objective organizational data in relation to sick leave 

were matched at an individual level and included in the data base (sick leave data). 

Stakeholders in the various committees, representatives in the fields and other 

researchers were extensively consulted for content and structure of the tool which 

led to several modifications including changes to scale response formats and item 

wording. The size of the instrument was confined to 100 questions to meet market 

research standards. The survey questions are summarized in Table 5.1. Examples 

of specific items for human service workers were: there is poor public perception 

of our work; recognition of good work is appropriate; there is a lack of back up 

when staff are sick, or during training/escorts. Specific items for education workers 

included: managing the behavior of students with difficulties; limited resources to 

support staff welfare; working with parents of students with difficulties.

Workshop risk assessment evaluation tool

The workshop evaluation tool as shown in Table 5.2 assessed the: (1) the value, 

content, organization and process of the workshops (items 1–12) and (2) intention 
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to use the process in the future (items 13–19) with items based on Bandura’s 
self efficacy theory (SET) (Bandura, 2012), the theory of planned behavior (TPB) 

(Ajzen, 1988, 1991) and previous research (e.g., Randall & Gibson, 1991). Intentions 

to use risk management process was the dependent measure (item 12). Predictor vari-

ables were: attitude toward the risk management process (item 13); subjective norm toward 

the risk management process (item 14); perceived behavioral control for using the risk man-

agement process (items 15 and 16 reversed); efficacy beliefs (item 17 reversed); overall 

self-efficacy judgements (item 18); capacity (item 19).

Workshop facilitator rating tool

At the conclusion of each workshop facilitators rated how effective the units 

covered in the workshop were in achieving the learning outcomes required (see 

Table 5.3), on a seven-point scale from 1 = extremely ineffective to 7 = extremely 

effective. Following the completion of the workshops this information was used 

in a four-hour focus group debriefing with the facilitators on the workshops  

(n = 6) to review and validate key themes drawn from the facilitator’s comments.

Procedure

Risk assessment survey tool

The risk assessment survey tool was administered at T1 and T2 using telephone 

interviews conducted with all participants.

TABLE 5.3 Workshop units and learning outcomes

Units Outcomes

1. Demystifying stress Participants can explain stress

2. Using the risk management 

process

Work group can use systematic risk management 

process for stress

3. Identifying stress Determine factors that have the potential to cause 

stress

4. Assessing and determining 

measures to address stress

Determine stress risk and measures to reduce risk

5. Determining and finalizing 

measures to address stress

Use the hierarchy of controls – eliminate or 

reduce stress risk, to finalize risk controls

6. Establishing an action plan Document an action plan

7. Reporting and early response 

to stress-related issues

Describe incident reporting for stress, early 

response and support services

8. Work group reflection Describe how action plans will be implemented, 

monitored and reviewed and debrief regarding 

the experience
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Capacity-building workshops

Based on the Cox and Griffiths risk management approach (Cox et al., 2002) work-

shops were designed to involve employees and management in their natural work 

groups to develop stress reduction action plans (see also Dejoy et al., 2010). An 

external facilitator with expertise in organizational psychology or related area con-

vened workshops for a maximum of 16 hours, 4 x 4 weeks over a 6-week period. 

Facilitator guidance material was developed prior to the workshops to ensure a 

standardized approach across groups (see WorkSafe Victoria, 2007). Workshops 

provided education about stress factors and responses, risk assessment, risk control 

and establishing an action plan. An overview of the content of the sessions and 

learning outcomes is shown in Table 5.3.

Each work group was provided with data-driven risk reports (provided by the 

external researcher, MD), derived from their work group’s response to the T1 

survey, along with grievance and sickness absence data. Risks were prioritized 

by group consensus, and action plans were developed aimed to implement risk 

controls at a work group level; where local control was not possible or where fur-

ther resources were required, actions were elevated to the higher level Regional 

Steering Committee.

Workshop evaluation

At the completion of the workshops, the workshop risk assessment evaluation 

tool was disseminated to participants. Participants were instructed to place their 

responses with others in an envelope, to be sealed and sent to author by the facili-

tator (see Table 5.2). At the conclusion of each workshop facilitators completed 

the workshop facilitator rating tool rating how effective the units covered in the 

workshop were in achieving the learning outcomes required. The learning out-

comes used in this tool are summarized in Table 5.3.

Focus groups

Facilitators participated in a four-hour focus group debriefing on the workshop 

(n = 6). Key themes and conclusions drawn from the facilitator’s comments were 

validated by the facilitators themselves.

In-depth interviews

Pre- and post-workshop interviews with participants were conducted. For the in-

depth interviews conducted after the intervention (n = 8) most of the interviews 

were conducted with human service workers (n = 7) and only one interview was 

conducted with an education sector worker because at the time most staff were 

on annual leave.
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Results

Risk assessment

For each intervention work group, a risk assessment was conducted to gauge the 
relative importance of each identified stress factor (how well it correlates with 
stress indicators) and its prevalence (frequency/extent to which the issue exists) 
(Cox et al., 2002). Since the correlations are likely to be unreliable given the small 
group size, the strength of the factor was determined via correlations from depart-
mental data and the prevalence by the group mean. Table 5.4 rates the strength 
and prevalence of stress factors. The key risk factors for stress in the human services 
workers were specific workplace issues (top three of ten items were: expecta-
tions for accountability and high work standards are increasing, there is poor 
public perception of our work, there is a lack of back up when staff are sick, or  

TABLE 5.4 Stress risks

Human service workers Education sector workers

Hazard Hazard

Strength Prevalence Risk Strength Prevalence Risk

 1. Job content 1 0.78 0.78 3.5 0.56 1.96

 2. Job control 1 1.66 1.66 3 1.75 5.25

 3. Quantitative demands 9.5 2.16 20.52 7 2.35 16.45

 4. Emotional demands 1 2.54 2.54 4.5 2.52 11.34

 5. Inappropriate workplace 

behavior

1 0.44 0.44 1 0.36 0.36

 6. Bullying 3 1.03 3.09 7.5 0.52 3.90

 7. Meaning of work 8.5 0.46 3.91 5.5 0.23 1.27

 8. Communication 1 1.59 1.59 0 1.18 1.18

 9. Role in organization 1 1.30 1.30 0 1.07 1.07

10. Quality of leadership 1 1.24 1.24 0 1.06 1.06

11. Interpersonal relationships 3 1.05 3.15 7 0.91 6.37

12. Career development, status, 

pay (rewards)

5 1.50 7.50 3.5 1.29 4.52

13. Procedural fairness 2 1.73 3.46 1 1.23 1.23

14. Workplace issues 11.5 2.39 27.49 8.5 2.19 18.62

Note: Job content, job control, meaning of work, communication, role in organization, quality of 

leadership, interpersonal relationships, career development, status, pay (rewards) and procedural fair-

ness were reverse scored. Hazard strength is the average number of significant correlations with the 

outcome measures at T1 (9) and T2 (8) using both forward and stepwise regression techniques. Hazard 

prevalence is the mean score for each scale, adjusted for the number of items in each scale. Risk is 

the product of strength and prevalence. Risk gives an indication of how widespread the effect of an 

intervention would be which focused on that risk factor (because it takes into account strength – the 

probability of the experience of the stressor being associated with adverse effects and the prevalence of 

the factor, Cox et al., 2002).
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during escorts/access, or training) and general issues such as quantitative demands, 
rewards-career development and the meaning of work. The key risk factors for 
stress in education sector workers were specific workplace issues (top three of 
ten items, e.g., at my school: my job requires me to manage the behavior of stu-
dents with difficulties, there are high expectations to manage an increasing volume 

of work (e.g., a crowded curriculum), I am required to work outside of normal 

working hours) and quantitative demands, emotional demands and interpersonal 

relations. Bullying was also strong hazard for both departments.

Evaluation of intervention

Workshop attendance

The majority of participants, human service workers 67 per cent, and education 

sector workers 72 per cent, attended the workshops. For those who missed work-

shop sessions, the reasons for non-attendance were work commitments (47 per 

cent), being on leave (15 per cent) or not being given enough notice (15 per cent). 

For the human service workers, only 34 per cent of participants attended all four 

sessions compared to 78 per cent of the education sector workers.

Workshop value, content, organization and participation

The workshop participants, using the workshop risk assessment evaluation tool, 

agreed or strongly agreed, that the intervention work groups were worthwhile and 

well organized, that the materials were useful and the facilitator handled the ses-

sions competently (see Figure 5.2). They agreed (agree to strongly agree) that their 

contributions and others were listened to, that they were involved in developing 

interventions and that participation improved their understanding of stress and risk 

management (see Figure 5.3).
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Impact of workshops on learning outcomes

Across both departments, using the workshop facilitator rating tool (see Table 5.3 for a 
summary of the learning outcomes used in this tool) facilitators uniformly rated the 
workshop units as effective in “achieving the learning outcomes required” (human 

service workers, with 35 ratings, 2 missing, averaged 5.54 on an effectiveness scale 

from 1 to 7; education sector workers, with 28 ratings, 3 missing, averaged 5.71).

Impact of workshop on intention for work group to use the risk 
management process

The workshop risk assessment evaluation tool data indicated that participants felt 

that they had adequate capacity and they were confident to determine stress factors 

and implement controls, although they did agree that they may need assistance in 

the future (Figure 5.4). There was agreement by participants that the use of the risk 

management process to deal with work stress is wise (see Figure 5.5). The major-

ity of participants reported that it was likely/extremely likely that the work group 

would use the risk management process to deal with work stress in the future. 

Participants reported on average a lot of control in the process and that the risk 

management process was easy to use.

For theory testing (SET and TPB) it was first noted that all theoretically 

derived measures were correlated with the dependent variable work group 

intention to use the risk management process in the future. We regressed the 

dependent variable on all of the other measures and found that being confident 

in using the risk management process (β =.27, t = 2.68, p <.05) and perceived 

control over the risk management process (β =.27, t = 3.49, p <.001) were the 

most important factors in predicting perceived work group intention to use the 

process in the future, F(7, 133) = 7.54, p <.001, with the model accounting for 

26 per cent of the variance.
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Post-workshop qualitative evaluation

Qualitative evidence obtained at the workshop from participants following their 
attendance at the facilitated workshops shows that participation in the workshops 
led to very favourable reactions by participants about the participative nature of 
the sessions, and their improved understanding of stress and risk management. The 
organization, facilitation and session materials were similarly rated very positively. 
Participants thought that it was wise to use the risk management process, but the 
level of control and ease of use of the process was rated less favorably.
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Evidence from the interviewees post-intervention revealed the following:

 i. Capacity of risk management process to enable work group to adequately raise and 

discuss the issues. Overall responses indicated agreement that the stress factors 
identified by the respondents in the initial interview were addressed by the 
work groups. Further participants felt that the discussion within the work 
group enabled them to understand the many sources of stress. Some com-
ments were: “it has assisted a better understanding of where the sources of 
stress are from”; “as the group was comprised of [my] team, it enabled an in-
depth discussion of the sources as they all have a good understanding of the 
stressors”.

 ii. Capacity of work group to determine measures to address key issues. There was con-
sensus that the work group could determine measures to address key issues 
to some extent. Some comments were “there was good discussion around 
measures”; “the facilitators were good”; “able to provide a number of recom-
mendations that people felt would reduce stressors”. However a majority of 
respondents clearly identified limitations in implementing controls at a local 
level: “within the action plan developed, very few issues could be addressed by 
staff alone. Our group came up with a total of 22 action items, most of these 

were outside the staff’s control and more in the hands of senior management”. 

In sum, while the work groups were able to identify measures, limitations 

were clearly identified concerning implementation of controls at a local level, 

as was the need for a number of issues to be resolved at a senior management 

level.

 iii. Factors affecting work groups. Most issues raised related to a lack of communi-

cation about the project/process, short notice and scheduling of the work 

groups. The impact of this was that some participants missed out on work 

groups, some had to come in on days off and the hasty implementation itself 

added stress.

 iv. Barriers to the implementation of the intervention and integration into the organization. 

Responses pointed to a range of possible barriers. Most related to the capacity 

of the workforce (“no funding”, “staff turnover”, “skepticism about ability to 

roll out such a program”), negative perceptions of other people (“a significant 

proportion are cynical and jaded”), and some skepticism that managers and 

others would not have an attitude conducive to implement the project (e.g. 

“lack of commitment at a regional level”). Some of the comments were also 

framed as potential barriers not expectations (e.g. if there is a lack of good 

will).

 v. Facilitators in the implementation. Facilitators were clearly identified as the facili-

tators themselves, awareness that stress is an issue, communication, good will 

on behalf of the regional executive and participants, the OHS Act and the 

potential for the validation of issues across locations.

 vi. Attitudes/expectations. Overall the expectations/attitudes expressed in relation 

to the project were positive: “high expectations that the items identified will 
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be actioned within a reasonable time frame”; “believes that the issues raised 
will be addressed”; “worthwhile”; “good value”; “a good thing”; “left with 
positive feelings that the company cares enough about their employees  
to engage in a project of this kind”; “very happy with actions of the  
managers”.

 vii. Other. At a team level, a number of positive changes were reported: “greater 
awareness of stressors in general”; “greater support for each other”; “as team 
leader it was an opportunity to hear from all members of the team on issues 
that weren’t on my radar”; and “saw the chance to air views and issues as 
‘therapeutic’”. Comments regarding facilitators were positive: “facilitators 
were great/found the external facilitators to be very good – very switched on 
about OHS and broader workplace issues”. However there were also some 
concerns expressed: “the Steering Committee was ‘floundering’ a bit in terms 
of knowing what their role is”; “felt that mechanisms should be put in place 
to facilitate feedback on the process”; “don’t believe there will be significant 
change happening at a management or organizational level”; “there is general 
resistance to doing business differently due to staffing and budgetary demands 

and constraints”. Future actions were highlighted: “like to see some action 

within the next couple of months or believes that it will never happen”; “will 

be very happy if the action items get acted on”; “would like to see a scheduled 

follow-up to the program to evaluate its success”.

In sum, interviewees reported favorably about the facilitators, about the 

positive impact of the pilot in teams, and that overall the intervention was a 

good thing. However there was some trepidation about whether the changes 

will occur, and the need for action on action plans, feedback from the Steering 

Committee and the evaluation of the overall program was emphasized. In con-

clusion, interviewees reported quite favourably about the risk management work 

group process to identify key issues, barriers and facilitators, and significant 

learnings about the process of adequate preparation for the intervention were 

identified (e.g. scheduling, resourcing).

Focus groups

Evidence from the facilitators was gathered in a focus group and key themes 

and conclusions drawn from their comments were validated by the facilita-

tors themselves. They confirmed that the risk management approach was a 

useful framework to analyse stress factors and develop counter measures, that 

participants especially valued consultation about the action plans and open com-

munication in groups, that participants were concerned that the action plans may 

not be implemented, and that for organizational integrity and the development 

of trust facilitators believed it was critical that action plans were implemented 

as discussed.
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Impact of workshop on stress factors

Repeated measures (ANCOVAs) were used to test whether differences could be 

observed between the intervention and control group on the selected stress factors 

(interpersonal relations) and outcomes (morale, psychological distress, emotional 

exhaustion, physical health and engagement, job satisfaction and intention to 

resign), all assessed at T2 using matched data from the T1 and T2 surveys. Table 5.5  

shows improvement in workplace morale for the human service workers rela-

tive to no improvement for the control group indicating an intervention effect. 

However for the education sector workers, there was a significant decrease in 

morale. For the human service workers interpersonal relations also improved for 

the intervention group. However there were also increases in interpersonal rela-

tions in the human service workers control group. To determine whether session 

attendance or perception of the sessions impacted upon the results numerous group 

(how many sessions attended; whether sessions were rated favorably), interactions 

were conducted and the results did not change. In sum there were some lim-

ited intervention effects of the capacity-building risk management workshops on 

selected stress factors and health and well-being.

Impact of workshops on (PSC)

Post-workshop there were no differences between the intervention and control 

groups on PSC items for the human service workers (see Figure 5.6). For the 

education sector worker sample, an unrelated sample t-test showed one difference, 

the control group reported that contributions to resolving work health and safety 

TABLE 5.5 Pre- and post-workshop comparisons of stress factors and morale

Intervention Control

Factor N Mean t-value N Mean t-value

Human service workers

Interpersonal relations Pre-workshop (T1) 43 18.51 3.87**  45 18.29 3.60**

Post-workshop (T2) 20.86 20.09

Workplace morale Pre-workshop (T1) 43 9.56 2.72**  47 10.13 -.55

Post-workshop (T2) 10.65 10.38

Education sector workers Control

Interpersonal relations Pre-workshop (T1) 78 18.82 1.21 132 19.72 1.75

Post-workshop (T2) 19.41 20.22

Workplace morale Pre-workshop (T2) 79 11.66  -2.57* 132 12.06 -.14

Post-workshop (T2) 10.92 12.09

Note: *p <.05 **p <.01.
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concerns are listened to in the organization, at a higher level than the interven-
tion group. The result was in the opposite direction than expected. A potential 
explanation is that there may have been starting differences in PSC between the 

intervention and control group at the outset (which could not be examined as T1 

data were not available) (see Dollard & Gordon, 2014; Dollard & Karasek, 2010).

Discussion

The aim of this chapter was to describe and evaluate the development, implemen-

tation and evaluation stages of the preparatory phase of a pilot stress prevention 

intervention project. Specifically we described the: (1) context, (2) risk assessment 

process and 3) intervention (capacity-building workshops), and evaluated the inter-

vention for its value and effectiveness, and impact on stress factors. Overall there 

was strong support for the effectiveness of the workshop implementation and the 

fundamentals of the project, with good compliance with elements of good prac-

tice. This evidence will be discussed triangulating the findings with the literature.

Risk factors

Consistent with much of the literature we found that worker psychological 

health was related to the intrinsic nature of the work, in other words the opera-

tional aspects of the job such as managing the behavior of difficult children in 

schools, or working with difficult clients to achieve their goals in the human 

service sector and to more general work and organizational factors. This find-

ing is consistent with numerous other studies finding that work stress is not just 

an outcome of intrinsically stressful jobs but is also linked to the way work and 

organizations are designed.
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Effectiveness of intervention-capacity building workers is 
necessary but not sufficient for change!

The capacity-building workshops were viewed favorably by participants in terms 
of the content and utility of the risk management process. Participants agreed that 
the risk management workshops enabled them to identify stress factors and deter-
mine and implement measures to address stress factors. In accordance with SET 
and TPB theory we found that perceived work group intention to use the pro-
cess in the future was associated with all theoretically derived measures. In accord 
with SET theory in particular, intention to use the risk management process was 
affected by control beliefs (efficacy). Further these factors were also rated generally 

lower than others, indicating that more work may be required to help develop a 

sense of control and confidence in implementing the risk management process, to 

guarantee its use in the future. This is not surprising as it is the first time that work 

groups had used this procedure and were empowered to control stress in their 

environment. We found that the intervention led to an increase in interpersonal 

relations in the human service worker sample, but this was for both the interven-

tion and control group, so improvements cannot be ascribed to the work group 

intervention. While morale increased in an intervention group compared to the 

control, in the education sector worker sample it significantly decreased. Moreover 

no effects were found for psychological distress, emotional exhaustion, physical 

health, and engagement, job satisfaction and intention to resign, all assessed at T2. 

This is to be expected, as the groups did not train in personal stress reduction tech-

niques and concrete action plans to reduce stressors were yet to be implemented.

Essential elements of prevention strategy

A key aim of the evaluation was to assess the elements of the intervention against 

international standards of best practice in stress prevention. Elements espoused in 

the literature are evidence informed and are relevant to both the development 

and implementation phases of the intervention. Here we integrate the elements 

developed and adopted as principles of best practice by the study group with those 

set out in the introduction to develop an evaluation framework against which to 

evaluate the intervention evidence:

1. A philosophy of interdependence: a culture of continuous learning and trust. A phi-

losophy of interdependence between individual and organizational health and 

responsibility at all levels was clearly embodied in the framework and design 

of the project (Nytrø et al., 2000).

2. Sustained prevention and top management commitment. The study is a stand out 

in the literature because of the extent of political and management will and 

buy-in to the project. Support of top management through involvement and 

commitment is widely considered as the most important element of any inter-

vention project because without it resources are threatened, and the longer 
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term integration of ideas into regular policy is limited. The whole project was 
stimulated by a timely context and political will of top management in the par-
ticipating organizations. As illustrated by the PSC responses, this involvement 
and commitment is not yet perceived by the employees. Moreover, partic-
ipants and facilitators expressed some skepticism about whether the action 
plans would be implemented.

In terms of sustained prevention, the risk management process is not a 
one off action and instead consists of evaluating the effectiveness of a range of 

interventions and is central to the cycle of continuous learning and improve-

ment in the work environment (Cox et al., 2000a, 2000b; Jordan et al., 2003). 

Studies have demonstrated that participatory work improvement methods 

need to be successfully integrated into the work routine and formal structure 

of the organization to be maintained after the project period and to have 

long-lasting effects (Mikkelsen & Saksvik, 1999; Mikkelsen et al., 2000). It is 

beyond the evaluation of this aspect of the project to comment on the sus-

tainability of the processes, but capacity building of staff in human resource 

management practices including leadership and management capability and 

accountability, and in the knowledge and skills to identify and tackle stress, is 

a big step in the right direction:

3. A participative approach – social dialogue, partnership, workers’ involvement, com-

munication upward. The study was designed using participative approaches. 

Qualitative input from worker participants and other stakeholders helped 

to influence the content of the evaluation tool enabling the identification 

and clarification of factors contributing to work-related stress. The work 

groups themselves involving managers and workers were the site of strong 

participation in understanding the problem and in solution generation. This 

quality relates to the study group element of a “positive work group climate –  

colleague and manager support”. Interpersonal relations increased in both 

departments through work group process, but this was not significantly more 

so than improvements also noted in the control group. Although this change 

could not be specifically ascribed to the intervention, all participants (inter-

vention and control) had consented to engage in the project, and this may 

have led to a more positive perception of support from colleagues and supervi-

sors (the so called Hawthorne effect). No net changes in morale were noted.

The quality also relates to “involves all layers of the organization”, a PSC 

item, and participants across both departments clearly agreed with this quality 

in the intervention (and incidentally in the control group so this is not specifi-

cally an outcome of the intervention).

Finally this quality relates to “participation and consultation with employ-

ees, unions and health and safety representatives – a bottom up approach”. 

This element is a strong feature of the project. There was significant agree-

ment from workshop participants, that during the workshop their, and other, 

contributions were listened to, and that participation improved their under-

standing of stress and stress risk management. Participants felt that they were 
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able to discuss issues openly, and that they were able to determine actions to 
address stress factors in the workplace. Participants considered that the partici-
patory risk management approach was a suitable way to address the problem 
(Nytrø et al., 2000).

However these positive reports pertain to the stress workshops and are 
not generalized by participants to a higher level or at a more abstract level 
(i.e. to OHS in general). In other words there is only ambivalent agreement 
that “my contributions to resolving OHS concerns are listened to” and that 
“participation and consultation in OHS issues occurs with employees, unions 
and health and safety representatives in my workplace”. This demonstrates 
that such an approach can work in an environment which has not previously 
supported OHS or has effective OHS system, processes and committees in 

place to support it. Participatory processes can be built to support the program. 

Other research utilizing employees as their own experts in identifying work 

problems, and developing action plans has observed these as key motivators 

for organizational improvement and increased control in the work situation 

(Mikkelsen et al., 2000):

4. Risk assessment and task analysis. A criticism of previous interventions is that 

many adopt a one size fits all approach to stress management rather than tailor-

ing the intervention to identified risks and problems within the organization 

(Kompier & Kristensen, 2001; Saksvik et al., 2002). In this study, risks were 

clearly identified at a local level through local inputs, analysis of data at a local 

level, and the work group process of triangulating survey data with data from 

summaries of sickness data, incident injury reports, workers compensation 

claims, critical incident reports and grievances. In accord with the study group 

element “risk identification, risk assessment and implementation of risk con-

trols at organization and work unit levels”, action plans were developed and 

aimed to implement risk controls at a work group level, and where this was 

not possible or where further resources were required, actions were elevated 

to a higher level via the regional steering committee. This latter process also 

presumably would lead to identifying common themes across work groups 

that could result in organizational policy/procedure or resourcing changes.

5. Thorough planning and stepwise approach – a stress prevention strategy. There was 

six months of consultation with the tripartite project work group prior to the 

establishment of the workshops. This extensive consultation process enabled 

stakeholders to resolve problems as they emerged.

6. Context-specific solutions. Workers were viewed as experts in their own envi-

ronment and were the main resource in determining risk and developing 

action plans. They also informed the pilot evaluation survey tool so that local 

issues could be captured, and feedback from the survey was given to the local 

work groups to consider in determining risk factors and specific solutions.

7. Experienced practitioners and evidence-based interventions. An experienced 

researcher was engaged to assist with the formulation of the evaluation tool, 

the content of which was shaped using evidence-based stress factors and 
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outcomes, themselves suggested by multiple theoretical perspectives. The 
researcher also provided survey reports back to work groups and analyzed 
the data. Experienced facilitators with expertise and knowledge in conflict 
resolution were also employed to facilitate the work groups to use the risk 
management process and to resolve potential conflict between supervisors and 
workers co-participating in workshops.

8. Work-related and worker-related prevention and management. Both departments 
have in place a range of worker-focused stress management strategies (i.e. 
employee assistance programmes). The aim of the risk management approach 
was to look mainly at work environmental factors, although the possibility of 
actions focused on the workers was not precluded.

In sum the key ingredients proposed at the outset of the study tour were 
implemented in various degrees. In turn these elements are consistent with con-
temporary work stress prevention themes and guiding principles espoused as good 
practice (EASHW, 2002; Jordan et al., 2003).

Research design

Further the design also included qualitative techniques to better understand the results 
of participatory organizational interventions (Mikkelsen & Gundersen, 2003) and to 
illuminate quantitative results (Landsbergis & Vivona-Vaughan, 1995), used grounded 
analytic processes to inform intervention theory (Saksvik et al., 2002) and undertook 
pilot work to investigate the cultural maturity of an organization (Saksvik et al., 2002).

Time of testing post intervention

It must be emphasized that the evaluation here describes the preparatory phase 
of the intervention, and participants’ evaluation of the workshops. Longer term 
evaluation is needed for determining the impact of the action plans.

Barriers and facilitators or lessons learned

Even though the workshops were rated positively there were many lessons to 
be learned about the content and process through further consultation with the 
facilitators and the work group members. In relation to the implementation of the 
intervention a lot can be learned about the importance of adequate preparation and 
communication about the project to potential participants (Kompier & Kristensen, 
2001), providing an adequate lead up time for work scheduling and back filling 
resources to ensure that volunteers can participate. While on the one hand there 
were timeline and resource imperatives to implementing the intervention, on the 
other hand these pressures led to reduced participation and increased stress for 
some participants. A workshop for project work group members and the Steering 
Committee was additionally convened to raise and resolve ongoing issues.
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Additional published research on the intervention post action plan implementation 
is reported in Dollard and Karasek (2010) indicating how PSC developed in the 
intervention through implemented actions moderated the impact of job resources 
on mental health outcomes (PSC enabled job resources to be used to moderate 
mental health effects). Moreover, PSC as assessed directly at T2 was subsequently 

found to give rise to better intervention implementation (more group attendance 

at workshops, more change due to the actions implemented, greater extent of 

action implementation, higher extent of being listened to and improved trust). 

Further, above any intervention metric, PSC best predicted reduced psychologi-

cal distress and emotional exhaustion, increased engagement and job satisfaction, 

reduced intention to leave and sickness absence (Dollard, 2012).

Conclusion

In conclusion the utility of capacity-building workshops to introduce the risk 

management process was verified as participants reported very favorably about 

the process, to identify key stress issues and develop appropriate controls through 

action plans, the facilitators and the content, and overall considered the approach 

as appropriate for the problem. Although a necessary component for organiza-

tional change, the capacity-building workshops in and of themselves did not lead 

to significant changes (this awaits action plan implementation) in stress factors, 

organizational or worker well-being (although there were anecdotal reports of a 

positive impact in teams). Participants expressed some trepidation about whether 

changes would occur, and reiterated the need for action on action plans, feedback 

from the Steering Committee and evaluation of the overall program. It is abso-

lutely vital from an organization integrity perspective that actions are implemented 

and that this is communicated to the participants. This in turn should improve 

worker perceptions about top management support. Like other organizational 

intervention projects key barriers and facilitators were identified, and significant 

learnings about the process of providing adequate lead up time for the inter-

vention are clear (e.g. early work scheduling, resourcing). High levels of stress 

in the education and health sectors in general justifies continued resourcing and 

diligence in implementing, and ongoing review and monitoring, of action plans 

(Nytrø et al., 2000) and tripartite caucusing on emerging problems. This should 

help to prepare a culture ready to integrate an effective approach to preventing the 

impact of stress in each organization.

Practical tips

 • Inform the intervention processes using the key elements for best practice in 

stress prevention.

 • Promote top management involvement and commitment and use a grounded 

participatory approach to involve stakeholders in the decision-making process 

leading to increased ownership of initiatives.
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 • Use risk assessment and combine qualitative and quantitative investigations 
to identify stress factors, including local context, to develop action plans for 
workshops.

 • Evaluate the workshops against the essential elements of prevention strategy 
and include the value, content, organization, process and the impact using a 
variety of measures (surveys, focus groups, in-depth interviews).
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6
TRICKS OF THE TRADE

Practical advice from the PIPPI project for 
evaluating organizational interventions

Johan Simonsen Abildgaard

Introduction

Evaluating complex organizational-level interventions is known to be a daunting 
task (Murta et  al., 2007; Nielsen, 2013). Organizational interventions typically 
take the form of long-term projects which often target multiple domains and out-
comes at once, simultaneously affecting several different organizational layers. For 

researchers tackling such a project, having a toolbox of various qualitative and 

quantitative techniques at their disposal for capturing and evaluating the processes 

and events taking place is a virtual necessity. To potentially further complicate mat-

ters, many, if not most, organizational interventions depend on a high degree of 

employee participation (Holman & Axtell, 2016; Mikkelsen & Gundersen, 2003; 

Nielsen, 2013; Sørensen & Holman, 2014), as both the design and content of the 

interventions is tailored to the specific organization by negotiating with those it 

will impact. While adapting interventions to fit the context (Nielsen & Randall, 

2015) makes sense from a practical point of view and in relation to implementation 

success, it does not make them easier to evaluate.

Conducting an evaluation of an organizational intervention is an endeavour 

in both following scientific methodological principles and in applying practical 

craftsmanship for collecting data in a concrete setting. When faced with such a 

complex and monumental task, it is essential to have useful tools in the form of 

concrete strategies on hand. These strategies can be viewed as what sociologist 

Howard S. Becker in methodological terms has labelled “tricks”. “A trick is a 

specific operation that shows a way around some common difficulty, suggests a 

procedure that solves relatively easily what would otherwise seem an intractable 

and persistent problem” (Becker, 1998, p. 4). Having a set of such tricks on hand 

can help researchers address persistent or recurring problems that accompany a 
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replicable procedure. These “tricks” are not of the dodgy variety of course, but 
refer in this context to convenient yet exacting methods for translating concepts 
from abstract models into practical usage for the complex reality of interventions. 
As scientific reporting of organizational interventions often focuses on techni-
cal details such as randomization, specification of hypotheses, bias, and spill-over 
(O’Shea et al., 2016), the practical tricks that have enabled researchers to actually 
conduct the study and share their findings are not reported on, becoming lost in 
a sort of “black box” in which procedures cannot be identified. Due to this lack 
of dissemination of practical knowledge, I feel privileged to be able to share with 
intervention researchers and practitioners some of the tricks that make the evalua-
tion of organizational interventions possible.

To demonstrate these tricks, I will present examples from an organizational 
intervention and shed light on the guiding principles, or tricks, that I and my 
colleagues used to transform the interventions abstract evaluation framework 
into practical solutions. Specifically, I present and discuss how the Nielsen and 
Abildgaard (2013) framework was applied in the “Participatory Physical and 
Psychosocial Intervention for Balancing the Demands and Resources Among 
Industrial Workers” (PIPPI) project (Gupta et al., 2015). I will present five generic 
and applicable tricks to guide an evaluation and its data collection and show in 
detail how and why we used them in PIPPI. To further contextualize the pre-
sented tricks and demonstrate their usefulness and generalizability, I will also show 
how the tricks have been used elsewhere in the evaluation of interventions.

The PIPPI project was initiated as a result of a governmental research grant 
given to fund an array of projects aiming to improve work ability and reduce 
intention to retire among at-risk work groups such as long-haul drivers, meat 
cutters and cleaning staff. To address the problems faced by the specific target 

population of the PIPPI project, namely industrial machine operators, an interdis-

ciplinary organizational-level intervention project was designed based on principles 

from participatory ergonomics and occupational health psychology, which led to 

the evaluation covering many topics (e.g. physical strain, safety practices, need for 

recovery, managerial quality, work ability, quality of intervention components). 

Since a feature of the PIPPI intervention was that the participants themselves 

were asked to prioritize which aspects of their working conditions they wanted 

to change, we did not pre-define these aspects prior to the intervention. Another 

feature of the PIPPI intervention was that it utilized activities that targeted various 

levels, such as the individual, group, leader, and organizational levels (following the 

IGLO model, see Nielsen et al., 2017). While organizational interventions such as 

PIPPI are not easy to evaluate, it is much easier to do with the right tools at hand.

This chapter covers the challenges of evaluating organizational interventions, 

especially as they were encountered in the PIPPI programme; addresses the key 

features from the Nielsen and Abildgaard framework that were used; and presents 

the tricks we used to apply them in PIPPI. Finally, I will discuss the challenges and 

pitfalls in evaluating organizational interventions.
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The complex nature of organizational interventions

Organizational interventions have been defined as “planned, behavioural,  
theory-based actions that aim to improve employee health and well-being through 
changing the way work is designed, organized and managed” (Nielsen, 2013,  
p. 1030). Though a central defining feature of this process is that it is implemented 
on the organizational level, organizational interventions almost always involve 
activities on several levels. To achieve the magnitude and breadth of change typ-
ically called for in an organizational intervention, they are often comprised of 
components that target the organizational level (e.g. through human resources 
(HR) practices), leadership and managerial level (e.g. training of line managers), the 
work group level (e.g. screening and action-planning workshops) and individual 
employees (e.g. through coaching). The multiple layers of activities pose challenges 
for both those with the more practical role of carrying out the implementation 
and those who are conducting the evaluation in more of a research capacity. One 
particular difficulty brought on by the use of multiple levels concerns the fact that, 

although interventions are primarily implemented on the group and organizational 

levels, the effects on health and wellbeing are frequently measured on the individ-

ual level. Though it is possible to do this, a complication is that the link between 

what is implemented on higher levels and what develops at the individual level in 

terms of wellbeing needs to be accounted for.

The practice of evaluating organizational interventions becomes what Rittel 

and Webber (1973) have labelled a wicked problem, which is a type of problem 

that they describe as hard to define and solve due to its changing and ambiguous 

nature. In other words, the intervention processes change over time and interact 

with the context in which they are implemented. In this sense, a more precise term 

for evaluating organizational interventions would be a messy problem, as it can be 

solved with some degree of success, but the results are not always neat and pol-

ished. Especially due to the complexity of evaluating participatory processes, the 

effects on multiple layers and how the factors interact, one needs to have the right 

tools at their disposal in order to rein in the messiness and carry out a useful and 

comprehensive evaluation.

The necessity of frameworks

To address the messiness and cope with the complexity of evaluating organiza-

tional interventions, it is essential to utilize an appropriate evaluation framework. 

A core framework that has been used in several applied frameworks (see, e.g., 

Fridrich et al., 2015; Nielsen & Abildgaard, 2013; Randall et al., 2012) is realistic 

evaluation approach (Nielsen & Miraglia, 2017; Pawson, 2013; Pawson & Tilley, 

1997). A core component in realist evaluation is context-mechanism-outcome 

(CMO) configuration, which is based on the theoretical concept that an inter-

vention will (or won’t) work in a specific context through various mechanisms 
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to achieve a certain outcome. As contexts vary and mechanisms lead to different 

outcomes in different contexts, the use of a CMO-based framework accounts for 

the fact that interventions are not easily generalizable and will likely function dif-

ferently if transferred to a different context.

A related conceptual approach that is often applied to interventions is programme 

theory (Kristensen, 2005; Rogers et al., 2000). In programme theory, a series of 

linked theoretical assumptions are made about the underpinnings of the interven-

tion, which provide a hypothesized explanation for why certain outcomes are 

probable. For example, in a simple mechanistic intervention addressing safe heavy 

lifting practices, the programme theory would be relatively easy to establish and 

test: awareness of the programme  participating in the programme (i.e. learning 

about proper lifting techniques)  changed behaviour (i.e. engaging in proper lift-

ing techniques)  decreased back pain (Kristensen, 2005, p. 208). The problem of 

establishing clear programme theories in more complex participatory interventions 

is that we often do not have a complete picture beforehand of which aspects of 

work are most suitable to target or even, at times, what outcomes are most desir-

able. Programme theory can thus help us arrive at a more nuanced understanding 

of change processes during interventions, but it may not necessarily better equip 

us to actually conduct the evaluation in practice. Similar conceptual frameworks 

include intervention mapping (Bartholomew et al., 1998; Eldredge et al., 2016), 

the Kirkpatrick training evaluation model (Kirkpatrick, 1998), and various mixed-

methods evaluation approaches (Nastasi et al., 2000; Rallis & Rossman, 2003).

The problem of applying a theoretical framework to the  
messy reality of interventions

The central challenge of evaluating organizational interventions is that they are 

multifaceted and difficult to grasp and examine; various frameworks are avail-

able but they are often too abstract to directly apply. In the rest of this chapter, 

I will briefly present the components in the PIPPI intervention programme, the 

evaluation framework and programme theory we had in place beforehand, and 

the tricks we used to bridge the gap between the abstract framework and the 

practical intervention.

The PIPPI intervention programme

The PIPPI intervention programme was a cluster randomized trial with indi-

vidual, group and managerial/organizational components. Readers interested in a 

more detailed description are encouraged to read our article on the design of the 

intervention (Gupta et al., 2015), the chapter by Wåhlin-Jacobsen in this volume, 

or, for those who read Danish, the comprehensive “how to” guide on this by 

Wåhlin-Jacobsen and colleagues (2017). PIPPI was implemented in three industrial 

production companies, each producing a different type of goods (medicine, food 
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and plastics). The companies and participating production sites varied in regard to 
their size and organization. The participants at each workplace were cluster ran-
domized into control and intervention subgroups. The project lasted 24 months, 
with the research team setting up the workshops for the first year and training the 
participating companies to run the PIPPI programme for the control group the 
second year. It contained the following components that were to be evaluated.

Workshops

The core intervention component in PIPPI consisted of three consecutive 
workshops on the workgroup level. These were a screening workshop, an action-
planning workshop and a follow-up (implementation) workshop. Work groups 
(often composed of employees from the same teams or shifts) of between five and 
ten employees participated as a group in the series of workshops together with their 
line manager. The workshops were led by a research assistant or an organizational 
psychologist. In the visual mapping workshop the PIPPI program was generally 
described along with a presentation of the visual work environment screening 
tool, accompanied by group discussions about which aspects of work are strenuous 
and which are positive. The goal of the action-planning workshop was mainly to 
come up with concrete solutions to the problems identified during the visual map-
ping workshop (see Wåhlin-Jacobsen in this volume for an in-depth treatment of 
the action-planning tools). The follow-up workshop included reflection about the 
process up to that point, revisiting the screening results and assessing the ongoing 
action plans to determine their degree of implementation and the potential need 
for further activities to address the identified problems. For the three companies a 
total of 73 workshop sessions were held during the first year.

Prior to the three main workshops, information meetings were held, during 
which the employees were informed about the PIPPI project and its activities. An 
ambassador workshop was held with relevant operational-level stakeholders at the 
companies (shop stewards, team leaders and safety representatives) to ensure their 
support for the programme and to coordinate efforts. After the first year, a training 

workshop was planned at each company to prepare them to take over the PIPPI 

activities at their companies for at least another year.

Organizational resource audit

Prior to the workshops, the research group conducted an analysis of the support sys-

tems and resources available for employees, which led to a report indicating which 

resources could be incorporated into the action planning and which resources were 

lacking. The support systems encompass both formal support structures such as HR 

programmes and health and wellbeing initiatives as well as informal practices used 

in the day-to-day management of employee health and wellbeing (such as talking 

to employees).
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Weekly meetings

In the action-planning workshops, the participating work groups deliberated on 
how to monitor the implementation process. Their decision was to include discus-
sion about PIPPI in their normally scheduled meetings, such as their weekly team 
meetings. This would enable them to regularly monitor the progress of PIPPI 
activities and, if needed, recalibrate the action plan to address developing problems 
or reallocate resources.

Individual sessions

In addition to the team and organizational components, all of the participating 
employees were offered the opportunity for an individual screening of their indi-

vidual demands and resources with their line manager. These interviews utilized an 

abbreviated individual version of the tools from the screening and action-planning 

workshops. The reasoning behind having individual sessions was to ensure that 

issues important for individual employees were addressed and not only collective 

issues (following the IGLO model).

Ergonomic consultation

When ergonomic challenges were encountered that required technical knowl-

edge beyond their competence level, the work group had the opportunity to call 

in an ergonomic consultant who would help identify the cause of the strain and 

offer solutions. They would also be taught techniques for identifying and solv-

ing ergonomic issues on their own in order to address potential future problems 

before they become serious.

Goals of PIPPI

For developing the evaluation we took the project goals of the PIPPI intervention 

programme as the starting point. The primary goals of PIPPI were to improve 

work ability, lessen the need for recovery and, subsequently, decrease the inten-

tion and perceived need to retire among industrial employees (see Gupta et al., 

2015). In addition to these ambitious goals there were also a number of more or 

less explicit secondary goals for the PIPPI project.

One of these goals was to integrate participatory ergonomics and occupational 

health psychology in one organizational-level intervention in order to provide 

an even wider range of potential issues to address and help resolve. A second aim 

was to provide an initially structured and standardized package that was to be 

adapted to the context over time, with the intention that the participating compa-

nies would continue with the approach after the project work was over. Third, in 

light of previous studies of process evaluation, we were interested in conducting 
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an even closer evaluation of the process, which would allow us to analyse specific 
events during the workshops. The fourth goal of PIPPI was to produce a set of 
novel process tools for the workshops and to then assess their use and effects.

The evaluation framework of PIPPI

The PIPPI evaluation framework draws on the Nielsen and Abildgaard (2013) 

framework (see Figure 6.1) developed originally for the project “Participatory 

Intervention from an Organizational Perspective” (PIOP) (Nielsen et al., 2013). 

The Nielsen and Abildgaard framework has been developed to evaluate organ-

izational-level interventions that involve several consecutive phases (initiation, 

screening, action planning, implementation and evaluation), which is a common 

design (Nielsen et al., 2010). In the framework, emphasis is put on the impact of 

thoughts, values and beliefs regarding the intervention (operationalized as mental 

models), the behaviour of actors in relation to intervention activities, as well as the 

context, during each phase of the intervention.

The framework focuses especially on how organizational interventions are situ-

ated in an organizational context and includes both the general characteristics of 

the work being carried out and the workplace (omnibus context) and the discreet 

Discrete contexts
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Action

planning
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Effect
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Job

characteristics

Health and

well-being

Quality and

performance

OHS

management

FIGURE 6.1 The Nielsen and Abildgaard (2013) evaluation model
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contextual events that take place during the event (discreet context). As it is noto-
riously difficult to anticipate the discrete contextual events as well as the aspects 

of the omnibus context that will be relevant, PIPPI applied a broad approach to 

evaluating the organizational context, which will be presented in the remainder of 

this chapter.

Programme theory of PIPPI

In the early stages of the PIPPI project a detailed programme theory was developed 

on the basis of the evaluation framework and the planned intervention activities 

(see Figure 6.2). The activities were listed along with how they were expected to 

directly and indirectly affect working conditions, organizational efficacy, employee 

wellbeing, long-term work ability and intention to retire.

The complexity of the programme theory in part stems from the fact that 

PIPPI consists of a large number of interrelated components that are working 

together to create diverse outcomes. The task of evaluation is not made simpler 

by numerous elements being included in long chains of potential causality. The 

Nielsen and Abildgaard framework draws on the logic of the Kirkpatrick training 

evaluation model (Kirkpatrick, 1998), based on the premise that changes in the 
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work environment and wellbeing need to be preceded by participating in devel-
opment activities and undergoing changes in behaviour and cognition. This logic 
is mirrored in the Nielsen Abildgaard model and the PIPPI programme theory 
through their incorporation of a chain of early process evaluations of immediate, 
intermediate and long-term effects. The Nielsen Abildgaard model also consid-

ers the organization from a stratified perspective, as the intervention is evaluated 

on the individual, group, managerial and organizational levels. The challenge 

of evaluating extended chains of causal links is not uncommon for organiza-

tional interventions, and it was especially complicated for the members of the 

PIPPI research group. The large number of diverse components and the span of 

organizations, departments and subgroups to consider forced us to prioritize how  

and to what extent each aspect was to be evaluated. The solution to these prob-

lems was to use an array of strategies to make the messy reality and the abstract 

framework meet.

Strategies for data collection and analysis

When considering strategies for evaluation and data collection, one often encoun-

ters suggestions for large-scale plans and prototype project outlines (Creswell & 

Plano Clark, 2011). Although adhering to a set of standard guidelines can be rel-

evant, its usefulness for researchers is likely to be limited because of its generic 

nature. To illustrate, it is common for evaluations of organizational interventions 

to use a mixed-methods approach, combining qualitative data (predominantly of 

the intervention process) and quantitative data (of both process and effect). Using 

a combination of data sources to piece together the implementation and outcomes 

of the intervention in this way is a clear strength compared to single-method 

evaluation, where the uncertainty about unassessed aspects is obviously substan-

tial. Though using mixed methods is the prescribed approach, a number of aspects 

are still difficult to determine, including how to prioritize data collection, which 

methods are to be used to what ends, and how much time and energy to spend on 

collecting each data source (see for instance Abildgaard et al., 2016). A simple solu-

tion might be to encourage researchers to collect as much data as possible during the 

project, but such a strategy could lead to less time being available for actually pub-

lishing the results, difficulties producing a coherent evaluation, and having wasted 

time collecting unnecessary data while key data components go unmeasured. These 

risks are arguably related to a knowledge gap in the literature – between the strongly 

practice-oriented books on implementation (such as Kotter, 1996) along with those 

on data collection (for instance Brinkman & Kvale, 2015) and the more abstract 

and general texts on evaluation methods (in this case Nielsen & Abildgaard, 2013). 

What is lacking, and what this book chapter presents, are methodological strategies 

for conducting evaluations of organizational interventions, focussing specifically on 

how to transform and link abstract programme theory and evaluation model com-

ponents with concrete data collection activities.
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Methodological tricks to turn abstract models into  
practical activity

In the following sections I will present the tricks we have applied in the PIPPI 
evaluation. They were not all explicitly thought of as applied “tricks” at the begin-
ning of the project, as many of them emerged through the cooperation of our 
research group that included individuals who had experience with conducting 
organizational interventions and who had knowledge of and interest in a number 
of scientific fields and questions. These tricks have been identified and articulated 
by me, post-hoc, by considering the guiding principles we used in making the 
jumps from the evaluation model to the program theory, then to the data col-
lection, and finally to the analysis. In the PIPPI project we used a “pinpoint data 
collection” trick to ensure that key elements were comprehensively documented, a 
“follow the conventions” trick to enable us to meet the professional standards and 
norms of our scientific community, and a “drenching” trick to capture emerging 
and novel phenomena. Besides these major strategies, we used a “be perceptive” 
trick to improve our understanding of the organizations in the project and a “be 
aware of what you chance upon” trick to capitalize on additional data sources and 
opportunities for further analyses.

There are likely to exist other tricks that are equally useful and relevant as those 
presented here. The ones in this chapter should serve as a guide and an introduc-
tion to a way of thinking where the intervention, the scientific principles and the 
data collection are all considered to be in play at the same time. Becoming aware of 
and strategically applying tricks such as those presented here should make the eval-
uation experience easier and hopefully produce data that are more useful and rich.

“Pinpoint data collection”

As each intervention is unique and has specific aspects that researchers are par-
ticularly interested in documenting and analysing, it is essential to prioritize such 
aspects of interest in order to enable more minute analysis. These aspects will often 
both be the most pronounced intervention components as well as the scientifically 
most interesting part of the intervention. When a specific aspect of an interven-
tion is of particular interest, collecting sufficient data on it ensures that subsequent 

documentation and publication is possible. An effective and often used way to 

apply this trick is to make use of multiple sources when documenting each aspect. 

This can be done, for example, through a mixed-method approach where ques-

tionnaires as well as interviews are relied on. Being able to turn to quantitative 

and/or qualitative approaches in order to best shed light on a research question and 

comprehensively document the key aspects is an advantage for reaching the goals 

of data collection.

An example of the usefulness of using “pinpoint data collection” is from the 

project for which the Nielsen and Abildgaard (2013) framework was developed, 

an organizational intervention in the Danish postal service (the PIOP study; see 
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Nielsen et  al., 2013). The project group was particularly interested in develop-
ing a tailored questionnaire for postal workers and examining which aspects of 
their work were perceived as problematic or positive by employees and managers. 
This led to the project investing substantial resources into conducting standard-
ized cognitive mapping interviews (Harris et al., 2002); these involved a total of 
17 managers and 56 employees and included follow-up interviews a year later to 
investigate, among other things, possible changes to their cognitive maps. The 
extensive cognitive mapping interviews became the basis of publications on the 
topic of tailored questionnaires (Nielsen et al., 2014) and on the theoretical con-
siderations concerning the nature and definition of the “work environment” 
(Abildgaard & Nickelsen, 2013).

Examples from PIPPI

In regard to the PIPPI project, the research group determined that the key inter-
vention component had been the series of three workshops at the workgroup level. 
In these workshops, “screening” and “action planning” took place as well as the 
planning and initiating of the “implementation”. These elements are also central in 
the European Union workplace risk assessment directive (European Commission, 
2014) as well as central in many organizational interventions (Nielsen et al., 2010), 
making them an obvious choice to focus on in our evaluation along with how 
these core activities were completed and perceived in PIPPI.

In accordance with the realist evaluation model, we were interested in being 
able to analyse the aspects of the work environment that were identified as prob-
lematic in the assessment, how the process of identifying them as such took place, 
which plans were made to address these areas, and how these plans were imple-
mented and their perceived efficacy. A lot of effort was therefore needed to ensure 

a comprehensive evaluation of the workshops. This trick, through the use of mul-

tiple data sources, allowed us to capture multiple facets of the workshops.

The main type of data source for evaluation of the workshop was audio 

recordings. These were made of each workshop session to ensure that all of the 

discussions were captured, which made it possible for us to later apply any of a 

number of analyses, from a micro-level conversation analysis of the discussions on 

specific action plans to a macro-level analysis of what work environment issues 

workers at the different companies had identified. The recorded material is vast, 

spanning approximately 180 hours of audio recordings, which makes it difficult to 

transcribe, code and analyse it in its entirety. With some time and effort, however, 

salient aspects of interest were gleaned from this source by the research group.

Another data source was in the form of evaluation forms, which we administered 

in connection with each activity to enable comparisons between the workshops 

at the different companies and to make it possible to include the assessments of 

the quality of the workshops in statistical models of process and/or effect evalua-

tion. The evaluation forms included between 10 and 13 items (depending on the 

workshop in question), such as “To what extent has your team leader supported 
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you in today’s workshop?” Both participants and facilitators, again as per the pin-
point trick, filled out the evaluation forms for each activity to make validation and 
comparisons possible.

A member of the research team attended almost every workshop session as an 
observer who would sit quietly in the back of the room and take notes. The reason 
for gathering observer notes was to supplement the audio recordings with addi-
tional aspects such as nonverbal information (posture and body language).

A further application of the pinpoint trick was to photograph the visual tools 
used in the workshops (the action plans on the action-planning board and the work 
environment map) to ensure comprehensive assessments of what was mapped and 
which action plans were initiated. Although the photographs, unlike the audio 
data, were not used as primary data material for separate analysis, they do provide 
a supplemental source of information on the action plans and mapped demands, 
making it much easier to get an overview. Furthermore, the overall authenticity of 
our information collection is likely to improve through the use of photographs, as 
it enables us to consult the actual maps and plans that the groups developed (which 
also served as the workshop minutes) rather than having to try to interpret the 
content of the written documents based on the audio data.

With workshop assessment being at the core of the PIPPI evaluation, we 
also utilized the pinpoint trick by including questions about the workshops in 
the follow-up interviews and questionnaires in order to obtain as much infor-
mation as possible on the workshops and their reception among employees. In 
interviews after the first year of PIPPI, we asked questions related to the actual 
workshops, such as “What do you think about the collaboration with your cow-
orkers in the PIPPI workshops?” as well as questions about the outcome of the 
workshops, such as “Which action plans have been implemented as planned?” 
and “What impact have the implemented plans had?”. In the follow-up ques-
tionnaire we included 33 items related to the workshops, such as “The action 
plans addressed the most important issues” (some of these are scales adapted from 
Randall et  al., 2009), to supplement the data from the in-progress workshop 
evaluation forms.

“Follow the conventions”

The evaluation of organizational interventions is a very time- and resource- 
consuming process. During the three-year span of the PIPPI project, two research 
assistants worked full time on the project in addition to the senior research staff 

and support staff who assisted with the survey administration, data management 

and statistical consultation. While this seems like it should be enough human 

resources to smoothly take care of everything, just taking care of the basic PIPPI 

project activities1 was still a substantial task. To conduct a comprehensive evalu-

ation whose results could contribute to the ongoing discussions in the scientific 

literature about organizational interventions and their effects, we employed a trick 

that would ensure maximal evaluation at a lower resource cost: it was simply to 
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follow standard practice. We did not need to re-invent the wheel, as it were, 
by developing every tool and method, but instead relied on established practices, 
which would make some of the methodological decisions much simpler.

Examples from PIPPI

In two particular cases this strategy was employed. The first was in regard to a 
questionnaire battery employed at baseline, after 12 and 24 months, which con-
sisted mainly of established validated scales. This questionnaire covered potential 
effects of improved physical working conditions, including scales on exertion and 

strenuous work tasks (Holtermann et  al., 2010); improved psychosocial work-

ing conditions, as measured in the Danish national AH2012 cohort survey (Det 

nationale forskningscenter for arbejdsmiljø, 2013); team climate using the team 

performance indicator (West et al., 2004) and scales for collective efficacy (Zaccaro 

et al., 1995); and transformational leadership (Carless et al., 2000). Also, the pri-

mary outcomes for the study (as presented in Gupta et al., 2015) regarding work 

ability (Ahlstrom et  al., 2010) and need for recovery (Garde et  al., 2012) were 

taken from established validated measures.

The trick was also used in regard to the semi-structured interviews with 

employees and managers. Following the practice of several previous interven-

tions (Aust et al., 2009; Nielsen et al., 2008, 2013), we conducted the interviews 

about the intervention processes as semi-structured interviews. A random sample 

of employees, as well as all of the line managers, were invited as interviewees. A 

key argument for our choosing this particular design instead of other equally valid 

options was that it was a tried and tested approach which could capture relevant 

and detailed information on our topics – and it was also an approach that we knew 

would stand up to scrutiny and be acceptable to, for instance, journal reviews.

“Drenching”

A clear insight from having participated in several organizational intervention 

projects is that you can never determine beforehand which factors will turn out 

to be most important in the intervention. Organizational interventions, as men-

tioned, are typically complex, involving multiple levels of the organization, and 

will undoubtedly bring about many changes, affecting, for example, management, 

tasks and customers. Another challenge which we faced in PIPPI relates to par-

ticipatory interventions. In this type of intervention it is not possible to predict 

in advance what the focus of the intervention will be or how consistently it will 

deal with the same issues across organizations and subgroups. A practical solu-

tion, or a trick in Becker’s words, is to use a broader data collection process in 

the evaluation to ensure that, regardless of what aspects the participants choose to 

work on and what external influences may force the intervention to shift focus, 

enough substantial information is available for conducting a credible evaluation. 

Such “drenching” is not by any means an elegant solution but it makes it possible 
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to seek out answers to numerous questions that may arise post-intervention. In the 
literature, numerous examples exist which suggest that such strategies have been 
used to enable researchers to analyse complex, especially participatory, interven-
tions in great detail. Notable examples include Aust and colleagues (2010) who, 
by using a large questionnaire battery (Pejtersen et al., 2010) and post-intervention 
interviews, were able to analyse multiple aspects of how an intervention can lead 
to a deteriorated work environment due to failed expectations. Another strategy, 
reminiscent of drenching, was utilized in a study by Holman and Axtell (2016) 
in which relatively broad concepts were applied to a number of activities, such 
as feedback, psychological contract and changes in job task, to provide a detailed 
analysis of the organizational intervention.

Examples from PIPPI

In PIPPI especially, the collection of two data sources relied on a drenching trick, 
the interviews and the questionnaire. The interviews included questions about 
changes that had occurred since the start of the PIPPI project, such as “Has 
the organization of work tasks changed?” and “Have there been certain tasks/
occurences that have received a lot of attention?”. Such questions produced an 
enormous amount of heterogeneous data, but also made it possible for us to iden-
tify the larger occurences relevant for interpreting the results of PIPPI as well as 
tendencies reported by numerous informants. The interviews followed a semi-
structured approach (Brinkman & Kvale, 2015), a format ideal for drenching in 
that the interview guide consists of a set of predefined categories related to the 
information being sought and, also, in that it allows for asking follow-up questions 
and slightly adapting the questions during the interview when certain aspects turn 
out to be particularly interesting.

Although asking broad questions may be difficult in a questionnaire, we were 

able to utilize two instances of drenching in our questionnaire. The first was 

through our use of a set of questionnaire items taken from a previous Danish study, 

“Work Environment and Health”, a study that had been designed to monitor the 

working conditions of the Danish working population via biannual representative 

questionnaire-based assessment (Det nationale forskningscenter for arbejdsmiljø, 

2013). These questionnaires included a battery of generic questions about psycho-

social working conditions, such as “Do you have an influence on who you work 

with?” and “Are all employees treated justly in your workplace?”. In total, 17 items 

from this survey were included in the PIPPI baseline and follow-up questionnaires 

to gather a broader overview of the participants’ psychosocial working conditions. 

A second instance of drenching was our use of generic outcome measures, captured 

through eight items, including “Over the last year my workplace has become an 

overall better workplace” and “Over the last year we have focussed more on work 

environment, work ability, and wellbeing”. Though such items tell us little about 

what has specifically changed and why, they are expected to be able to capture any 

major change trends that other, more narrowly focussed tools would likely miss.
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“Be perceptive”

Another trick, related to drenching, is to “be perceptive”, which refers to keeping 
a constant and general eye out for factors that may be influencing the mecha-
nisms behind the intervention. This is not in itself a strategy aimed at arriving at 
specific results about the intervention but instead, as described in the Nielsen and 
Abildgaard (2013) framework, aimed at understanding the working mechanisms 
of the intervention as well as what role they have in the greater context. This 
strategy is inspired by an array of approaches in the organizational sciences, from 
Edgar Schein’s process consultancy (Schein, 1999), to the organizational develop-
ment movement (French et  al., 2005), and organization studies (Weick, 2012). 
The notion underpinning this trick is that gaining an in-depth knowledge of the 
dynamics of the organizations in question will help researchers in understanding 
the context of the implementation as well as the interplay between the context 
and intervention. Furthermore, becoming attuned to the particular organiza-
tional dynamics and peculiarities surrounding an intervention can lead to novel 
hypotheses and potential new avenues of research. This trick proved very useful, 
for example, in our evaluation of another intervention project, the PIOP project 
(Nielsen et al., 2013). To begin with, we became aware of a not-uncommon nega-
tive attitude among staff towards an earlier well-being survey they had taken, but 

what was more interesting is that we also discovered that the employees and their 

line managers seemed to view the tailored questionnaire developed in the PIOP 

project as significantly more useful. This difference in attitude towards the two 

questionnares led us to more closely investigate the usefulness and character of the 

tailored questionnaire.2 The results demonstrated that the tailored questionnaire 

was seen as inherently more practical and useful for guiding subsequent action 

compared to the company’s generic wellbeing survey (see Nielsen et al., 2014).

Examples from PIPPI

During PIPPI we made efforts to “be perceptive” about the context of the organi-

zations and the interventions, which involved spending a large number of hours in 

the factories that participated in the project. Though we could have focussed strictly 

on collecting the agreed-upon data and then returned to our research institute, we 

were often invited to see the production facilities and used such opportunities to get 

a better understanding of the production process and the context. Interviews were 

used as well to a similar purpose, as they not only enabled us to gain factual infor-

mation about the questions we posed but also gave us an intimate understanding of 

the cultures that permeated the companies and departments participating in PIPPI. 

During workshops we would also often make use of the breaks to chat with par-

ticipants, which shed light on how their workplace functions. Finally, our research 

group would spend a substantial amount of time discussing particular cases after 

returning from the facilities, sharing puzzling observations and generally trying to 

make sense of what was going on in PIPPI and the companies we were dealing with. 
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These attempts at a broader understanding of what was happening to a large extent 
informed our general research direction and, more specifically, guided our formula-
tion of additional research questions. Although I must admit that “be perceptive” 
is not a very specific piece of advice, its value lies in its generalness – as putting an 
effort into being perceptive and continually monitoring the environment in which 

the intervention is undertaken is a very sound research investment.

“Be aware of what you chance upon”

Once the process of collecting data in an organizational context is underway, 

another simple but useful trick is to be attentive to relevant and unexpected 

information and avenues that might appear. When designing an intervention pro-

gramme and tailoring an evaluation to match the goals and components of the 

intervention, it is not possible to anticipate many of the needs and opportunities 

that will arise when one is in the field. The trick is simply to remain aware and 

receptive to the ongoing developments in your surroundings; in this sense there is 

a considerable practical aspect to the “being aware of what you chance upon” trick. 

This strategy was used, for example, in the PIOP project, in which one of our goals 

was to measure the job crafting behaviours (i.e., how employees tailor their own 

work tasks and interactions) of postal service mail carriers. When we presented the 

steering group with a set of items (a translated version of the Tims et al., (2012) 

job crafting scale), they made it clear that some of the items were not suitable for 

their employees and they wanted them to be more “blue collar” related. While 

we could have chosen to discard the job crafting questions in the study, we instead 

took the opportunity to develop a more blue-collar-oriented job crafting scale 

(published in Nielsen & Abildgaard, 2012). In this way we ensured that relevant 

items were included in the study (as job crafting was a concept of relevance to 

the project) and also paved the way for using job crafting items in future research 

projects with blue-collar populations. Being aware of potential opportunities not 

only helps with getting the results from your study published but also ensures that, 

as with the case of the PIOP job crafting scale, the context becomes an integral 

part of the research.

Examples from PIPPI

An example of awareness paying off in PIPPI occurred when we realized that 

every participating company recorded sickness absence data. As registry data pro-

vide methodological advantages over questionnaire-based data collection in that it 

can limit common method bias (Podsakoff et al., 2003; Podsakoff & Organ, 1986), 

encountering this type of data was potentially useful for the outcome of PIPPI. 

Another example is that several of the companies had decided to expand the PIPPI 

project beyond its initial scope and timeframe. This opportunity, to study the long-

term developments and adjustments in the program, is likewise something that we 

did not plan for, but capitalized on once we became aware of it.
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Thoughts on the tricks

In the preceding sections I presented five separate tricks that can be used by research-
ers to address some of the central challenges in prioritizing what to focus on and how 
to prioritize resources when evaluating organizational interventions. These tricks, as 
well as others, will hopefully function as shortcuts that free up time and resources – 
which are often prized commodities when it comes to working with organizational 
interventions. In this sense, I hope the tricks will benefit present as well as future 
intervention researchers and practitioners in their quest to collect better and more 
useful data for determining ways to improve the efficacy of interventions.

Three of the tricks, “pinpoint data collection”, “follow the conventions” and 

“drenching” are predominantly aimed at ensuring a comprehensive evaluation 

according to the preset evaluation model, whereas the remaining two, “be percep-

tive” and “be aware of what you chance upon”, concern a more general approach 

of being attentive and receptive to potential new avenues of intervention research. 

The tricks presented may seem to be five entirely separate strategies, but in prac-

tice they are interlinked, as manifestations of being in a general evaluative frame of 

mind. In PIPPI (as well as the preceding PIOP project), the combined application 

of all of these tricks was what made the project succeed.

Problems and pitfalls when evaluating organizational 
interventions

Though the tricks presented here may make it seem simple to apply a framework 

to a specific intervention, there are at least three substantial risks that evaluators 

need to be aware of. The list of challenges presented below is by no means exhaus-

tive or relevant in all cases, but they represent various issues that are commonly 

encountered when evaluating organizational interventions.

Know your paradigm

To be begin with, some of these tricks assume that the evaluator knows what sci-

entific community the project is based in. It might be obvious for many researchers 

but it can in fact be difficult sometimes to discern whether a project like PIPPI 

is a participatory ergonomics, occupational health psychology or organizational 

development project. Though the difference can seem academic, a slight shift in 

what professional field the evaluation is linked to can lead to substantial changes 

in what evaluation steps need to be taken. The “follow the standards” trick, in 

particular, relies on knowing which fields we are deriving the standards from. For 

instance, in the social constructionist organizational sciences it is viewed as prob-

lematic to sample interviewees at random (as the standard there would be to pick 

the interviewees most relevant to the research question), whereas in more positiv-

istic inspired fields of occupational health psychology and public health, random  

selection is viewed as the best solution as it reduces potential sampling bias.



Tricks of the trade 161

Collecting versus analysing data

Another potential pitfall is that the data collection tasks can become so comprehen-
sive and time consuming that the scale of the actual publication and dissemination 
of the findings dwindles in comparison to that of the project and data. In metaphor-
ical terms, researchers need to balance the “fishing” and the “cooking”. Though 
much material and relevant data is needed to provide accurate, detailed and thor-
ough evaluations, it takes an enormous amount of time to transcribe and categorize 
qualitative material, and to clean and merge numerous quantitative data sources. 
For PIPPI we were fortunate to receive a grant to support our writing about the 
enormous amount of data material, and we still have enough data for more papers 
than we will ever be able to write on the project. In hindsight we might have been 
better off spending less time in the field “on the fishing boat” gathering data, and 

more time “home in the kitchen” analysing and writing about the data collected.

The allure of simple solutions

When following conventions, there is a clear risk of becoming lured in by seem-

ingly simple solutions that end up being problematic in the long run. With PIPPI 

this has been the case with our use of single items instead of relying on longer 

scales. The background to this was that, on the one hand, we were working with 

a substantial number of employees who were not particularly literate (as well as 

several non-native speakers) – which recommended the use of questionnaires 

that were as short as possible. On the other hand, we wanted to measure as many 

constructs as possible and provide a comprehensive evaluation. A solution that 

might seem to serve both purposes was to include as many constructs as possible 

but by using a smaller number of items or, at the extreme, only single items to 

capture them. But there are reasons why a seemingly ideal solution can be too 

good to be true.

Though full scales and single items might seem psychometrically similar in large 

populations, when assessing smaller samples in organizational interventions where 

relatively small between-group differences are of interest, it is dangerous to reduce 

outcome constructs to depending on single items due to the loss of variance. If a 

construct is measured by a single item with a five-point scale, to observe any dif-

ferences over time, the measure of the construct needs to change (in theory) at least 

by 20 per cent. If one uses a scale of five such items the (again theoretical) minimal 

change needed for the scale value to change is 5 per cent as there now are 20 dif-

ferent possible values. The implication is that single items are such coarse measures 

that, with a small sample, one needs to see unreasonably large changes before such 

change is statistically detectable.

Another inherent risk when using single items concerns potential ceiling and 

floor effects. In PIPPI specifically we became aware that the single item of work 

ability had a very high baseline value (8.4 on a scale of 0 to 10) and high vari-

ance. This suggested that not only was it improbable that improvements in work 
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ability could be measured using the single item, since so many scored close to the 
maximum value, but also that large individual differences were likely over time 

with such a high variance. This methodological problem led us to use additional 

measurement points at 8, 10, 20 and 22 months for the primary outcomes in 

order to reduce the uncertainty of the single-item work ability measurement. 

This choice naturally led to substantially more survey-administration work for 

both the participating companies and the research group. In hindsight the use of 

a slightly longer questionnaire with a longer, more robust work ability scale at 

baseline and follow-up would have been much less of a hassle for all involved, 

and would have likely produced a more useable and accurate measurement of the 

work ability of employees.

Concluding remarks

In this chapter, I have shed light on a number of central issues that research-

ers who undertake complex evaluations need to be aware of. First, in order to 

manage having a limited amount of resources for evaluation, the potential contri-

butions of each data collection task need to be taken into consideration. Second, 

it is important to think ahead about what type of publications and reports need 

to be made, as this should guide the nature of data that is needed for collec-

tion. Third, data collection priorities should be in line with the priorities of the 

intervention so that the important aspects are thoroughly covered by the process 

evaluation. Fourth, and most importantly, establishing a link between the abstract 

evaluation framework and the practical reality of an evaluation (such as PIPPI) is 

essential. These challenges are commonly experienced when adhering to a real-

ist evaluation approach, such as the Nielsen and Abildgaard (2013) framework 

is built upon. Instead of choosing a simpler and less interesting route, I hope 

researchers and practitioners find our bag of tricks from PIPPI to be useful in 

their own attempts to identify “what works for whom in what circumstances?” 

(Pawson & Tilley, 1997).

To sum up the advice from this book chapter: consider what aspects of the 

intervention are the core components to be evaluated. Be conscious of which 

professional communities are the target audience for the subsequent publications. 

Following a clear predefined plan in which one is attentive to the context, cul-

ture and organizational processes can provide opportunities for novel research, 

leading to advances in our understanding of organizational interventions and 

especially their implementation and its effects on working conditions and 

employee wellbeing.

Acknowledgements

This work was funded by the National Work Environment Research Fund, grant 

no. 44-2014-03. Funding for the PIPPI study was provided by a special grant from 

the Danish Parliament (Satspulje 2012; Nye Veje).



Tricks of the trade 163

Notes

1 The research assistants in the PIPPI project for instance not only handled evaluation tasks 
but also participated in developing the intervention components and facilitated the major-
ity of the workshops.

2 For the Nielsen et al. (2014) paper, data were also in part collected using the “pinpoint” 
trick described earlier.
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7
SUPPORTING PARTICIPATORY 
ORGANIZATIONAL INTERVENTIONS

New opportunities, roles and  
responsibilities for researchers  
and OSH professionals

Robert A. Henning, Michelle M. Robertson  
and Alicia G. Dugan

Background

Employees bring specialized knowledge of themselves, their coworkers, their jobs 
and work organization which places them in a unique position as subject matter 
experts to contribute to occupational safety and health (OSH) intervention design 
and implementation efforts in at least four important ways (Robertson et al., 2015): 

(1) identification and prioritization of the OSH problems and issues; (2) identifi-

cation of root causes of these OSH problems and issues; (3) creation of targeted 

intervention approaches to address these OSH problems and issues; and (4) sup-

port and refinement of OSH interventions once they are implemented. Not only 

are employees knowledgeable about many of the complex interactions among 

physical design factors in their workplace, how their work is organized and the 

psychosocial conditions in which they work, employees also have an understand-

ing of how their lifestyle and a wide range of influences outside of the workplace 

can affect their safety, health and wellbeing. Additionally, employee participa-

tion in intervention design efforts is known to result in a sense of ownership and 

“buy-in” that raises the level of participation in any resulting intervention, and this 

adds to their sense of meaningfulness of the intervention (Tsutsumi et al., 2009). 

Lastly, active participation in intervention planning and implementation can be 

considered salutogenic (health enhancing) and beneficial in its own right because 

it provides new opportunities for feedback and feedforward control necessary for 

the self-regulation of behavior (Henning & Reeves, 2013; Henning et al., 2016).

For those organizations interested in establishing a sustainable healthy work-

place program for the continuous improvement of OSH, a hierarchical taxonomy 

was created to show how successive additions of employee participation in pro-

gram activities can contribute to program effectiveness (Henning et  al., 2009; 

Robertson et  al., 2015). As shown in Figure 7.1, at the lowest level of this  
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five-level participatory hierarchy are well-intentioned “top-down” OSH initiatives 
that originate from management, sometimes in consultation with OSH profes-
sionals. Employees were not involved with the identification and prioritization 
of OSH problems or issues, nor with the design of these interventions to address 
these OSH problems or issues. Interventions developed in this “top-down” 
manner are not expected to be fully effective for several reasons. One is that 

interventions proposed by management will not have benefitted from employee 

expertise, and at this lowest level of participation, employees cannot make sub-

stantive adjustments to address noted shortcomings which could spell failure. As 

explained below, the lack of participatory involvement also makes it less likely that 

employees will be motivated to support the intervention, and there is also the risk 

of rejection or even outright opposition.

Moving upward in the participatory hierarchy, employee participation in the 

intervention design process increases because employees now have opportunities 

to expand or refine an OSH problem that management has decided to target, and 

are also given opportunities to make adjustments to any intervention plan put 

forward by management. At this mid-level position in the participatory hierarchy, 

however, the role of employees is limited to consultation only, and this makes it 

highly unlikely that either the focus of an intervention or its implementation plan 

can be influenced or changed by employees in any major way.

At the very top of the hierarchy, in a fully participatory program, the compre-

hensive forms of management support for employee participation go well beyond 

employee consultation found at the mid-level of the hierarchy. Here, employees 

5. Full PExHP program: sustainable,
    continuous improvement, diffusion,
    continuous planning for interventions.

(No program)

2. Management/consultant identifies problems,
   designs solutions. Employees evaluate
   problems identified & solution usability.

3. Employee Design Team participates in
    problem identification (trained in
    ergonomics & health promotion).

4. Employee Design Team participates in solution
    design (trained in ergonomics & health promotion).

3b. Active surveillance:
      symptom, risk factor,
      and production analysis.

3a. Passive surveillance by Design
      Team and Steering Committee. 

1. Top Down: Management/consultant identifies
    problems, designs and implements solutions.

5a. Design Team &
      Steering Committee
      help train workforce,
      new hires, deliver
      refresher courses,
      etc.

5b. Design Team &
      Steering Committee
      continue iterative
      intervention evaluation,
      diffusion to new areas.

FIGURE 7.1  A hierarchical taxonomy showing how employee participation can vary 
widely in an occupational safety and health program that is based on 
participatory ergonomics (PE)
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are given access to existing surveillance data and can initiate additional data col-
lection efforts, are able to prioritize OSH problems/issues, and also take a lead 

role in intervention design and implementation efforts to address these priorities. 

Employees are also granted access to subject matter experts pertaining to an OSH 

problem or issue (e.g., indoor air quality experts) to gain a more thorough under-

standing of factors contributing to it, and later in the intervention design process 

when selecting among intervention alternatives. Forms of management support are 

more programmatic at this level of the participatory hierarchy because employees 

must be able to meet regularly over long periods to engage in OSH problem/issue 

identification and intervention design in addition to having access to subject matter 

experts. This sustained level of participatory activity as part of a program dedicated 

to continuous improvement can be contrasted with static or stand-alone partici-

patory projects for which employee participation ends upon project completion 

(Haims & Carayon, 1998).

Training opportunities abound in participatory intervention 
design efforts

OSH professionals are well positioned to help an organization move upward in 

the participatory hierarchy by providing training that is tailored to each level of 

the organization. At the employee level, which is the focus of this chapter, the 

challenge for OSH professionals is to offer an appropriate mix of training and 

expertise that does not undermine active participation on the part of employees 

in intervention design efforts. For example, there are numerous opportunities for 

employees to benefit from OSH training and skill development when they are 

substantively involved in OSH problem/issue identification and prioritization at 

the earliest stage of intervention planning. Such training and skill development on 

the part of employees helps to build competence and readiness within an organi-

zation to advance upward in the participatory hierarchy (Robertson et al., 2015). 

According to a cybernetic model of behavior (Smith & Smith, 1987) that offers a 

comprehensive behavioral model based on control theory, comprehensive training 

that occurs at the behest of management to address a designated OSH problem 

(Schein, 1999) will not contribute much to an upward trajectory in the participa-

tory hierarchy because such top-down initiatives lack control dynamics initiated 

by employees. Both feedback and feedforward control dynamics are integral to 

learning (Smith & Smith, 1966; Smith et al., 2014) in this context. For example, if 

employees request ergonomics training for an intervention design effort, training 

that is provided in a timely manner is a source of feedback to employees that can 

be used to guide and improve the ongoing intervention design effort. Training 

that occurs outside of this feedback control dynamic or that is significantly delayed 

would not contribute to the synergistic outcome of improved intervention design. 

Regarding feedforward control in which employees are seeking to develop an 

intervention solution that can prevent an OSH problem from developing, train-

ing provided in this context allows employees to combine knowledge of their past 
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feedback control experiences with new knowledge gained about OSH science to 
better inform selection of solution activities. Similar to the formation and use of 
mental models to guide behavior, use of the “forward model” (Smith, 2002) in 
feedforward control activities is strengthened and updated based on the quality and 
sources of feedback available during these design activities. What this means in 
the context of employee training for intervention design is that training cannot be 
delivered as a “one and done” event, and instead needs to be provided in response 
to training needs that become evident to employees as the intervention design 
process moves forward.

Another reason that OSH professionals should try to optimize feedback control 
of OSH training activities from the perspective of employees is that this can increase 
employees’ motivation to stay involved in OSH activities and initiatives and also 
be more willing to engage in new activities. Behavior involving feedback control 
has reciprocal effects on individuals that enhances self-regulation in subsequent 

behaviors (Henning et al., 2014), and perceived control is also known to increase 

employee involvement, commitment, performance and motivation (Spector, 

1986). In order for training to support employee self-regulation in the context 

of participatory OSH intervention design efforts, training therefore needs to be 

delivered in the context of an ongoing intervention design activity. Furthermore, 

it is well established in the training literature that an opportunity to apply new 

knowledge can substantially strengthen a person’s ability to transfer what has been 

learned to problems at hand (Gorden, 1994; Goldstein & Ford, 2002). In contrast, 

training that is delivered on a schedule dictated by upper management is not likely 

to similarly benefit employees because the training would occur outside of any 

feedback or feedforward control processes that employees have initiated or are 

currently engaged in.

Opportunities for research translation and dissemination via 
participatory design efforts

A major challenge for OSH professionals is to determine the best ways to sup-

port intervention planning and design efforts (von Thiele Schwarz et al., 2015). 

Expert advice must be provided in a way that also facilitates a process of discov-

ery on the part of employees. For OSH experts, this is harder than it may seem 

because it is only natural to recommend solutions that were found to be success-

ful elsewhere or which are scientifically based. However, this risks undermining 

employee self-regulation and self-efficacy that can develop during problem/issue 

identification and intervention design activities, and also their sense of ownership 

over any resulting intervention that is eventually implemented. The counterintui-

tive conclusion is that OSH professionals need to use their expertise to support 

employee participatory design activities rather than use it to solve OSH problems 

on their own as the highly trained expert. There is therefore an opportunity and 

need to develop a set of recommended practices that OSH professionals can use to 

support employee participation in intervention design efforts. This would not only 
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involve determining the most effective ways of providing relevant OSH informa-

tion to employees in what could be considered dissemination of OSH science at 

the grass-roots level, but also would involve determining the most effective ways 

of supporting employee self-regulation and self-efficacy throughout the interven-

tion design process.

In an effort to develop recommended practices for OSH professionals, tak-

ing a user-based approach in which interventions originate from those who are 

intended to benefit from it (i.e., in this case, employees) is consistent with one of 

two major approaches within the field of dissemination and implementation sci-

ence (Wandersman et al., 2008), the other being a source-based approach where 

researchers (i.e., the sources) create interventions and seek the most effective ways 

to transfer them to users after an evidence basis is established, which represents a 

top-down approach. Dissemination and implementation (D&I) science is a rela-

tively new area of study. Dissemination science is defined as research on how 

intervention information is created, packaged, transmitted and interpreted among 

all possible stakeholders, and implementation science is defined as research on 

strategies that incorporate interventions into sustained practice (National Institutes 

of Health, 2017). D&I science is a high priority for the largest funders of health 

research in the USA (e.g., NIH, CDC, AHRQ), who recognize the need to 

ensure that a higher proportion of the evidence-based health interventions that 

have been scientifically developed are translated into practice, and at a faster speed 

than is happening currently (Balas & Balas, 2000; Rabin et al., 2008). A primary 

D&I goal is to develop a scientific understanding of how intervention approaches 

previously determined as effective in research-to-practice demonstration projects 

can best be disseminated for more widespread real-world impact, and also what 

the barriers and facilitators of successful implementation are. For example, D&I 

science would offer evaluation methods for guiding the improvements in the 

design or messaging of interventions, or developing strategies to scale-up success-

ful OSH pilot interventions to benefit all employees in the same organization, or 

in multiple organizations.

D&I science recognizes that, in contrast to conventional academic research, 

participatory approaches (e.g., community-based participatory research [CBPR], 

or workplace-based participatory action research [PAR]) preempt the problem 

of having poor generalizability by carrying out intervention research in real-

world practice settings with larger, more representative samples of intervention 

participants (e.g., employees) as well as implementers (e.g., OSH professionals, 

researchers, etc.). Also, because participatory approaches engage intervention end-

users as research collaborators, the likelihood of uptake following study completion 

is increased as well as diffusion, the spread of information regarding the inter-

vention through end-users’ social networks (Jagosh et  al., 2012). Additionally, 

participatory intervention design methodology provides a key means of attaining 

translational goals and evaluating essential D&I outcomes such as degree of adop-

tion, fidelity, cost, penetration and sustainability (Chaudoir et al., 2013; Proctor 

et  al., 2011), which can also provide valuable information to policymakers and 
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other key decision makers (Schillinger, 2010). Therefore, D&I science can be used 
to inform and guide the development of practices that OSH professionals can use 
to support employee participatory intervention design efforts.

Providing expert support to employees engaged in participatory 
intervention design efforts

Researchers in the Center for the Promotion of Health in the New England 

Workplace (CPH-NEW), a research-to-practice center funded by the United 

States National Institute for Occupational Safety and Health (NIOSH), have 

conducted a series of field studies seeking the right balance between providing 

expert OSH guidance and supporting employee control over intervention plan-

ning, design and implementation (Punnett et  al., 2013; Robertson et  al., 2015; 

Dugan et al., 2016; Nobrega et al., 2017). This research is aligned with NIOSH’s 

Total Worker Health® (TWH) initiative which focuses on “policies, programs, 

and practices that integrate protection from work-related safety and health hazards 

with promotion of injury and illness prevention efforts to advance worker well-

being” (NIOSH, 2017). CPH-NEW researchers have concluded that achieving 

the desired levels of integration in TWH initiatives depends on involving employ-

ees in participatory intervention design efforts.

A comprehensive programmatic approach to OSH and TWH has been devel-

oped by CPH-NEW; the Healthy Workplace Participatory Program (HWPP). 

The HWPP incorporates features found in successful participatory ergonomics 

programs in which employees play a central role in designing workplace inter-

ventions (Van Eerd et al., 2015). In early field tests of a participatory ergonomics 

framework used for planning OSH interventions, in which a health promotion 

focus was added to benefit worker wellbeing, small groups of five to eight front-

line employees were recruited to function as “design teams”. These design teams 

met regularly to design interventions after identifying and prioritizing their own 

OSH problems and issues (Henning et al., 2009). Design teams received rudimen-

tary training on ergonomics as well as health promotion principles and methods, 

and then were introduced to the concept of integrated interventions that consider 

making changes to work organization as well as employee behavior. They also 

received a summary of the health and safety status of their fellow workers gathered 

through a baseline survey, and in some cases group summaries of physical assess-

ments and company safety and health records. After a program facilitator helped 

the design team prioritize health and safety problems/issues following review of 

available OSH data, she guided the design team through a seven-step intervention 

design process that focused on the health/safety problem or issue that had been 

selected. The resulting intervention design was later proposed to a program steer-

ing committee which had been formed to review the intervention proposals and 

to implement those that seemed worthwhile.

A number of shortcomings were noted in early field tests of the original seven-

step intervention design process and proposal review process (Henning & Reeves, 
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2013; Nobrega et al., 2017). One shortcoming was that employee design teams 
tended to move too quickly through the first intervention design steps, resulting 
in the premature selection of an intervention plan before engaging in a thorough 
analysis of root causes and other contributing factors of the OSH problem/issue 
being targeted. This rush to adopt an intervention plan also precluded time for 
training on OSH principles specific to the identified OSH problem/issue, which 
in most cases would benefit the design efforts. This partly explains another critical 

shortcoming of this initial approach, which was that the resulting interventions did 

not always qualify as integrated interventions because they did not address both the 

organization and the individual worker as the agents of change. Rather, the pri-

mary focus was often on changing employee behaviors (e.g., weight loss initiatives) 

and not on workplace design factors or aspects of work organization that were 

contributing to the OSH problem or issue (e.g., erratic work schedules). Another 

shortcoming of a rushed design process was that sometimes the program steering 

committee chose not to implement the proposed intervention, an outcome that 

was demoralizing to design team members.

CPH-NEW researchers concluded that the seven-step design process needed 

more structure to overcome the abovementioned shortcomings. These and 

other shortcomings were addressed through participatory action research (PAR) 

(Henning et  al., 2009; Punnett et  al., 2013) involving researchers, program 

facilitators and program representatives from each of four diverse work organiza-

tions: a small realty and property management firm, a medium-sized non-profit 

organization, a state agency and a state correctional facility. A description of the 

iterative design process that was used to develop a set of tools for establishing and 

maintaining a HWPP is published separately (Nobrega et al., 2017). CPH-NEW 

provides a freely available on-line set of tools to establish and support a HWPP, 

including the assessment of organizational readiness for a participatory TWH pro-

gram to help plan implementation efforts, as well as a survey instrument to assess 

the physical and psychosocial factors affecting employee safety and health that 

can serve as a starting point for participatory intervention design efforts (Warren 

& Dugan, 2011). Guidelines are also provided for forming a program steering 

committee and for forming an employee design team. Design teams are typically 

made up of front-line workers but can be formed at any level of the organiza-

tion. Training guides and tools for program oversight and management are also 

provided (CPH-NEW, 2017).

Providing balanced expert support in employee 
participatory intervention design efforts

One of the primary goals of the PAR effort to develop the HWPP toolkit was 

to bring additional structure to the original seven-step intervention design pro-

cess. This not only provides more opportunities for employees to contribute their 

knowledge and expertise at each step in the design process, but also provides more 

opportunities for OSH professionals and subject matter experts (e.g., facility managers)  
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to be brought in to share their specialized knowledge and expertise, thereby 
expanding the employees’ knowledge, skills and abilities in relevant areas.

In general, an OSH professional needs to gauge the degree of existing organ-
izational support for participatory programs, and to tailor their professional 
interactions and forms of programmatic support accordingly to advance employee 
participation. For instance, the OSH professional can help devise ways of com-
municating to upper management the importance of allowing workers to assume 
a role in project evaluation, a theme that the HWPP program facilitator will con-
tinuously emphasize. Although OSH professionals and subject matter experts are 
not expected to function as the HWPP facilitator, their support activities must be 
complementary. Some specific skills OSH professionals should bring to this effort 

include the following: the ability to respect employees as subject matter experts 

and treat them as partners in collaboration, the ability to lead focus groups to help 

employees prioritize OSH problems and issues, the ability to lead brainstorm-

ing sessions in which the critique of any ideas brought forth is postponed until 

after the brainstorming session has concluded, the ability to translate OSH research 

findings into plain language, and the ability to use adult learning models in which 

employees are given ample opportunities to apply what they learn to the design of 

interventions (Gorden, 1994).

More specific advice on how OSH professionals can support employees who 

are engaged in a participatory intervention design process, including highlighting 

opportunities for D&I associated with OSH training, is presented next in relation 

to each step of the structured intervention planning process developed by CPH-

NEW. Many of the training and support activities described below would also be 

applicable to other participatory intervention design processes and programs (e.g., 

Ipsen & Jensen, 2010; Van Eerd et al., 2015).

Once the employee design team in the HWPP has decided which OSH prob-

lem or issue to focus on, a trained program facilitator with a suitable level of OSH 

training and experience helps the design team use the Intervention DEsign and 

Analysis Scorecard (IDEAS) Tool. As shown in Table 7.1, the IDEAS Tool offers 

a structured process of intervention design and implementation in seven steps. 

Training materials, worksheets and quick reference guides to support the design 

process are freely available on the CPH-NEW website (CPH-NEW, 2017) and 

elsewhere (Robertson et al., 2015).

IDEAS Step 1: Identify Health & Safety Problem/Issue and Contributing 

Factors. In this first step of the intervention design process, a design team of usually 

five to seven front-line employees is asked to break down a high-priority OSH 

problem/issue into sub-issues, making it easier to generate a fairly comprehensive 

list of the workplace design factors, employee behaviors and external factors (e.g., 

economic conditions, family life) that might contribute in some way to each OSH 

sub-issue. IDEAS Step 1 is essentially a root causes analysis in recognition that most 

OSH problems or issues have multiple contributing causes. The facilitator works 

with the design team to ensure that, after a number of health/safety sub-issues are 
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TABLE 7.1 Goals for each of the seven steps of the IDEAS intervention planning process

IDEAS step Step goals

IDEAS Step 1:
Identify Health and Safety Problem/

Issue and Contributing Factors

Identify the root causes of a health & safety 
problem/issue by generating a list of things 
that contribute to it or are a source of it.

IDEAS Step 2:
Set Measurable Objectives & 

Brainstorming Solution Activities

Generate sets of activities, with each set of 
activities offering a full or partial solution 

to the main health & safety problem/issue 

identified in Step 1.

IDEAS Step 3:

Set Selection Criteria for Evaluating 

Solution Activities and 

Interventions

Develop a set of important aspects to consider 

when each proposed solution activity 

is evaluated in Step 4. These same key 

performance indicators are used in Step 5a to 

rate proposed interventions.

IDEAS Step 4:

Apply Selection Criteria to Solution 

Activates & Create Three 

Intervention Alternatives

List all of the activities for each of three 

intervention alternatives based on sets of 

activities from Step 2. Also, to evaluate the 

scope, benefits, resources and obstacles of 

each intervention using criteria from Step 3.

IDEAS Step 5a:

Rate Intervention(s)

Provide key information and preliminary ratings 

to the Program Steering Committee so 

that a business decision can be made about 

the proposed workplace interventions for 

employee health, safety & wellbeing.

IDEAS Step 5b:

Rate and Select Intervention(s)

Decide on which intervention(s) to implement, 

or develop a new intervention(s) as needed.

IDEAS Step 6:

Plan and Implement Interventions

Develop a schedule of activities for successful 

implementation of an intervention.

IDEAS Step 7:

Monitor and Evaluate Interventions

Collect information on the effectiveness of an 

intervention, both during the early stages and 

in its later, more-developed, form to guide 

further decisions regarding the intervention.

identified, a healthy mix of organizational design factors and employee behaviors 

are identified and listed as potential contributors.

OSH professionals can assist the design team in IDEAS Step 1 by providing 

evidence-based knowledge or insights about sub-issues or root causes that are 

unknown to the program facilitator and/or members of the design team. This 

new information must be presented in a way that complements knowledge offered 

by design team members. In general, the substantive involvement of front-line 

employees in the earliest stage of intervention planning, when the root causes of a 

OSH problems/issues are first being considered, is key to developing interventions 

that are well received by employees (Van Eerd et al., 2010) and have a high degree 

of relevance. In order for members of a design team to feel comfortable in speaking 
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openly about sensitive issues without fear of retribution, OSH professionals need 
to confirm that the information design team members share will be treated in a 
confidential manner, and will not be shared with management without permission. 
Even with this assurance, gaining complete trust cannot be expected over the short 
term. Employees may also need to meet privately with OSH experts in special 
sessions and without immediate supervisors present in order to discuss sensitive 
health and safety topics as possible contributing factors or root causes of an identi-
fied health or safety problem or issue. Nielsen et al. (2006) reported that employees 
appraise external occupational health practitioners more positively when there is a 
directive approach and a focus on individual issues. Consistent with D&I science, 
involvement of employees in the prioritization of OSH problems/issues for IDEAS 
Step 1, as well as identification of root causes, ensures that interventions are per-
ceived as relevant to potential adopters and are responsive to employee concerns.

IDEAS Step 2: Set Measurable Objectives & Brainstorm Solution Activities. 
The design team sets measurable OSH objectives for an identified OSH problem/
issue, or sets of objectives for sub-issues/concerns, and then brainstorms solution 
activities that will help achieve those objectives. The healthy mix of organiza-
tional design factors, employee behaviors and external factors that were captured in 
IDEAS Step 1 as contributors to OSH problems/issues or sub-issues/concerns can 
all be considered when developing solution objectives. Changing from the problem 
focus in IDEAS Step 1 to a solution-seeking focus in IDEAS Step 2 is challenging 
for most design teams, particularly when using the IDEAS Tool for the first time.

OSH professionals can assist the design team in IDEAS Step 2 by helping the 
design team transition from the problem domain to the solution domain. This 
can be accomplished by sharing a scientific understanding of underlying OSH 
problems or issues as well as sharing evidence-based variables that are known 
to affect/predict human behavior, expected health and safety impacts, and also  

possible performance-design interactions in relation to work organization. In 

general, this represents an ideal opportunity for OSH dissemination and train-

ing. However, it is equally important not to ask design team members to engage 

in intervention design efforts without first providing rudimentary training on 

ergonomics fundamentals. Without some ergonomics training, CPH-NEW 

researchers have found that design team members are more likely to focus primar-

ily on behavioral changes that employees can make rather than also considering 

workplace and work organization design factors that could be made in combina-

tion with behavioral changes, consistent with an integrated approach to TWH 

(NIOSH, 2017). Also, OSH professionals need to lay out a range of options for 

solution activities that employees can choose from rather than recommending 

specific solutions. Consistent with D&I science, when a design team is allowed 

to brainstorm solutions to OSH problems or issues, this allows for the develop-

ment of interventions that are appropriate and acceptable and which are tailored 

to a particular population, setting, and problem/issue (Chaudoir et  al., 2013). 

Ensuring that the interventions have qualities that are appealing to end-users can 

also prompt diffusion, which is distinct from dissemination in that it is a passive, 
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unplanned and uncontrolled process by which users spread information about the 
intervention to potential users in their social networks in such a way that poten-
tial users are drawn to use the intervention (Rogers, 2003; Rabin et al., 2008; 
Dearing & Kreuter, 2010).

IDEAS Step 3: Set Selection Criteria for Evaluating Solution Activities and 
Interventions. The design team establishes the criteria on which solution activities 
will later be evaluated, either alone or in combination with each other, in order to 
determine their suitability for being included in a proposed intervention alternative 
(usually three intervention alternatives are developed, which may have overlapping 
solution activities). All criteria should be measurable. This set of selection criteria 
are based on standard practices in management planning and decision making, and 
so can convey critical business case information to the program steering commit-
tee when decisions about which intervention proposals to adopt and implement 
are being made (Warfield, 1971, 1977; Thompson, 1980; Robertson & Rahimi, 
1990). A strong business case significantly increases the likelihood that the program 
steering committee and/or upper management will conduct a favorable review of 
the intervention proposals (Yazdani et al., 2015b), and also increases the likelihood 
that an intervention will become permanently integrated into the organization’s 
management systems (Yazdani et al., 2015a). There are four key performance indi-
cators that must be considered for each proposed solution activity in IDEAS Step 3:  
1) scope, in terms of what proportion of employees within the organization would 
benefit, 2) benefits/effectiveness, in both the short-term and long-term, such as 

improved employee safety and wellbeing, any cost savings, improved job perfor-

mance, increased employee morale and lower job turnover, 3) obstacles/barriers, 

essentially anything that could prevent or impede successful implementation, such 

as resistance to change on the part of employees or management, or anticipated 

lack of funding, and 4) resources/costs, which are general estimates of personnel 

time and other resource costs that may need to be adjusted up or down by the pro-

gram steering committee later on in IDEAS Step 5B. These same key performance 

indicators are used to evaluate intervention outcomes and effectiveness in IDEAS 

Step 7 (e.g., a reduction in injury rate), and can also be used to develop process 

measures for adapting the intervention as needed (e.g., measuring employee com-

pliance with a new procedure to determine if the procedure is acceptable, and if 

not, to adjust the procedure).

OSH professionals can assist the design team in IDEAS Step 3 by helping the 

design team develop the specific selection criteria that will serve as key perfor-

mance indicators of solution activities that could address the OSH problem or 

issue at hand. There are a number of training opportunities when employees are 

setting these criteria. In terms of setting criteria for scope, for example, design team 

members may naturally assume that a proposed solution activity would benefit all 

employees but an OSH professional may be able to cite published research evidence 

indicating otherwise. In relation to benefits/effectiveness of solution activities, the 

OSH professional can assist in by providing information regarding both short- and 

long-term benefits, thereby supporting employee feedforward control over this 
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aspect of the design process. In relation to obstacles and barriers to solution activi-
ties, the OSH professional may suggest administering a short survey to gauge the 
extent of employee or organizational resistance to change, or to gather information 
useful for planning communication initiatives to counter anticipated resistance to 
change. When the design team is guided through the evaluation of each proposed 
solution activity in terms of key performance indicators in IDEAS Step 3, this pro-
cess maps onto important D&I constructs and concepts. More specifically, when 
the design team evaluates interventions in terms of scope, this is analogous to the 
D&I outcome of penetration, the proportion of people who receive the interven-
tion out of the total number eligible (Proctor et al., 2010). Effectiveness is aligned 
with the D&I concept of needing to establish scientific credibility via an evidence-
basis for the intervention’s efficacy in improving health or preventing illness. The 

evaluation of obstacles/barriers is related to implementation, as well as cost/resources, 

and is especially important given direct impacts key D&I outcomes of adoption and 

sustainability (Chaudoir et al., 2013).

IDEAS Step 4: Apply Selection Criteria to Solution Activities & Create 

Three Intervention Alternatives. The design team is asked to come up with three 

intervention alternatives. This involves choosing, and in some cases combining, 

solution activities generated in IDEAS Step 2 based on the selection criteria gener-

ated in IDEAS Step 3. Creating three intervention proposals significantly increases 

the likelihood that one of these proposals, or some combination thereof, will be 

approved and implemented by the program steering committee which will wel-

come this added flexibility.

OSH professionals can assist the design team in IDEAS Step 4 by offering them 

a pragmatic strategy to develop the three intervention alternatives. One strategy 

can be to create intervention proposals that progressively vary in terms of resource 

demands: (1) a low-cost intervention solution, (2) a high-cost intervention solu-

tion and (3) an intervention solution with a cost that is in-between the other 

two. Alternatively, or in addition, the three intervention proposals could vary in 

terms of scope, or vary in terms of their short- and long-term impacts on safety, 

health or wellbeing. The OSH professional may also be able to help the design 

team choose a combination of solution activities that balances cost considerations 

with short-term impact by proposing a small pilot study for one of the interven-

tion alternatives. It is important for the OSH professional to allow enough time 

for design team members to think through the ramifications of any proposed 

intervention alternative. Employees are known to be able to identify potential 

unanticipated consequences of a solution activity, allowing rejection of many 

activities that have a high probability of failure (Van Eerd et  al., 2010). These 

design activities afford many training opportunities for the OSH professional; for 

example, building awareness of programmatic considerations that are normally 

outside the purview of front-line employees, such as the personnel costs involved 

with a proposed change to work organization.

IDEAS Step 5A: Rate Interventions. The design team transfers their three 

intervention alternatives to a worksheet that allows side-by-side comparisons by 
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the steering committee. The design team also assigns an overall rating to each 
intervention alternative. The worksheets from earlier IDEAS steps can serve as the 
basis for a formal presentation of the intervention design process, and can also be 
shared with the program steering committee if background information is needed 
about each intervention alternative; for example, to view the root causes of a 
health/safety problem/issue identified in IDEAS Step 1 that a proposed solution 
activity is designed to address.

OSH professionals can assist the design team in IDEAS Step 5A by helping 
the design team rate the three intervention alternatives. They may also suggest 
ways to further refine the alternatives, provide insights on management perspec-
tives on business case thinking and also on how the program steering committee 
might react to each of the intervention alternatives. Consistent with D&I science, 
the process of rating intervention alternatives inevitably prompts the design team 
to discuss and gain consensus on which intervention alternatives have the most 
appealing features such as simplicity, trainability, observability, relative advantage, 
compatibility, feasibility, adaptability, affordability, perceived effectiveness and sci-

entific credibility; all important characteristics linked to D&I success (Chaudoir 

et al., 2013; Rogers, 2003).

IDEAS Step 5B: Rate and Select Intervention(s). The program steering 

committee and possibly other key organizational decision makers review the 

intervention alternatives and then select the most appropriate one(s) for imple-

mentation. Collaboration between the program steering committee and design 

team is expected in order to refine an approved intervention, or some combi-

nation of interventions, and to assist with their implementation and evaluation. 

Implementation may involve iterative design of the intervention as needed, which 

makes it possible to refine the intervention approach while it is in process if it is 

found to be less effective than anticipated. Iterative design of the intervention (also 

known as “tweaking”) may greatly improve its chances for success, or if necessary 

would allow for suspension of the intervention approach until it can be signifi-

cantly improved and more fully supported.

OSH professionals can assist the design team and program steering committee in 

IDEAS Step 5B by helping promote collaboration to refine the intervention alter-

natives. A collaborative and iterative intervention design and refinement process 

that allows adjustments to an intervention over time is known to result in more 

solid “buy-in” from all parties, and is considered prerequisite for a sustainable pro-

gram (Haims & Carayon, 1998). If managed successfully, front-line employees can 

become enthusiastic partners in collaborative planning efforts with management, 

and vice versa.

IDEAS Step 6: Implement Intervention(s) (which can also be merged with 

IDEAS Step 5B). The program steering committee and other key stakeholders 

consider how to implement the selected interventions. Resources for implementa-

tion are allocated and a starting date is set. Management develops specific plans for 

how to track intervention effectiveness, including the selection of metrics and an 

assessment schedule.
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OSH professionals can assist the design team and program steering commit-
tee in IDEAS Step 6 by helping choose the metrics for intervention evaluation. 
At minimum, all of the key performance indicators identified in IDEAS Step 3 
should be well represented in this evaluation effort because the design team and 

program steering committee are already well prepared to interpret the impact of 

the intervention in these terms. In addition, including some process measures as 

part of the evaluation can support iterative design of an intervention in IDEAS 

Step 7; for example, to determine if the intervention is reaching the number of 

employees anticipated (the key performance indicator “scope”), and if not to adjust 

some aspects of the intervention accordingly. OSH professionals may need to assist 

with evaluation efforts, including the development and pre-testing of appropriate 

measures and the use of sampling techniques because evaluation of OSH inter-

ventions may be an area that the facilitator or program steering committee lacks 

expertise in, or are too busy to handle. The involvement of OSH professionals can 

also guarantee the confidentiality of any data collected. As mentioned earlier, the 

OSH professional can help devise ways of communicating to upper management 

the importance of allowing workers to assume a role in project evaluation, such as 

developing survey items for use in pre-and post-intervention evaluation (Dugan 

et  al., 2016). It is worth noting that in a study comparing conventional survey 

measures with survey measures that were developed via PAR, the employee-tai-

lored questions were found to provide better data about the intervention than the 

conventional survey measures (Nielsen et al., 2014). Consistent with D&I science, 

the OHP professional in IDEAS Step 6 can assist with the simultaneous assess-

ment of the intervention’s efficacy and its implementation outcomes, an approach 

Curran et  al. (2012) refer to as an effectiveness-implementation hybrid design. 

Conducting a process evaluation of the intervention while observing and gathering 

information about the intervention’s impact on relevant outcomes was proposed 

by Curran et al. (2012) as a way to accelerate the translation of research into prac-

tice; this would also support an iterative intervention design process that is needed 

to enhance the quality of outputs and outcomes through feedback and feedforward 

control over time (Haims & Carayon, 1998).

IDEAS Step 7: Monitor and Evaluate Intervention(s). The design team and 

steering committee can hold joint meetings, several independent meetings or com-

municate via email to review the effectiveness of the intervention implementation. 

The intervention is adjusted as needed through an iterative design process.

OSH professionals can assist the design team and program steering commit-

tee in IDEAS Step 7 by helping interpret any process measure findings, such as 

participation levels, or other early indicators. One possible role is to lead a process 

evaluation about how the intervention was communicated and whether the inten-

tions driving the intervention may or may not match the way the intervention 

activities are subsequently perceived by the employees. Collection of interview 

and survey responses along with objective correspondence (memos, emails, etc.) 

can be used to determine employees’ perceptions of how effective the com-

munication of the organizational intervention is or was, and also if workplace 
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improvements or changes were perceived and understood and also attributed to 
the project (Nielsen & Randall, 2013). Findings may recommend either changes 
to the intervention consistent with an iterative design approach or that the IDEAS 
process be repeated for this health/safety problem/issue based on the new informa-
tion revealed through this evaluation effort. It is possible that a new understanding 

of contributing factors or complex interactions among the solution activities will 

be gained, suggesting major changes to the intervention. Program steering com-

mittee involvement at this juncture also serves to build management commitment 

and engagement (Henning et al., 2009). Consistent with D&I science, supporting 

participatory design of interventions increases the likelihood that interventions will 

be designed with characteristics (e.g., feasibility, compatibility) that capture the 

attention of potential adopters and prompt the diffusion of intervention informa-

tion throughout levels of a social system over time (Dearing & Kreuter, 2010). 

OSH professionals can guide the design teams and program steering committees in 

active dissemination efforts by providing input into the packaging and messaging of 

research findings and products, helping to identify networks of potential adopters 

and their opinion leaders, and pinpointing media channels for spreading interven-

tion information widely (Carpenter et al., 2005).

Expert support for training as a key component of a 
participatory program

One critical activity which is part of preparing an organization to be ready to adopt a 

participatory program is to communicate aspects of the programmatic plan across all 

levels of the organization in a way that articulates the purpose of the program, roles 

and expectations, action items, mechanisms for project support, and when/how 

feedback on any particular intervention’s status will be communicated. Specifics 

on the process of program start-up and execution must be transparent and in place 

as action items in this programmatic plan before the program is implemented. 

Part of building organizational readiness is effectively communicating the expecta-

tions of the participatory intervention program and communicating the requisite 

commitments from senior managers and supervisors (Lehman, et al., 2002; Jones, 

et al., 2005; Weiner, 2009). Such communications would also articulate the need 

to provide the appropriate resources and time needed for the design team to meet 

regularly, receive training, and be involved in the participatory design process, 

something that will take time before the first intervention is designed. An assess-

ment tool has been developed by CPH-NEW to assess organizational readiness for 

a HWPP that can help identify obstacles to program implementation. The OSH 

professional can be of assistance here by working with and facilitating the tailoring 

of the communication messages through the appropriate organizational channels 

to ensure that the right message is being communicated and understood at each 

level of the organization. For instance, supervisors should receive communications 

tailored to their needs and concerns such as providing specific role descriptions 

stating the expectations of senior managers, the program steering committee and 
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the employee design team. Concurrently, communications to employees as part 
of design team recruitment will also inform the workforce of the overall program 
plan, expectations and desired participation level. The organizational readiness 
assessment tool and some model communications (e.g. informative memos) can be 
downloaded from CPH-NEW HWPP Toolkit website (CPH-NEW, 2017). All 
of these communication activities can be used to build upon the various mental 
models that may exist among the workforce and to foster the development of a 
shared mental model of the participatory program (Nielsen & Randall, 2013).

Whenever training of any form is provided by OSH professionals, the purpose 
of the training should be provided along with the expectations of who should 
participate. Messages should also detail the importance of training to the overall 
intervention design process, and the logistics involved such as who will conduct the 
training, the time requirements and resources needed, and where the training will 
take place (Lehman, et al., 2002). Project-related training programs, which include 
an orientation to the benefits of employee participation, should be provided to 
senior managers jointly by the OSH and HWPP facilitator so they understand what 
their workforce and the design team will be learning. These training and orientation 
efforts allow for a common language to be established among the workforce regard-

ing the participatory process and lay the foundation for organization-wide training 

that could benefit later at other worksites. It is interesting to note that rarely are 

supervisors (in <35 percent of reported projects) and senior managers (in <12 percent 

of reported projects) trained in the participatory process (including ergonomics and 

teamwork) (Van Eerd et al., 2008). The OSH expert may have a sense of how the 

existing OSH-related trainings given by the organization can be integrated with 

new trainings related to the employee participatory intervention design process, 

and who may be a key change effort leader within a given organizational culture.

A case in point: Providing expert support to a design  
team versus a Kaizen team

CPH-NEW initiated a four-year field study in 2011 to compare two different 

ways of involving employees in participatory intervention design efforts using 

the seven-step IDEAS Tool at two matched state facilities (Cherniack et  al., 

2016). The programmatic approach at one facility featured a series of short-lived 

(four to six months) Kaizen teams made up of representatives from upper man-

agement, supervisory staff and corrections staff volunteers. Each Kaizen team was 

charged with designing an intervention targeting one of four health priorities 

that had been identified earlier through a participatory process with a study-

wide steering committee made up of corrections staff and representatives from 

management and employee unions: physical environment/ergonomics, physical 

fitness, weight management/nutrition and safety/injury reduction. The work-

place ergonomics intervention was directed toward procurement policies and 

facility design. Each Kaizen team was disbanded after its proposed intervention 

plan was implemented and evaluated.
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The second programmatic approach at a separate facility consisted of establish-
ing a design team and program steering committee that was to remain active over 
the three-year period as part of a HWPP (CPH-NEW, 2017). The design team 
was asked to target the same four health priorities that Kaizen teams did but in any 
order and not necessarily sequentially. The design team also had significant discre-
tion to weight the four interventions in terms of precedence and intensity. Both 
the design team and Kaizen teams were able to enlarge their representativeness and 
self-education by inviting participation from subject matter experts. A compre-
hensive analysis of process and outcomes measures from both programs is reported 
elsewhere (Dugan et  al., 2016). General findings were that both programmatic 
approaches had strengths and weaknesses. The participatory intervention design 
efforts targeting the physical environment/ergonomics evolved quite differently at 

the Kaizen and design team sites. Since the utilization of content experts may have 

differentially impacted intervention outcomes, the process at both sites is reviewed 

here in order to clarify how best to support participatory intervention design efforts 

for both programmatic approaches.

Both the Kaizen team and the design team identified poor indoor air quality 

(IAQ) as a high-priority physical environment/ergonomics problem. Poor IAQ 

at their respective facilities was viewed as a major contributor to discomfort and 

illness. Subject matter experts, who were university researchers separate from the 

study team, were brought in on separate occasions to help the design team or the 

Kaizen team assess the IAQ at each facility. Different professional personnel were 

engaged at each facility and there was no cross communication.

One way the subject matter experts provided support was to help create and 

analyze a brief targeted survey that assessed employee perceptions of the envi-

ronmental conditions in their facility and aspects of health and wellbeing related 

to these conditions. Another was to conduct a walk-through inspection at each 

facility to assess environmental conditions such as the general cleanliness of  

the facility, and to assess the functionality of the heating, ventilation and air condi-

tioning (HVAC) system such as any sign of exhaust or supply vents being blocked 

by dust accumulation. In some cases it was discovered that prisoners had blocked 

supply vents to their cells to prevent cold air from entering, and there were also 

instances of blocked exhaust vents due to a lack of regular maintenance. Following 

completion of the walk-through inspections, the subject matter experts prepared 

a summary report and also met separately with the Kaizen team or design team 

respectively to discuss intervention options and to make some recommendations. 

For example, preventive maintenance was recommended because blocked air 

vents created instabilities in the automatic controls of the HVAC control system, 

contributing to wide swings in air temperature or inadequate air changeover.

From this point, the contribution of content experts took different courses. The 

Kaizen team had a circumscribed time span. Its top-to-bottom representation led 

to task specific actions recommended by the content experts. For example, discrep-

ancies between formal documentation of cleaning and air filter replacement and 

perceptions of poor air quality could not be resolved collaboratively and iteratively 
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but required default to the HVAC professionals. There was documentation of poor 
cooling compliance. The recommendation for a new system was dismissed due to 
fiscal constraints on the state level. In the end, only the most modest recommenda-
tion, more efficient duct vacuums were the single significant attainment. However, 

the design team worked on IAQ problems for a full year. The use of experts was 

targeted and more directed to increasing the capacity of the design team. The State 

Department of Public Health was engaged to train corrections officers in HVAC 

maintenance. The result was a scheduled maintenance regime that was internal to 

the facility. Similarly, study team experts were engaged to assist in developing and 

evaluating short pre- and post-surveys to document change. Finally, the design 

team took a multi-level approach to interventions, beginning with internal and 

no-cost maintenance, offering a secondary contingency of distributed duct sensors 

and reporting by corrections staff, and finally recommending system replacement. 

The latter was dismissed initially, as was the case at the Kaizen team site. In the 

absence of an integrated organization-site management-line worker structure, the 

design team worked iteratively with a facility steering committee. Although it 

was unanticipated and perceived as a deferred option, after a series of design team 

proposals and modifications, the agency peremptorily responded by replacing the 

entire HVAC system in that facility.

Although there were many other factors at play, the two IAQ outcomes were 

widely discrepant, with the design team achieving success beyond its expectations 

and the Kaizen team achieving only limited success despite high-level inputs. This 

discrepancy may be explained in part by the design team having more time to 

make use of information provided by the subject matter experts, and not being 

limited to a four to six month lifespan. In contrast, when the subject matter experts 

presented their intervention options and recommendations to the Kaizen team, the 

options involving major HVAC system upgrades and repairs were dismissed due to 

the organization’s inability to make large capital investments at that time, and the 

inability of the time-circumscribed team to iterate, amend and work through alter-

native proposals. Kaizen teams have greater decision authority to either approve 

or disapprove interventions because of representation by upper management, and 

this accelerated the decision-making process. In contrast, design team members 

consisting of only corrections staff (and not supervisors and managers) were able to 

receive advice from the subject matter experts and then work on their interven-

tion proposals over multiple meetings, resulting in more fully developed proposals 

that were later submitted to the program steering committee. On the surface, the 

Kaizen team commanded higher level resources and content experts, but the design 

team was able to integrate the content experts into their own internal program.

It is possible that the differences in how expertise from subject matter experts was 

able to be used in these two programs may partly explain the different intervention 

outcomes. In the initial steps of the IDEAS planning process, if front-line employ-

ees have independent access to these experts this may allow more time to develop 

a stronger business case for each intervention proposal. This interpretation, which 

underscores the importance of access to OSH professionals over time, is consistent 
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with reports from front-line employees in another multi-year study that examined 
the pros and cons of program design differences (Nobrega et al., 2017). Two sites 

had independent design teams made up of front-line employees who met indepen-

dently and then submitted intervention proposals to a program steering committee. 

Another two sites had a mixed-level design team, similar to a Kaizen team, consist-

ing of front-line employees, supervisors and managers with authority to design and 

implement interventions. Interview findings revealed that front-line employees who 

were part of a mixed-level design team were less likely to speak up about sensi-

tive issues, in part because of supervisor and management presence. Supervisors and 

management representatives on these mixed-level teams also tended to dominate 

the intervention planning process, in some cases dismissing ideas and suggestions 

made by front-line employees. It is possible that additional guidelines or structure are 

needed when the IDEAS planning process is used by Kaizen teams in order to pre-

vent the Kaizen team from moving forward in the IDEAS planning process without 

sufficient participation of front-line employees. For example, it may be necessary to 

allow front-line employees to meet separately with outside experts to enable more 

effective use of their expertise during some steps in the intervention design process.

How support of employee participation contributes to 
organizational learning and program sustainability

The conceptualization of organizational learning put forward by Haims and 

Carayon (1998) depends on organizational commitment to a cybernetic learning 

process of continuous improvement. In their case study, program assistance from 

university researchers as outside facilitators was no longer needed at the end of this 

process (Haims & Carayon, 1998). Through use of action research, Haims and 

Carayon provided evidence that the support of a cybernetic learning process is 

necessary for the development, success and long-term sustainability of a participa-

tory ergonomics program. Support for cybernetic learning requires that support 

systems, policies and procedures are in place to support feedback control on the 

part of employees as they take steps to address health and safety hazards. However, 

achieving program self-sufficiency does not imply expertise from OSH profes-

sionals is no longer needed. On the contrary, active engagement by employees in 

participatory intervention design efforts can increase the demand for such expertise 

as a resource that needs to be readily provided by management in an established 

participatory program (Robertson et al., 2015).

There are a number of ways that OSH professionals and subject matter experts 

can promote organizational learning in conjunction with supporting employee 

participatory intervention design. One straightforward way is to promote self-

regulation on the part of the design team by being responsive to any requests for 

information and guidance while not undermining the design team’s autonomy 

over this information-gathering process. Ideally, the OSH professional establishes a 

working relationship with the design team members in the joint search for insights 

and answers, which will create more opportunities for information exchanges that 
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benefit design team members’ understanding of OSH principles and approaches 
relevant to their present situation. Such exchanges also help the OSH professional 
tailor the training to the specific needs at hand.

Social tracking relationships, in which two or more individuals function in a 
joint manner to control a system and/or each other, are relationships that need to 
be supported in order for discovery and learning to occur throughout an organiza-
tion (Haims & Carayon, 1998; Carayon & Smith, 2000; Smith, 2014). Specifics 
about the nature of social tracking relationships (Smith & Smith, 1987; Henning 
et al., 2014) can provide insights on how organizational learning can be promoted 
during participatory intervention design. In general, program facilitators, OSH 
professionals and subject matter experts should take every opportunity to promote 
forms of social tracking that support organizational learning because this contrib-
utes to a more sustainable participatory program.

There are three distinct modes of social tracking (Smith & Smith, 1987):  
(1) imitative social tracking, (2) parallel linked social tracking and (3) serial-linked 
(or series-linked) social tracking. Imitative social tracking occurs when behavior is 
imitated or modeled, such as in training situations where the trainer closely tracks 
the error behavior on the part of the trainee in order to adjust the difficulty level 

depending on how well the trainee is doing. Imitative social tracking also is the 

basis of the modeling behaviors that maintain organizational culture. Parallel-linked 

social tracking occurs when those involved can exert direct control over a system 

and also directly receive feedback about how the system is responding to all control 

inputs. Although parallel-linked social tracking offers all participants an opportu-

nity to control a system and to see how the system subsequently responds, which 

can increase reliability through human redundancy, this social tracking mode can 

also result in confusion and role ambiguity because, depending on what com-

munication is available among participants, it is not always possible to determine 

whose control inputs are causing the system to change (Sauter & Smith, 1971), and 

in some cases this results in participants working at cross purposes, with control 

actions cancelling each other out. Serial-linked social tracking occurs when control 

actions, and/or the feedback necessary to achieve and maintain control of a system, 

depend on communication exchanges between or among other people, as in the 

chain of command found in supervisor-subordinate task relationships. Advantages 

of serial-linked tracking can include role specificity and a clear division of labor 

while disadvantages include the risk of loss of control due to delayed control actions 

or the delayed communication of feedback following control actions, because the 

control actions and/or feedback is relayed through one or more persons. A more 

complete description of social tracking can be found in Henning et al. (2014).

Specific ways that OSH professionals and subject matter experts can support 

social tracking to promote organizational learning can be described in the context 

of design team activities. First, due to the fact that the design team is made up of 

employees who are representing their coworkers during the intervention design 

process, design team members are encouraged to regularly interact with cowork-

ers to better represent their interests. In the case of IDEAS Step 1 for example,  
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information gathered from coworkers can be used to expand the list of sub-issues or 
factors contributing to OSH problems or issues. However, information gathering 
alone on the part of design team members is not enough to support the serial-linked 
social tracking needed for organizational learning to occur. Serial-linked social 
tracking depends on these coworkers receiving feedback in response to any input 
(e.g., suggestions) they have provided that were acted upon (or not) in a design 
team meeting, such as if the suggestion was adopted, dismissed or how the issue is 
being further considered. The responsibility for providing such forms of feedback 
falls in part on individual design team members but regular organizational commu-
nications could also serve to “close the feedback loop” and also reach employees 
more systematically, such as announcing the current focus of design team activi-
ties in a weekly employee newsletter, or creating a website that provides regular 
updates. Tailoring these communications and choosing the appropriate pathways to 
support organizational learning represents an interesting challenge for OSH profes-
sionals. Another point worth considering is that providing coworkers with status 
information as feedback is not as desirable as providing status information that is 
also actionable. For example, a design team member could share information about 
some of the contributing factors being considered, and ask coworkers to help rank 
them in order of importance prior to the next design team meeting.

Therefore, in addition to building readiness for change at the start of a par-
ticipatory intervention design effort, it is also necessary to establish dynamic 

closed-loop feedback control over the intervention planning process itself from 

the perspective of employees who are not part of the design team. The presence 

of dynamic closed-loop control is understood to motivate further social interac-

tion (Smith & Smith, 1987), in this case between design team members and other 

employees. Providing feedback which is actionable is also consistent with creating 

organizational readiness for change, where communicating about the intervention 

effort and explicitly stating its purpose, who needs to be involved, and what the 

expected outcomes may be provides the context for this intervention effort, some-

thing that has been noted as essential for any type of workplace change initiative 

(Cummings & Worley, 2015). Using new forms of media as a means to promote 

serial-linked social tracking activities during the intervention design process is also 

worth considering. A pilot study examined the effectiveness of using a web-based 

communication system in which all employees in an organization were given an 

opportunity to contribute to IDEAS Step 1 (Zweber, 2013). Although the evalu-

ation period of this new system was very limited, there were signs nonetheless 

that it was feasible to gather input for IDEAS Step 1 and support social tracking. 

In addition to broadening the outreach capability of a design team, effective use 

of electronic communication systems could significantly reduce communication 

delays that are known to disrupt all forms of social tracking (Smith & Smith, 1987; 

Smith et al., 2014). Both the design team and program steering committee can be 

asked to help identify other forms of communication at a particular worksite, and 

OSH professionals can assist in correctly designing these systems to promote social 

tracking through consistent and regular messaging.
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Concluding remarks

This chapter provides evidence-based practices that OSH professionals can con-
sider using when supporting employees engaged in participatory intervention 
design efforts. A rationale was provided for why OSH professionals should be cir-

cumspect about assuming the lead role in efforts to fix OSH problems or to address 

OSH issues, unless of course these are immediately life threatening. Evidence from 

the dissemination and implementation science literature pertaining to user-based 

models corroborates the idea that support of employee participation in interven-

tion design efforts by OSH professionals has the potential to be one of the most 

effective ways to achieve research-to-practice goals and the translation of OSH 

science. Employees can gain a systems perspective of the multiple contributing 

factors to OSH problems/issues, acquire skills and abilities needed to design inte-

grated solutions to OSH problems or issues, learn how to work as a team and 

to collaborate with management on OSH problems/issues, and can benefit from 

improved self-efficacy/competency (Greene et al., 2005). Therefore, supporting 

employee participation in intervention design activities is in the best interests of 

both employees and organizations over the long term.

Cybernetic principles were reviewed to help explain underlying feedback and 

feedforward control behaviors that need to be supported in intervention design 

efforts, and also how to support social tracking relationships that will determine 

the extent of organizational learning that can occur. These serve to highlight the 

many opportunities OSH professionals have to provide training on OSH princi-

ples and approaches to small team of employees who are engaged in a structured 

intervention design process. Training that is provided by OSH professionals 

and subject matter experts that is responsive to needs that arise throughout this 

design process will ensure that interventions are perceived as relevant to poten-

tial adopters and responsive to their concerns. There are ample opportunities for 

OSH professionals to adopt practices consistent with D&I science and cybernetic 

principles when disseminating OSH science at the grass-roots level as a way to 

increase intervention effectiveness, communication and uptake, and to promote 

the organizational learning necessary for continuous improvement of employee 

safety, health and wellbeing.
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8
APPLYING AN INTEGRATED 
APPROACH TO WORKPLACE  
MENTAL HEALTH IN SMES

A case of the “too hard basket” or  
picking some easy wins?

Angela J. Martin and Anthony D. LaMontagne

Background and aim of the chapter

The prevalence and impacts of common mental health problems such as depres-
sion and anxiety among working adults has been recognized as a significant global 
predicament (OECD, 2012). Workplace interventions that address this problem 
have evolved from many different disciplines including public health, psychiatry/

psychology and management. In order to realize greater benefits for individuals, 

employers and society, we have argued for an integrated intervention approach to 

dealing with mental health at work (LaMontagne et al., 2014), using a systematic 

approach that draws on research and practice in an interdisciplinary way. Evolving 

from three distinct disciplinary threads, we have articulated an integrated approach 

with the following core areas of action:

1) to protect mental health by reducing work–related risk factors for mental 

health problems;

2) to promote mental health by developing the positive aspects of work as well 

as worker strengths and positive capacities;

3) to address mental health problems among working people regardless of cause.

A defining feature of the integrated approach is the mutually reinforcing nature 

of these three principles. It may also offer efficiencies in implementation as well 

as preventive synergies, similar to those that have been realized through inte-

grated approaches targeting cancer prevention other aspects of workplace health 

(LaMontagne et al., 2014).

Although the principles are broadly applicable, in any intervention approach, 

some tailoring to context is important (Nielsen & Miraglia, 2017). For example, 
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strategies employed in small and medium-sized enterprises (SMEs) are likely to 
differ from those applied in a large public organization or a corporate entity. In 

this chapter, we explore the potential to apply an integrated approach in SMEs. 

After providing an overview of the development of frameworks and guidelines for 

mental health-related interventions, we discuss features of SMEs that can make 

it challenging to implement an integrated approach as well as noting a number 

of “easy wins” for beginning to address the three core principles of an integrated 

approach to workplace mental health. Finally, we advocate for occupational health 

researchers and practitioners to move SMEs out of the “too hard basket” and 

expand the evidence base around “what works for whom” (Nielsen & Miraglia, 

2017) in the SME context.

Overview of an integrated approach to workplace  
mental health

Although it is beyond the scope of this chapter to review the empirical evidence 

supporting the integrated approach to workplace mental health, we direct readers 

to a recent summary of this evidence (e.g. LaMontagne et al., 2014). Essentially, as 

can be seen in Figure 8.1, the protective focus of the first thread aims to identify 

and address factors that can undermine the mental health of employees – and there-

fore encourages employers to fulfil their responsibility to provide a safe and healthy 

working environment. The overall goal of the second thread is to complement the 

risk reduction approach by promoting those characteristics that can strengthen indi-

vidual and organizational health and can lead to high levels of positive wellbeing. 

To some extent this complementarity is already apparent; for example, understand-

ing of the importance of job control has evolved from two sides of the same coin. 

Low job control was identified in public health research as an important risk factor 

for mental health problems (thread 1), and the promotion of autonomy (or high 

job control) is a common strategy in positive approaches (thread 2). Maintaining 

this dual protection-promotion emphasis can benefit workplace mental health in 

many ways, not least in encouraging organizations and their representatives to 

examine the strengths and weaknesses of their working environments, to keep 

a more “balanced scorecard” in relation to monitoring the performance of their 

various systems, policies and practices, and to properly identify and mobilize the 

resources available in their organizations to build workplaces that are not just safer 

and fairer but are also more attractive to and engaging for employees.

The third thread can complement the first two in various ways. An important 

aspect of managing mental illness as it manifests at work is mental health literacy 

(MHL). Workplace mental health literacy refers to the knowledge, beliefs and skills 

that aid in the prevention of mental disorders in the workplace, and the recogni-

tion, treatment, rehabilitation and return to work of working people affected by 

mental disorders (Jorm et al., 1997).
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Certain knowledge and awareness aspects of MHL relate directly to the other 
two threads. For example, the workplace MHL strategies we have piloted high-
light that poor working conditions and job stress are modifiable risk factors for 
common mental health problems, and (where applicable) that there are legislative 
occupational health and safety (OH&S) mandates to protect psychological as well 
as physical health. This builds employee awareness of, and employer commit-
ment to, the need to address working conditions (linking to thread 1). Workplace 
MHL can also highlight the protective value of resilience in relation to mental 
disorders, building motivation for and commitment to positive approaches (link-
ing to thread 2). In addition, starting where organizations are receptive (e.g., 
MHL training, thread 3) can provide the encouragement/incentives to employ-
ers (near-term improvement in MHL) needed to sustain employer interest and 
commitment to the improvement of working conditions and job quality over the 
longer term (thread 1). This could help provide entrée into workplaces that might 
not otherwise consider job stress or other mental health interventions on their 
own, increasing the reach and uptake of an integrated approach.

FIGURE 8.1 The three threads of the integrated approach to workplace mental health
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Guidelines to assist organizations in implementing an 
integrated approach to workplace mental health

Using the Delphi consensus methodology, a number of studies have sought to 
establish stakeholder (managers, workers and workplace health professionals) con-
sensus around practical recommendations for organizations who wish to take action 
in each of these areas. Guidelines for preventing common mental health problems 
(Reavley et al., 2014); promoting positive mental health (Davenport et al., 2016), 
providing mental health first aid to a co-worker (Bovopoulos et  al., 2016) and 
returning to work from a mental illness (Reavley et al., 2012) are freely available. 
These guidelines (links and core content summarized in Table 8.1) were developed 
in Australia but similar practical guidance is available internationally. Proponents 
of an integrated approach to workplace mental health would recommend these to 
all organizations as best practice strategies. Organizations should be encouraged 
to consider implementing these in combination so that all three threads of the  
integrated approach are addressed.

The Canadian Standard for psychological health and safety in the workplace, 
the National Institute for Occupational Safety and Health (NIOSH) total worker 
health model and the Health and Safety Executive (HSE) management standards 
for job stress are evidence-based resources that provide a range of strategies that 
can be used to inform the development of an integrated approach to work-
place mental health. A review of international best-practice guidelines identifies 
significant resources are available but application and uptake remains a chal-
lenge (Memish et al., 2017). Uptake of evidence-based approaches is likely to be 
affected by issues of stigma similar to those concerning mental illness in general, 

such as a persisting view of job stress as an individual weakness (Page et  al., 

2013). These barriers may be more acute in SMEs, with many businesses hav-

ing no dedicated human resource management or occupational health function 

(Martin et al., 2009). Hence the need to explore how SMEs can be engaged in 

workplace mental health interventions and how well existing guidance materials 

suit this work setting.

As helpful as these guidelines for organizations are, one of the challenges 

of developing them is to make them sufficiently specific as to be useful, while 

remaining broad enough to be relevant to organizations of various types and 

sizes. Implementation research is needed to answer questions such as: what factors 

facilitate or hinder implementation? What levels of support do various types and 

sizes of organizations need to implement integrated approaches? What is practi-

cally achievable for organizations implementing their own programs (Nielsen & 

Miraglia, 2017)? In the absence of such an evidence base, we begin to explore 

the nature of the SME work setting, outlining relevant extant research and iden-

tifying some of the issues that may impact the implementation and evaluation of 

such guidelines.
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Understanding the SME context

Despite the fact that most working people are employed or self-employed in SMEs, 
this work context continues to be highlighted as lacking adequate applied research 
attention to inform how such guidelines might effectively be implemented. Before 

we move to a discussion of intervention strategies that have been deployed and 

evaluated in an SME setting, we provide a brief overview of the nature and associ-

ated challenges of the SME context.

SMEs account for 99.9 per cent of all businesses in the UK (Department of 

Business Innovation and Skills, 2010) and 99.2 per cent of all businesses in Australia 

(Australian Bureau of Statistics, 2010). Figures are similar in the USA, where the 

nation’s 6 million SMEs represent 50.2 per cent of its private-sector employment 

(US Small Business Administration, 2008). SMEs are responsible for a large pro-

portion of the growth in new jobs, and their smaller size allows them greater 

flexibility to accommodate market demands or respond to competitive dynamics, 

thus making them integral to continued global economic growth.

While 56 per cent of workers in the USA are employed by a small business, 

only 4.6 per cent of small worksites offer comprehensive health promotion pro-

grams in the US (Newman et al., 2015). Strategies that are routinely implemented 

in larger organizations such as employee assistance programs, MHL programs and 

stress management training can be difficult to put into practice in smaller enterprises 

who do not have specialized “knowledge, competence and financial resources to 

carry out interventions” (Lindstrom, 2004, p. 95; Martin et al., 2009).

One size doesn’t fit all

When considering how the integrated approach to workplace mental health may 

apply in this setting, a fundamental point to highlight is that SME is an umbrella 

term for a wide variety of individual and organizational forms of working including:

 • entrepreneurs (start-ups)

 • sole traders, or “own-account” self-employed

 • contractors

 • freelancers

 • family businesses

 • partnerships

 • micro businesses with less than 5 employees

 • small businesses with less than 20 employees

 • medium-sized firms with less than 200 employees

Although the definition of SME differs worldwide, the main criterion used in 

Organization for Economic Co-operation and Development (OECD) countries is 

number of employees (OECD, 2004). General agreement exists between the USA, 

UK, Australia and Europe regarding the definition of small firms; that is, most are 
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managed by their owners, who contribute most of the operating capital and are 
responsible for the principal decision-making of the firm. Whilst the number of 
employees is often used as a cut-off for these categories (and these do vary by juris-

diction), a fundamental distinction to be made is “are they an employer?”. Once 

an enterprise has employees it will have some regulatory requirements for OH&S 

that necessitate a formalized approach to some extent, depending on the legislative 

requirements in the jurisdiction regarding the number of employees and different 

expectations regarding what is “reasonable” in terms of OH&S prevention and 

control activities.

If the business does not have employees, the integrated approach can still apply 

to an individual or partnership targeting themselves with interventions via self-

education and self-management. There is also considerable scope for thinking 

about SME client networks, supply chains or business to business (B2B) groups as 

“communities” for mental health promotion activities. Entrepreneurial “clusters”, 

including those based in co-working spaces, may also be an important mechanism 

to consider in finding ways of reaching those who are self-employed.

What do we know about mental health issues in SMEs?

Self-employment has been described as a “double-edged sword” (Prottas & 

Thompson, 2006). On the one hand, major stressors can stem from the risk of 

business failure, fluctuations in market forces, changes in government policy, taxa-

tion and regulatory administrative demands and financial stress associated with 

significant personal debts involved in financing the business. Staff management 

pressures, long hours and few periods of recreation leave are also commonly 

reported (Jamal, 2009; Schofield et al., 2011). Known antecedents of stress and 

depression among SME owner/managers include responsibility for the financial 

security of their employees and families and feelings of loneliness and isolation that 

business ownership can foster (Gumpert & Boyd, 1984). Long working hours, poor 

work/life balance, work overload and multiple or ill-defined work roles which 

prompt role conflict are precipitants of job stress and depression within SMEs 

(Rauch & Frese, 2007). On the other hand, the self-employed can experience 

greater independence, decision-making freedom, time flexibility, higher expected 

earnings and personal fulfilment. Greater control over work, more decision 

authority and positive psychological resources such as higher levels of optimism 

may reduce entrepreneurs’ and SME owner/managers’ risk of job stress (Prottas & 

Thompson, 2006), essentially buffering the impact of working in a high-pressure 

environment. Indeed, there are some interesting contrasts in this population, with 

LaMontagne et  al. (2012) observing that Australian self-employed workers had 

both the highest level of job control and the highest prevalence of long working 

hours (>50 per week).

Managing depression-related sickness absenteeism, presenteeism and associated 

productivity loss among SME owner/managers and their staff may be very chal-

lenging because the size and structure of SMEs can make responsibilities related 
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to human resources difficult (Cocker et al., 2012). Absence increases co-worker 

workload and as most SME employees value their co-worker relationships, they 

may continue to attend work when ill (known as presenteeism) to avoid dam-

aging them (deKok, 2005). The “family” environment which is often fostered 

within SMEs may increase presenteeism rates as a sense of obligation to the busi-

ness motivates employees to continue to work when sick (Wilkinson, 1999). Small 

teams cannot compensate for absent co-workers as easily, and business owners are 

unlikely to be replaceable, which may decrease tolerance for sickness absence, and 

increase presenteeism and associated lost productive time (Cocker et al., 2012).

What motivates SMEs when it comes to workplace mental  
health research and practice?

SME engagement with workplace mental health interventions and the research 

that seeks to examine their efficacy is a challenge that is gaining greater recognition 

in the literature. For some time it has been recognized that SMEs are difficult to 

engage in evaluation research due to owner/managers’ perceived lack of time to 

participate and a limited budget to implement programs (Eakin et al., 2001, 2010).

Newman et al. (2015) reported a worksite wellness intervention targeting small 

businesses where they provided free, company specific advice in design and execu-

tion. They enrolled 260 businesses from a range of economic sectors, detecting 

“substantial” modifiable health risks at baseline and demonstrating some willing-

ness to participate when provided with guidance and access to resources. However, 

only 21 per cent responded to the follow-up survey and the researchers recom-

mended more thoroughly examining the motivations of small employers and 

including multiple approaches to engagement.

As they do in larger organizations, managers’ attitudes and capabilities are likely 

to play an important role in the success or failure of such interventions (Cleary 

et al., 2008; Martin, 2010). It has been noted that SME owner/managers are often 

preoccupied with the daily activities of the business, leaving them little time for 

lengthy consultation with employees and implementation of training and skills 

programs (Panagiotakopoulos, 2011). SMEs are also less likely to have internal 

capacity for human resource specialists or workplace health professionals or the 

resources to dedicate toward external consultants.

They are more likely to be motivated by “company-success” related factors 

than “humanitarian” factors (Hughes et al., 2011) or “moral responsibility” fac-

tors when implementing workplace health promotion programs. Newman et al. 

(2015) note that barriers to adoption include direct and indirect program costs, 

lack of employee interest, lack of management support, lack of program expertise, 

uncertain returns on investment (ROI) and privacy concerns. The lack of a strong 

business case specific to this sector means owner/managers may remain uncon-

vinced such strategies are worth their time or money. This may go some way 

to explaining why strategies employed by larger organizations, such as employee 

assistance programs (EAPs), mental health literacy workshops, stress management 
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training and return to work (RTW) programs are difficult to implement and are 

infrequently adopted by SMEs (Lindstrom, 2004).

Acknowledging these SME contextual insights and practical challenges as criti-

cal background, we now turn an examination of the three threads of the integrated 

approach to workplace mental health and the guidelines that support its implemen-

tation. We look at these guidelines with respect to how they may interface with 

the SME context and their likely level of implementation difficulty.

Moving out of the “too hard basket”: Some “easy wins”?

As there are few studies specific to workplace mental health conducted within the 

SME sector, particularly randomized control intervention trials, we draw practical 

insights in this part of the chapter from a study led by the first author that sought 

to evaluate a workplace mental health promotion in SMEs – the Business in Mind 

(BIM) project. Preliminary results from this trial show high levels of acceptability 

to participants. Efficacy results regarding decreased psychological distress for par-

ticipants in the telephone-supported version of the intervention are encouraging 

(Martin et al., forthcoming). The study protocol and difficulties recruiting partici-

pants have both been described elsewhere (Martin et al., 2009, 2015). The BIM 

project illustrates some “easy wins” in promoting workplace mental health in the 

SME sector and may assist others developing similar programs. The video materials 

(total 60 minutes over five chapters of content, featuring business owners’ stories 

and expert commentary) and resource kit file are publically available at www.

businessinmind.edu.au

Preventing harm

The job stress prevention literature provides considerable empirical evidence 

regarding work-related risks to mental health. Strategies to reduce or eliminate 

these risks are known as primary or universal prevention, and involve intervention 

at the level of work organization as well as the individual. Job strain (high demands 

and low control) predicts elevated risks of common mental disorders, including after 

accounting for other known risk factors (Bonde, 2008; Stansfeld & Candy, 2006; 

Theorell et al., 2015). Other job stressors, either individually or in combination, 

that have also been shown to influence mental health are job insecurity, bullying 

or psychological harassment, low social support at work, organizational injustice 

and effort-reward imbalance (LaMontagne et al., 2010; Stansfeld & Candy, 2006).

Whilst SME owner/managers may experience high job demands, such as mul-

tiple role responsibilities and long working hours, as outlined above, they often 

have significant autonomy and job control. According to the demand-control 

model, these jobs are called “active jobs” (Karasek, 1979), which are likely to 

positively challenge incumbents, leading to learning, the development of active 

coping patterns and increased feelings of mastery (Karasek & Theorell, 1990a, 

1990b). Active jobs may prevent perceptions of strain as individuals feel equipped 
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to effectively cope with them (Karasek & Theorell, 1990a, 1990b; Theorell & 

Karasek, 1996), thus mitigating the risk of job stress, burnout and depression. 

However, this shortage of SME-specific evidence leaves occupational health lit-

erature and small business researchers and policy makers without an understanding 

of the relative impact of work-related psychosocial factors in the development of 

depression within themselves and their employees.

Table 8.1 shows key action areas for organizations wishing to implement a strat-

egy for workplace prevention of common mental health problems (Reavley et al., 

2015). Although formation of a committee to design, implement and monitor a 

mental health and wellbeing strategy may be beyond the capabilities of a small busi-

ness, as can be seen in the guidelines, there are many factors that can be targeted 

for prevention in all work settings. Whilst formal approaches such as documented 

policies and strategies may be infeasible for SMEs, informal approaches can still be 

very effective. In addition, SMEs are likely to be much “closer” to their staff and 

potentially more aware of their psychosocial stressors, and being more “agile” they 

can implement changes quickly.

The primary concern with prevention strategies is firstly for employers to 

be fully cognizant of their legal requirements to provide a safe work environ-

ment, including any requirement to ensure the mental health and wellbeing of 

employees by assessing and controlling risks. Having a system for psychosocial risk 

assessment in place (e.g. some means of assessing employees’ perceptions of factors 

such as a sense of control in their job, feeling fairly treated, adequately rewarded 

for effort and being well supported) may seem challenging but a range of free tools 

are available. This process can be formal and quantitative or less formal involv-

ing team and individual discussions where agreement on issues and responsive 

risk-management actions can be documented and implemented. However, best 

practice in prevention goes well beyond legal compliance and SMEs are encour-

aged to build on initial efforts at risk assessment and management with broader 

approaches to creating mentally healthy jobs and work environments that will suit 

their size and structure.

A strategy for preventing work-related harm to mental health can be as sim-

ple as recognizing the potential for harm and having a guiding statement that 

connects mental health and wellbeing to all aspects of the business. Employees 

could be briefed at induction about key aspects of their role, how it will be deter-

mined if they are performing well and what to do if problems are encountered. 

Acknowledging that mentally healthy employees are an asset to the business and 

opening channels for discussing issues if they arise sets up an expectation that 

stressors will be identified and managed. Whilst smaller employers may not have 

policies, medium-sized employers may have means to embed mental health-related 

content in a policy review or create a new policy and templates are available in the 

public domain to assist.

Leadership and management training for business owners and team leaders are 

essential and options include coaching, education and professional development. 

As these are often time intensive, brief and flexible options are important. There is  
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no reason why an SME cannot provide education on mental health and wellbeing 
and discuss expectations for mutual responsibility with their staff as there is a wide 

variety of free educational resources are available to embed into regular staff training 

sessions or team meetings (if held), or broken into small “pieces” that staff or team 

leaders can engage with in a self-paced manner over time (e.g. Heads Up program: 

https://www.headsup.org.au/training-and-resources/educational-programs/ 

beyondblue-resources).

Sole traders can engage in self-education regarding workplace mental health and 

wellbeing (online resources are available, e.g. Lifeline self-help resources: https://

www.lifeline.org.au/get-help/self-help-tools; Heads Up: https://www.headsup.

org.au). Other options for prevention include joining a professional network-

ing group that brings mental health and wellbeing to the table for discussion. All 

regions have small business support services and networking groups who may be 

able to organize guest speakers or facilitators. Those sole traders and entrepreneurs 

who understand that their own mental health and wellbeing is a major asset to 

their business could create a personal wellbeing plan that includes a risk assessment 

of modifiable working conditions, strategies to address those risks and a plan to 

monitor progress. This is more intensive and business owners may need coaching 

or structured support to do this.

Two work-related risks to mental health targeted in BIM were long working 

hours and interpersonal (in)justice. Consistently long working hours are a known 

risk factor for mental ill-health (Milner et  al., 2015) and a commonly reported 

issue for SME owner/managers. Workplace incivility is also a major psychosocial 

hazard in Australian workplaces, with workplace bullying and harassment reported 

to occur at higher rates in Australian compared with other countries (Butterworth 

et al., 2013). BIM attempted to target these two risk factors with prevention strate-

gies delivered through the content of three of the intervention chapters labelled 

“coping with stress”, “positive relationships” and “creating balance”.

Considering that most SMEs do not usually provide wellbeing programs, busi-

ness owners in the BIM study were introduced to stress management training 

through a chapter on “stress and coping”. Introductory material was provided in the 

resource kit which drew on cognitive behavioural therapy techniques for positive 

re-framing of cognitions and education about the role of key wellbeing factors –  

physical activity, social support, sleep quality, relaxation – was provided and mod-

elled by business owners in the video. A module on “positive relationships” aimed 

to enhance effective communication skills and supervisor social support provision. 

Finally, “creating balance” aimed to alert participants to the risk of long working 

hours and find a more harmonious work/non-work balance.

Promoting the positive

Positive psychology is defined as the study of “the conditions and processes that 

contribute to the flourishing or optimal functioning of people, groups, and institu-

tions” (Gable & Haidt, 2005). Strength-based methods are applied to identify what 
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is being done well, rather than only trying to identify and fix what is “wrong” in 
an individual, group or organization (Schaufeli, 2004). It includes methods such as 
future inquiry, a hybrid of future search and appreciative enquiry modalities, which 
acknowledges the views of all relevant stakeholders, generates respect for what has 
been done well, identifies a shared aspirational view of the future and plans steps to 
move in that direction (Blewett & Shaw, 2013). A key point here is that the term 
“wellbeing”’ does not refer to the absence of the negative; instead, wellbeing is most 
correctly defined and measured as the presence of positive feelings and functioning.

Positive mental health can also buffer against job stressor-related mental illness 

(Page et al., 2014) and job stressor exposures can erode wellbeing as well as increas-

ing the risks of mental ill-health (LaMontagne & Milner, 2016). Importantly, 

positive approaches aim to promote the positive aspects of work and worker capa-

bilities, including wellbeing. Some key approaches involve developing positive 

workplaces by establishing positive leadership practices, optimizing the meaning-

fulness of work and building a positive organizational climate (Cameron & Caza, 

2004). The newness of positive approaches is reflected in its being the least com-

monly applied in organizational practice (Page & Vella-Brodrick, 2012) compared 

to the other two threads of the integrated approach to workplace mental health.

The promise of positive approaches is also clearly supported by established 

knowledge of the substantial positive influences of good quality work on mental 

health and wellbeing. In addition to the income and socio-economic position 

that paid work can provide, it can also positively impact adult socialization, the 

development of identity and the extension of social connections beyond family and 

neighbourhood groups (LaMontagne et al., 2010; Marmot Review Commission, 

2010). Furthermore, work can provide purpose and meaning, thus enhancing both 

self-efficacy and self-esteem, both of which protect and promote mental health. 

This highlights the need for positive approaches to address eudaimonic (meaning 

and purpose) as well as hedonic (positive emotional or happiness) aspects of work-

place wellbeing (Keyes, 2005).

As can be seen in Table 8.1 there are many factors that can be targeted in 

SMEs to “promote the positive”, some of which overlap with the prevention 

guidelines such as having a strategy for mental health and wellbeing and creating 

a work environment that is respectful, positive, caring and supportive. Leadership 

approaches that involve people in problem solving and ensure open and safe com-

munication processes that prevent problems are also essential creating a positive 

work environment.

Using strengths-based approaches to organizational development and under-

standing job design and person-job fit may be more complex for SME owner/

managers and could require some human resource management expertise/support. 

As outlined in the prevention section, promoting autonomy and flexibility are 

also good strategies for reducing the risk of work-related harm to mental health. A 

key issue for SMEs is overcoming any operational constraints that may represent 

barriers to implementation of these strategies. Flexible work arrangements are also 

discussed in relation to the third thread of the integrated approach to workplace 
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mental health, responding to illness. Whilst sole traders may not have to deal with 
these issues, there is still capacity to promote their own understanding of these 
factors for mental health self-management and providing support to others in the 
business community.

As SME owner/managers must be able to develop business management strate-
gies that allow them to adapt quickly to sudden change in economic conditions, 
the BIM program considered it important to teach participants a process which 
requires creative forethought to imagine various different scenarios and develop 

the means to avoid them (Cocker et al., 2012). Hence, BIM included an intro-

duction to the concept of psychological capital (PsyCap) which has begun to be 

embraced within the research literature on entrepreneurs (Baron et al., 2013). This 

construct is conceptualized as a second-order variable comprised of hope, opti-

mism, resilience and self-efficacy related to one’s work (Luthans et  al., 2007b). 

Previous research has demonstrated that PsyCap is positively related to wellbeing 

and job satisfaction (Avey et al., 2010; Cheung et al., 2011; Luthans et al., 2007a) 

and negatively related to job stress and tension (Avey et al., 2009; Baron et al., 

2013). In addition, research has shown that PsyCap is a malleable resource that is 

developable via brief training interventions (Luthans et al., 2008, 2010).

Business owners can be encouraged to see their mental health and wellbeing as 

a business and personal asset. Like social and financial capital, psychological capital 

is an essential capacity for business success. Whilst there is no regulatory require-

ment to protect one’s own health and wellbeing at work for business owners, there 

is a strong case for self-management or coaching in psychological capital. There is 

some evidence of a performance related return on investment for the psychological 

capital intervention (face to face and online versions), although this has not been 

specifically targeted to the SME sector.

Optimism seems to be a critical PsyCap component in predicting indicators of 

SME owner-manager wellbeing (Dawkins et al., forthcoming). Research has sug-

gested a curvilinear relationship between trait optimism and outcome variables where 

very high levels of optimism may constitute too much of a good thing, leading to 

underestimation of potential risk (Peterson and Chang, 2002). This may mean that 

highly optimistic individuals continue to expose themselves to tremendous amounts 

of work stress, because they optimistically assume they can handle such risk factors.

Mechanisms for improving PsyCap were embedded in the BIM intervention 

chapter “positive growth” in which participants were taught basic processes for 

analyzing business goals to build their PsyCap. This included building a sense of 

“realistic optimism” by reflecting on past successes and strengths and building path-

ways for overcoming obstacles for future success.

Managing illness

As outlined in the introduction, an integrated approach to workplace mental 

health also involves responding to mental illness effectively regardless of cause. 

Arguably the most common approach here to early intervention and treatment 
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for mental health issues in the workplace is EAPs. An EAP involves subsidized or 
fully sponsored counselling provided by in-house or outsourced psychologists or 
social workers. It is unknown what proportion of SMEs provide EAPs. If costs are 
prohibitive, SME owner/managers may consider joining an industry focused EAP 
with other businesses partnering on costs. Alternatively, the business owner may 
consider funding employee support services on an as needs basis. If cash flow to 
support such activities is a problem, providing access information and options for 
free professional support in the community and encouraging staff to talk to their 

GP if mental health is a concern (regardless of work-related or otherwise) can be 

effective ways to provide support.

MHL interventions are a public health approach to dealing with the high preva-

lence of mental illness among the working population. Programs such as Mental 

Health First Aid (MHFA), aim to improve mental health literacy by developing 

knowledge and skills in how to recognise common mental disorders and provide 

“First Aid” support until professional help can be obtained, increasing understand-

ing about the causes of mental disorders, improving knowledge of the most effective 

treatments and reducing stigma (Kitchener & Jorm, 2006). There is evidence of the 

effectiveness of MHFA from various studies including two randomized-controlled 

trials conducted in workplace settings (Jorm et al., 2010; Kitchener & Jorm, 2004). 

The knowledge and skills to have conversations or encourage help-seeking is rel-

evant for a wide spectrum of mental health issues, from generalized distress to 

suicide prevention. Suicide prevention strategies (Milner et al., 2015) are increas-

ingly being delivered via workplaces.

The MHFA program has recently been further tailored to the needs of work-

places with guidelines that outline strategies for providing mental health first aid to 

a co-worker or employee (Bovopoulos et al., 2016). These guidelines are included 

in Table 8.1. MHFA training is relatively inexpensive, and is being developed as 

an online course which would appear relatively easy for an SME to implement. As 

mentioned earlier, peak bodies or SME clusters may be able to facilitate delivery in 

groups of SMEs if they are particularly small.

Other approaches to addressing mental illness as it manifests in the workplace 

focus on organizational culture and attitudes in relation to mental illness stigma 

and norms around disclosure of a mental illness. Mental health stigma in work-

places is a pervasive challenge, just as it is in broader society (Highet et al., 2002). 

Unsupportive organizational culture and norms around depression disclosure are a 

contributing factor. Managers’ and leaders’ attitudes play a central role in changing 

these norms and are a priority target for intervention (Martin, 2010). An online 

program targeting leaders has been developed to reduce the stigma of mental illness 

and provide a template for an action plan leaders can create that suits their organi-

zational context (Shann et  al., forthcoming; http://learn.beyondblue-elearning.

org.au/leadership-online/).

The role of organizational culture in improving RTW from a mental illness-

related absence has also been recognized (Reavley et al., 2012). The return to work 

guidelines in Table 8.1 were created to provide organizations with suggestions for 
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creating optimal conditions for a sustainable RTW after an absence due to a mental 
illness. Once again, a policy can be developed if required and templates are available 
but some training of affected stakeholders will be required if this approach is taken. 

As with the previous guidelines reviewed above, a supportive work environment 

and education/communication about mental health, help-seeking and sources of 

help are fundamental pillars for an integrated approach to workplace mental health.

Reasonable adjustments to facilitate RTW can be made to most jobs but they 

need to be agreed by affected parties and be feasible, which may be challenging in 

SMEs even though guidance material about work adjustments for mental health 

issues is available. Some business owners may be willing but unsure about how to 

accommodate a worker with a mental health problem (compared to knowledge 

about physical accommodation), or these accommodations may be seen as too 

complicated to put in place (Andersen & Brinkmann, 2012).

Another area of potential difficulty for SMEs is the role of the RTW coordina-

tor. While large organizations are likely to have a staff member in this role, smaller 

organizations are not likely to do so. The “employer representative” discussed in 

these guidelines (Reavley et al., 2012) is likely to be the business owner, who may 

also have to act as the RTW coordinator, human resources professional and/or 

supervisor. In this case, it may be advised to have RTW processes supported by 

a health professional or rehabilitation consultant. Koopmans et  al. (2008) found 

that absences from work for mental health issues and rates of return to work from 

mental health disorder are lower in businesses with less than 75 employees. They 

suggest that contributing factors are fewer opportunities for part-time return to 

work and a lack of structured protocols to inform management of long-term sick-

ness absence in SMEs.

In the sole trader/partnership situation, any absences from the business may 

be difficult to manage as business owners are difficult to replace for long periods. 

Many business owners report difficulties taking time off due to operational issues 

and may be more inclined to work through mental health difficulties as noted 

earlier. Strategies for managing periods of absence or reduced hours working in 

the business may be particularly difficult for business owners. These issues need to 

be considered in initiatives being developed around managing mental health and 

work attendance aimed at GPs/family physicians/primary health care providers 

(e.g. the Fit note concept).

Participants in the BIM study were provided with a chapter on “managing 

mental health” which contained basic psychoeducational material presented in a 

way designed to reduce the stigma associated with mental illness (i.e. business 

owners are interviewed about their mental health). Information about how men-

tal health can impact the bottom line of a business and some information about 

signs and symptoms of common mental health disorders and the importance of 

timely help seeking is presented. Participants could essentially screen themselves 

for indicators of depression, anxiety and substance abuse to discuss with a health 

professional. They were also provided with guidance about how to promote help-

seeking among employees. However, more complex issues of returning to work or 
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continuing to work with a mental illness was not a focus in the BIM project apart 
from stories of recovery embedded in the videos.

Conclusion

Our review of the BIM project in relation to the integrated approach to work-
place mental health shows that it is possible to implement an integrated approach 
to workplace mental health in the SME context. The crux is, that for any work 
context, it is important to prevent harm, promote the positive and address mental 
illness regardless of cause – this might be achieved by formal or informal means. 
Preventing harm and managing illness have some regulatory and legislative context 
if the business is an employer and promoting the positive can include building 
on what is working well in a business in terms of promoting wellbeing. We have 
argued for an integrated approach to workplace mental health in order to real-
ize synergies that can be gained from protecting and promoting mental health at 
the same time as managing mental illness as it manifests at work. For example, 
MHL activities targeted at business owners may result in help-seeking by a business 
owner, which may indirectly reduce psychosocial risks for employees involving 
interpersonal relationships with their boss at work. Help-seeking that results in 
effective treatment may develop emotional intelligence and communication skills 

that can be used to assist employees, clients or colleagues with mental health issues, 

or to role-model stress management approaches.

There are a number of strategies SME can use to protect and promote their 

own mental health and that of their employees. Evidence-based guidelines, such 

as those reviewed in this chapter, can assist organizations to design and implement 

an integrated approach to workplace mental health. Whilst some of the actions 

contained in these guidelines may not be feasible for implementation in smaller 

businesses, our review suggests there are many that are. There are now consider-

able resources available for self-education of business owners, many government 

health and safety regulators have health and wellbeing advisory services and a range 

of non-governmental organizations and charitable organizations provide infor-

mation regarding mental health and work. However, processes for knowledge 

brokerage are urgently needed in the SME sector, which represents the most com-

mon employment setting in the global economy. There is a particular role for 

curation and translation of occupational health research and resources for SMEs. 

Greater engagement by those working in SMEs with these resources will produce 

benefits for owner/managers and their businesses as well as broader society, as 

economies are strengthened by improvements in the health and productivity of 

the SME workforce.
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9
SUPPORTING INTERVENTIONS

Enabling senior management to  
enhance the effectiveness of a  
training program for line managers

Henna Hasson, Caroline Lornudd,  
Ulrica von Thiele Schwarz and Anne Richter

Background and aim of the chapter

Organizational health interventions are planned actions designed to reach groups 
of employees in a uniform way by changing the way work is designed, organ-
ized, or managed (Nielsen et  al., 2010n). Targeting the work itself and/or the 
organizational context in which the work is undertaken means that organizational 
interventions become – or need to become – a key concern for senior manage-
ment (Nielsen & Randall, 2013; von Thiele Schwarz & Hasson, 2013). The 
senior management group, a group of managers on a higher organizational level, 
are responsible for the corporate strategies and governance of the organization. 
Hence, they make decisions about issues such as strategies, organizational changes, 
and policies that have a long-term impact on the organization (Karanika-Murray 
et al., 2015). These decisions are then realized through the way daily operations 
are designed, organized, and managed. Thus, without the involvement of sen-
ior management, an organizational health intervention has little chance of being 
implemented and sustained in an organization (von Thiele Schwarz et al., 2016). 
We know little about senior management’s role and even less about how their 
involvement can be facilitated. Concrete suggestions are lacking in the current 
literature for how senior management can be supported so that they can help 
facilitate the implementation and longevity of health interventions that target the 
work and/or the workplace.

This chapter presents an intervention designed to support senior management 
groups. The current intervention was conducted in conjunction with a line man-
ager training program in the health care sector. The aim of the line manager training 
was to improve their ability to lead the implementation of new initiatives. Health 
care is a dynamic context in which new treatments and procedures are constantly 
implemented so that patients receive the most efficient and safest care. Each new 
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treatment or procedure implemented requires a change in behavior and working 
processes for the staff involved. This means that staff are working in the context 

of constant change. Thus, in this context, line managers affect employees’ well-

being not only through their general leadership but also with how they manage 

change. In turn, the immediate surroundings in which line mangers operate influ-

ence how they coordinate and implement change. Senior management help shape 

this immediate environment and hence can have a great impact on line managers’ 

opportunities to lead change. With this in mind, senior management often need 

interventions that help them to better support their line managers. Such support 

can be a stand-alone intervention for senior management groups to improve their 

own structures and processes around organizational health issues. Another option to 

support senior management is to design an intervention that is aligned with an occu-

pational health intervention on another organizational level – a so-called supporting 

intervention (von Thiele Schwarz et al., 2016). This was the case in our study: the 

senior management intervention described in this chapter was designed to create a 

supportive environment for line manager training in implementation leadership so 

that the implementation of new practices considered employee well-being.

The chapter contributes to the current research and intervention practice in two 

ways. First, the current literature recognizes the importance of senior management 

in the success of occupational health interventions. However, how senior manage-

ment can be supported has largely been neglected in the organizational intervention 

literature. The chapter presents a practical application of a theory-based interven-

tion to support a senior management group. This is one necessary step in advancing 

the knowledge on how senior management groups can change their behaviors to 

facilitate occupational health interventions. Second, despite it being recommended 

that one combine interventions on multiple levels in an organization, the most 

common approach is still interventions on either the individual employee level 

or organizational level. Thus, we know very little about how interventions on 

multiple levels can be combined and aligned. This is particularly true for senior 

management support. The current chapter contributes to filling this research gap 

by describing how a senior management intervention can be part of a larger occu-

pational health intervention.

Rationale for the intervention

Senior managers have described their role in occupational interventions as being 

responsible for allocating resources (Nielsen & Randall, 2013) and being a role 

model through their attitudes and actions toward the intervention (Giga et  al., 

2003; Randall et al., 2007). They are essential to generating and maintaining man-

agers’ and employees’ commitment (Hill et  al., 2011) and compliance with the 

intervention (Biron et al., 2012). Similar results have been found when investi-

gating organizational change in general: senior management’s involvement and 

building of support and acceptance for a change is crucial for the success of the 

change (Kotter, 1995; Lindström, 1995; Yost et al., 2011).
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An interview study that we conducted with senior managers (such as CEOs), 
human resources (HR) professionals, and line managers during the implementa-
tion of a web-based multilevel occupational health intervention illustrated how 
different stakeholders perceived their own and other’s roles (Hasson et al., 2014). 

Senior managers described two roles for themselves: making the formal decision 

to implement the intervention and inspiring others to use the intervention. They 

expressed that it was important that senior management showed engagement, 

noted the advantages of, increased the knowledge about, and made the line man-

agers comfortable with the intervention. Largely, they acknowledged the impact 

they had on the intervention’s ability to lead to improvements in employee health 

through the manner in which senior management paved the way for the interven-

tion in the organization. When HR professionals and line managers were asked 

about senior managers’ roles, they agreed with the senior managers’opinions. They 

also emphasized that senior managers must make sure the intervention stays a pri-

ority. Hence, senior managers must continuously provide concrete signals that the 

intervention is to be prioritized (e.g., giving feedback on the process or results of 

the intervention). To summarize, senior management is essential in providing a 

supporting context for line managers and employees to be able to participate and 

implement occupational health interventions.

However, in practice, the support from senior managers is often perceived as 

insufficient (Nielsen et al., 2010a), which can have detrimental effects on the inter-

vention. One example is the “trickle-down” effect, in which the commitment 

of middle and line managers is negatively affected. For instance, if line managers 

are not allocated the necessary resources to implement the occupational health 

initiatives that have been decided upon, they are considerably less enthusiastic 

about the intervention (Saksvik et al., 2002). Similarly, our interviews with senior 

managers in the above-mentioned study showed that senior managers seldom par-

ticipated in the intervention themselves, even though they described themselves 

as important role models. In addition, they rarely actively engaged in prioritizing 

the intervention in the organization. Instead, they allowed someone else, usu-

ally HR representatives, to take complete responsibility for monitoring and giving 

feedback on the intervention process. This meant that communication related to 

the intervention came solely from HR, not senior management, which gave others 

the impression that it was no longer “on the table”. The fact that senior manage-

ment “talked the talk but did not walk the walk” was one main reason for the 

widespread disappointment among line managers and HR professionals concern-

ing how senior management failed to fulfill its role in relation to the intervention 

(Hasson et al., 2014). Thus, a discrepancy seems to exist between how senior man-

agement verbally reports its role in occupational health interventions and to what 

extent that role is actually manifested in actions.

The empirical case

The setting for this study was a regional health care organization in Stockholm, 

Sweden. The organization encompasses care that includes primary, psychiatric,  
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rehabilitation, and acute hospital care. The supportive senior management inter-
vention described in this chapter was part of a project investigating a line manager 
training program to foster implementation leadership in the local health care 
organization. In the project, we employed a non-randomized design with two line 
manager training intervention groups and a control group without any training 
(Richter et al., 2016). In the two intervention groups, line managers received the 
same leadership training, but they differed regarding the amount of support that was 

offered to other actors in the organization (i.e., one group was offered a supportive 

senior management intervention but not the other). In the first training group, the 

line managers belonged to the same health care division, and a supporting interven-

tion was conducted with senior management (see Figure 9.1, which illustrates the 

timeframe and interventions for the senior management group and line managers). 

In this intervention group, senior management had decided that all line managers 

would participate in the training to improve their implementation leadership in 

relation to a newly introduced electronic system for care planning. The goal with 

the supporting intervention for senior management was to create a favorable envi-

ronment for line manager training (e.g., it would be prioritized, different levels of 

management would have similar mental models around it, and the collaboration 

between senior management and line managers in implementing the new elec-

tronic system would be optimal). The senior management group was composed of 

nine members. The majority had dual roles as second line managers in one of the 

subdivisions, thus managing 4 to 15 line managers, and a member of the senior man-

agement group represented the whole organization. This is a typical construction of 

a senior management group in a health care organization.

In the second training group of line managers, the managers volunteered for the 

training and therefore came from different divisions of the health care organization. 

In this group, no support was offered to other actors in their divisions. One of the 

aims of the project was to evaluate whether the support offered to the other actors 
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in conjunction with the line manager training would result in better outcomes for 
the line managers and employees compared to line managers who had no specific 
support from their senior managers. For further information about the project, see 
Richter et al. (2016).

Development of the senior management intervention

In 2015, two of the authors (AR and HH) were approached by the senior manage-
ment group described above, requesting help with the implementation of a new 
electronic system to facilitate care planning. HH and AR met the senior manage-
ment group on five occasions to clarify the organization’s needs and obtain an 
overview of the planned change process. To start, the senior management group 
decided that all 31 line managers would be given the opportunity to participate in 
the line manager leadership training program. Meanwhile, they realized that the 
senior management also needed to develop its knowledge and behaviors about 
implementation leadership so that it could better support the line managers. Thus, 
it was decided that an intervention similar to the line managers’ but adapted to 
the function of a senior management group would be offered to them. Because 

the aim of the senior management intervention was to create support for the line 

managers, the set-up was promptly arranged around the line managers’ interven-

tion (see Figure 9.1). The interventions for the senior management group and the 

line managers followed the same structure and were based on the same theoretical 

framework. The content and activities of the workshops were developed based on 

three sources of information: (1) scientific literature, (2) national experts in leader-

ship training and implementation, and (3) knowledge from the local stakeholders 

(e.g., senior management and line managers in the health care division). The lit-

erature search concerned leadership, leadership development, implementation, and 

change (the search was conducted in spring 2015 in PsychInfo, PubMed, Web of 

Science, and specific journals such as Implementation Science).

The views of national experts and local stakeholders were collected through 

a structured adaptive reflection methodology. Adaptive reflection is a technique 

originally used in higher education to create a common understanding of learning 

goals and activities (Savage, 2011). It was used to define the desired outcomes of 

both the line manager and senior management interventions from the participants’ 

and experts’ perspectives. For a more detailed description of the method and its 

application in this study, see Chapter 2 in this book. We conducted a total of three 

adaptive reflection workshops: experts (n = 8), senior managers (n = 9), and line 

managers (n = 31), respectively. Separate workshops were organized to ensure that 

openness was not restricted by organizational boundaries or the level of previous 

knowledge on the topic.

Content of the senior management intervention

The literature search gave us information regarding the type of leadership regarded 

as the most effective in facilitating change (i.e., transformational leadership and 
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contingent reward) (Bass & Riggio, 2006; Gardner et al., 2010). In the implemen-
tation and change literature, we found strong support for the behavioral-focused 
approach to implementation (Michie et al., 2014). This implied that each change 
process is defined through new or modified behaviors of, for example, employees 
or line managers for a change to be implemented. Thereafter, behaviors of other 
stakeholders, such as senior managers, are defined as those required for line manag-
ers and employees to be able to perform their behaviors. This has been denoted 
diagonal alignment (von Thiele Schwarz & Hasson, 2013) or interlocking (Glenn & 
Malott, 2006). Alignment is a concept from organizational behavior management 
that describes how processes in an organization are structured so that they provide 
employees with the opportunity to perform the tasks they have been asked to 
perform. Thus, the role of senior managers is to ensure that they encourage and 
support the key behaviors of middle and line managers and, if needed, restructure 
processes and structures.

Thus, the content of the line manager program was based upon a combina-
tion of leadership theory (transformational leadership and contingent reward) and 
behavioral change theory (the behavior change wheel) in relation to the stages of 
implementation (from exploration to sustainment) (Aarons et al., 2011) and the 
notion of alignment (von Thiele Schwarz & Hasson, 2013).

The expert group, line managers, and senior management described desired 
intervention outcomes. Here, behaviors such as being able to motivate employ-
ees, create engagement, evaluate the change, give feedback, be systematic, be role 
models, and handle resistance were highlighted as important. These outcomes 
were well aligned with the leadership behaviors identified in the literature.

First, a general prototype for the line manager training program was devel-
oped. Thereafter the prototype was modified to fit the senior management group’s 
function, roles, and tasks. Thus, the two interventions overall followed the same 
logic and were based on the same theories. Whereas the line manager program 
more heavily emphasized tools for transferring new routines into desired behavior 
changes among the staff, the senior management intervention focused on how to 

support line managers in this implementation work. Thus, the overall theme of the 

intervention workshops was the same as for line managers but was adapted to the 

role of the senior management group.

The senior management intervention consisted of five half-day workshops. The 

workshops took place both prior to and concurrently with the line manager work-

shops to logically follow the activities of the line manager training (see Figure 9.1). 

The main topics of the workshop were inspirational communication on the ben-

efits of the electronic system for care planning, support of the line managers in 

implementing the electronic system, identification of obstacles and handling resist-

ance concerning the electronic system, and the maintenance of the implementation 

(Table 9.1). The results of the adaptive reflection exercise were continuously used 

as basis for discussions and examples in each workshop.

Even though the overall content of the senior management intervention was 

pre-planned, we also acknowledged the purpose of the senior management inter-

vention of being a supporting intervention for the line manager training, and 
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therefore, we included the opportunity to adapt the content when needed. Thus, 
as the ultimate aim of the senior management intervention was to support the line 
managers, the content of the workshops needed to be flexible so as to address top-
ics, situations, and challenges that emerged in the line manager intervention. One 
example was adverse reactions among line managers concerning the electronic 
system that was to be implemented. It was unclear to line managers how employ-
ees should actually use this new system. As a consequence, this required the senior 
management group to take time and reflect in Workshop 3 about the use of the 
system and its future use in the organization. The workshop leaders facilitated this 
discussion, in which senior management defined the object for the implementation 
through identifying concrete behaviors that employees had to perform for the elec-
tronic system’s implementation. This discussion resulted in a follow-up exercise in 
senior management Workshop 4 and informed the actions to be taken by senior 
management in the future.

Pedagogical approach in the workshops

The theory of experiential learning (Kolb, 1984) and research on transfer of train-
ing (Blume et  al., 2009) influenced the pedagogical approach in all workshops. 
The goal was to increase the chance that new knowledge and training skills would 
be applied in practice. The theory of experiential learning suggests that learning 
occurs in a four-stage learning cycle: (1) a concrete experience; (2) forms the basis 
for observation and reflection; (3) which leads to abstract conclusions drawn from 
those reflections and/or from relevant theory; and (4) which in turn stimulates new 
actions (Kolb, 1984). In this learning cycle, factors such as behavior modeling and 
feedback that have been identified as influential in the transfer of training are easily 
integrated (Noe & Colquitt, 2002; Salas & Cannon-Bowers, 2001). The theory 
of experiential learning focuses on a mutual influence between theory and prac-
tice. Combination of theory and practice manifested at several levels in the senior 
management intervention. First, the ongoing implementation of an electronic sys-
tem made up the practical case for all theoretical applications, discussions, and 
exercises throughout the intervention. Additionally, in each workshop, how the 
focus of the workshop matched the needs the line managers had expressed in the 
adaptive reflection session was emphasized. Third, the steps of the learning cycle 
were incorporated in each specific topic of the intervention. For example, when 
the different subdimensions of transformational leadership and contingent reward 

were introduced, we started with a video clip (step 1), followed by a reflection in 

the group (step 2), and presentation of the leadership theory (step 3). As the fourth 

step, the group practiced learning in a role-playing exercise, including constructive 

feedback from the workshop leaders and the participants. This allowed the par-

ticipants to reach a more advanced understanding about how to act in accordance 

with leadership theory. Role play serves as behavior modeling, which has been 

found to facilitate transfer (Taylor et al., 2009). Opportunity to practice is also a 

factor that has been shown to facilitate transfer. Therefore, participants received 
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between-workshop tasks focusing on practicing specific leadership behaviors such 
as taking the opportunity in everyday work situations to discuss the electronic sys-
tem in an inspirational and motivational way.

Participants’ experiences

We interviewed a total of six senior managers two months after the last session of 
their intervention. Thematic analyses were conducted (Braun & Clarke, 2006) with 
three main analytic topics in mind: reported changes in knowledge and behaviors 
among the senior managers, aspects of the intervention that were particularly sup-
portive, and potential suggestions for future modifications of the intervention to 
optimize learning and transfer of learning.

Knowledge and behavioral changes

The senior management group expressed two main areas where their knowledge 
and behaviors had seen changes: the way they understood implementation pro-
cesses and the managers’ and employees’ reactions to change. Changes in these 
areas had contributed to the senior management group communicating in a more 
coherent fashion with the organization, which in turn seemed to shorten the time 
to realize some change processes.

The respondents described that they learned a general model for implementa-
tion that they could apply in different situations for subsequent implementations 

and changes. Specifically, they mentioned the usefulness of the behavioral per-

spective. They realized that it was also useful for a senior manager who is not 

normally involved in the daily operations to plan an organizational intervention 

on a concrete behavior level rather than solely as a general vision. Putting goals 

on employee behavior level enabled them to communicate the planned change to 

the line managers and employees with practical messages on the desired work pro-

cesses that were to change at the operative level. With these behaviors in mind, the 

implementation was perceived as more concrete and manageable, and it was easy 

to check whether different actors within the senior management group and at dif-

ferent levels in the organization had the same understanding. Moreover, they also 

stressed that it was a valuable learning experience to conduct a thorough analysis of 

the change process together and be committed to the same vision, hence under-

standing what the hindering factors were and identifying strategies tailored to this 

particular challenge.

The intervention gave them the knowledge and courage they needed to man-

age negative reactions from managers and employees. The implementation at hand 

(i.e., the new electronic system) was perceived as challenging. It was one of the 

largest changes so far implemented in the organization and, thus, an important 

one. The implementation was troubled by adverse reactions from line managers 

and employees along the way. At the onset of the intervention, the senior manage-

ment group expressed that they almost felt like giving up. They realized that they 
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had backed off from their decision to implement the system when they had faced 

negative reactions from managers and employees. During the intervention, they 

realized that these behaviors of adjusting after the complaints had not made the 

implementation process smoother. Rather, it made the direction unclear for line 

managers as well as employees when they received different information in differ-

ent units. Moreover, they also reflected on how this could even have contributed 

to the prolonged period of negative reactions. Instead, they now described how 

they had learned to stay on track while at the same time continuously listening to 

employees and line managers, using that information to make improvements to 

their implementation process. It required courage to reflect and analyze rather than 

directly take actions. This was expressed by one of the senior managers as follows:

We have probably been very nice and very inclusive and democratic, which is good. 

But I think that can cause ambiguity. Because somewhere there is still a decision that 

must be followed . . . So you have to be inclusive and democratic, but we must also 

take responsibility. Who makes decisions and ensures that they are followed? It is the 

senior management team who has to stand for it.

Their communication had changed substantially after the training. They realized 

the importance of being inspirational in addition to being informative. Moreover, 

the development of a shared mental model of the implementation of the electronic 

system within the group of senior management (i.e., the goal as well as what 

behavioral changes this implementation meant) made it easier to communicate to 

the line managers and employees in a similar fashion. This also resulted in a behav-

ioral change in how they communicated. Within the senior management group, 

they clarified to a higher extent what they meant with different terminologies 

and checked that they all had the same understanding of the phenomena at hand. 

In regard to the rest of the organization, they described a clear difference in their 

way of communicating. They described that they planned the communication 

more thoroughly in term of to whom and when to send out which information. 

In addition, they wrote scripts and rehearsed with the aim of being aligned when 

communicating with their subdivisions.

When asked about any results in the organization after the intervention, the 

senior managers described how some of the change processes took a shorter time 

after they changed the communication approach. Because the senior manage-

ment group started communicating one clear message and firmly stood behind it, 

the process became shorter because employees accepted the change faster. The 

senior management group put more time into constructive analyses of employee 

reactions rather than putting their time into complaining about how difficult the 

change was:

We talk about problems . . . and it’s easy to keep on talking about that . . . And 

then you know that we have talked about that a lot of times before, but it does not feel 

that we have a good way to tackle the problems. And then you could actually very fast 
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move on, if you just had this as a habit, you could very quickly identify, oh well, we 

have a problem here! And it’s often about getting people to do what you want them 

to do. Then it’s no use sitting here and talking about how bad it is for half an hour 

and we’ll do it again in six months, but then we would directly do an analysis to 

understand what the problem really is.

Valuable parts of the intervention

When asked which part of the intervention was particularly supportive, the sen-
ior managers focused on the moments when they actually needed to challenge 
themselves, such as role-playing. While the role-playing of communicating inspi-
rationally was perceived as being outside the senior management’s comfort zone, it 
was also described as one of the most beneficial elements of the intervention. It was 
a learning experience both to be engaged actively in a role-play scenario but also to 
observe other senior managers improving their skills. One manager illustrated this 
when talking about the role-play scenario wherein the senior management had the 
task of communicating the implementation of the electronic system as inspirational 
and motivational as possible:

To see the others and . . . [laughs] they’re like . . . it’s natural and you have seen 

them and talked that way. For others, it was like . . . [laughs] a personality change. 

And it was so fun to see! . . . How would this person ever be inspiring [laughs]? And 

then it was amazing. So you felt like this is really contagious.

They also perceived the structured way to handle change as valuable. The system-
atic approach with the behavioral perspective offered them tools for each step in 

the process. Starting with an analysis of concrete behaviors and thereafter analyz-

ing together the potential hindering factors and matching strategies and activities 

based on the identified hindrances was a useful way of organizing the process. That 

enabled them to communicate the target behaviors and the upcoming change pro-

cess to the line managers and employees in a unified fashion. A manager described  

this as follows:

It’s about behavior analysis and sorting (barriers) and strategies when you think about 

whether it’s due to motivation or competence . . . That I thought was very good; that 

kind of analysis I have never done before.

The intervention also contributed to them feeling empowered as a group and nur-

tured a sense of belongingness. They described that the implementation at hand 

was now perceived as a responsibility for the group as a whole and not just for 

some of the senior managers who were more involved in the implementation. All 

activities in the intervention that made them solve problems and work as a group 

contributed to this feeling.
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Suggestions for further developing the senior management 
intervention

When asked about which parts of the intervention could be further improved, the 
senior management group expressed that the aim of the intervention could be com-
municated more clearly. Some of the managers perceived that their intervention 
was too focused on the line manager training rather than the senior management 
group. They felt that the focus should have been more on how they could work 
more efficiently as a group rather than how they could support the line managers 

in their implementation leadership. They had a hard time understanding why they 

needed to know so much about the line manager training in relation to practical 

training exercises for themselves. There was also a wish for time to do individual 

action planning and improve individual leadership skills.

Whereas some argued that the line manager training took up too much focus, 

others wanted to know even more about what the line managers were doing dur-

ing each training session. These managers perceived that because the line managers 

were learning something new, that could also start reactions and processes among 

them, which the senior management needed to handle. Therefore, some argued 

the analyses and follow-up to these reactions could have been an even stronger 

element in the intervention.

Some also would have preferred to have the whole senior management inter-

vention before the line manager training in order to be even better prepared to 

support and lead the line managers. In their opinion, this would have made it easier 

to identify challenges ahead and predict upcoming questions from the line manag-

ers, which would have enhanced their credibility as leaders.

Lessons learned

This chapter presented an intervention designed to support senior management 

groups. This was a so-called supporting intervention, implying that the primary 

aim was to pave the way for another intervention. In this case the other inter-

vention was a line manager implementation leadership training program. Thus, 

the starting point for the current senior management intervention was the line 

managers’ training, and the focus was on how the senior management group could 

support the line managers in applying the learned knowledge and skills in their 

everyday work.

When interviewing the senior managers, they perceived that the focus of the 

intervention as a supporting intervention was somewhat troublesome. They greatly 

appreciated the intervention but wished that the intervention was focused more on 

their specific needs rather than concentrating on the line manages. They felt a need 

to be supported in their internal work processes. There were issues that the group 

needed to solve before they were able to attend to the needs of the line manag-

ers, which was also reflected in their views about the timing of the intervention. 

The original assumption was that interventions running about the same time for 
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senior and line managers would enable transfers of learning from both interven-
tions and allow interactions between the managerial levels (see Figure 9.1 for the 
timeframe). For example, this could offer opportunities for feedback from the line 

manager group to the senior manager group and vice versa. The goal was to cre-

ate effective communication channels between the organizational levels so that 

the senior management group would be able to respond to issues raised within 

the line managers’ training program. Moreover, assignments between the work-

shops were aligned between the managerial levels so that they would support each 

other. However, the senior managers wished that their intervention would have 

been conducted entirely before that of the line manages so that they would have been 

more prepared for reactions and issues raised by the line managers. One learning 

experience from the project is that senior manager interventions, when conducted 

as supporting interventions, require greater changes involving preparing the senior 

managers if conducted well in advance compared to other interventions. Having 

the senior management intervention before would have given them more time to 

tackle the most crucial moments in the process before starting with the line manag-

ers. However, this also implies a risk of the senior manager group having changed 

their focus by the time the actual intervention starts.

Our results might also indicate that the senior management group seldom 

engaged in internal development interventions and reflections on their function, 

role, and task. In fact, the senior managers expressed a great need for this type 

of intervention. This could imply that the senior management group actually 

needed a program for their internal work and were not yet ready to focus on 

line manager support. It calls for thorough analyses regarding whether a senior 

management group is ready to be a part of a supportive intervention or being a 

target for a primary intervention. The later focusing more on helping the sen-

ior management group in their internal work. Thereafter, the communication 

regarding the focus of the intervention needs to be clear so that senior managers 

have a common understanding, together with the consultants or researchers, of 

what the intervention will target.

The overall content of the two interventions (i.e., that of the line managers and 

that of the senior management group) were similar. The same leadership theories 

and implementation models were used in order to create alignment. The specific 

content was then tailored to the functions and needs of the two groups while also 

allowing some flexibility. In our experience this was a well-functioning setup. 

The senior managers appreciated having the same type of content. It offered them 

the same knowledge as line managers, using the same language and terminology, 

and therefore facilitated more effective communication between the two about 

the changes at hand. The same practical tools were used for change planning, 

which also created alignment in the work and communication practices. We also 

learned that certain flexibility was necessary. The workshop leaders needed to have 

the opportunity and capacity to adapt the intervention based on issues raised by 

the participants and unexpected challenges. This required a balance between both 

planned and emerging themes and consequent adjustment of the pedagogical tools.
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The topics in the intervention were described as interesting, relevant, and 
valuable. The senior management group perceived that they gained new knowl-
edge during the intervention in several areas, which in turn resulted in some 
new behaviors the group performed. The two main areas where their knowledge 
and behaviors had changed were a systematic approach to implementation with 
a behavioral perspective and their responses to managers’ and employees’ nega-
tive reactions to change. Changes in knowledge and capabilities in these areas had 
contributed to the senior management group communicating in a more coherent 
and persistent fashion, which in turn seemed to shorten the time to realize some  
change processes. These descriptions could indicate that the training had  
some beneficial impact on the work of the senior management group. However, 
we only interviewed the participating senior managers and not, for instance, line 
manages or employees, so these findings need to be interpreted with some cau-
tion. Also, the interviews were conducted two months after the intervention and, 
thus, do not highlight whether the described changes in knowledge or behaviors 
were sustained over time.

One part of the intervention that was most appreciated was the practical train-
ing in terms of role playing. The senior managers appreciated the opportunity to 
practice their leadership behaviors. They described how liberating it was to admit 
that they were not experts in all matters and that they could and should practice to 
improve their leadership. It seemed that there was a level of trust within the senior 
management group that enabled them to practice in this way. At the same time, 
some of them expressed that the trustworthiness line managers and employees per-
ceived in the senior management could be jeopardized if the senior managers were 
not perceived as experts with answers to all questions. Thus, there appears to be a 
fine balance between being a senior management group in development and pre-
senting an image to the organization of being a highly experienced and professional.

There was also a wish from the senior managers to do more individual action 
planning and improve their individual leadership skills. In the present interven-
tion, the senior management group was the main target. The intervention had a 
goal of improving the group’s function in relation to the line manager training 
program. The focus was indirectly also improving the skills of individuals in the 
group (e.g., in training of inspirational communication). Here the dual role of 
the members of the senior management group becomes visible, as the majority 
of the managers in the group were also second-line managers. This makes the 
wish for individual leadership training legitimate. A suggestion for future senior 
management interventions is to consider the balance between training the group 
and the individuals in the group. For instance, individual coaching and action 
planning might be offered as a complement.

Conclusion

This chapter provides a practical example of a theory-based intervention for train-

ing a senior management group. This intervention was a so-called supporting 
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intervention (i.e., it was used to support a parallel intervention for line managers). 
The chapter gives an example of how a senior management intervention can be 
part of a larger organizational intervention. The current intervention could also be 
used in the future by itself for supporting a senior management group.

The advantages of the current approach were that:

 • The overall content of the two interventions (i.e., that of the line man-
agers and that of the senior management group) were similar. The same 
leadership theories and models were used in order to create alignment. 
The specific content was then tailored to the function and needs of the 
two groups;

 • There was some flexibility in the content of activities in the intervention. 
Opportunity to adapt the intervention based on issues raised by the partici-
pants and unexpected challenges was important, which required a balance 
between planned and emerging themes and consequent adjustment of the 
pedagogical tools.

Based on our learning in the current intervention, we recommend future sup-
porting interventions to carefully consider the following:

 • The timing of the intervention – the current senior manager intervention 
might have had greater chances of preparing the senior managers if it had 
been conducted well in advance of the line manager intervention. Starting 
with the senior management intervention would have given them more time 
to tackle the most crucial moments in the change process before starting with 
the line managers.

 • Focus on senior managers or line managers – the goal of the intervention 
was to improve the functioning of the senior management group in rela-
tion to the line manager training program. There was a wish to have more 
focus on the internal roles and processes of the senior management group 
rather than the relation to line managers. However, opportunites for senior 
managers to engage in internal development interventions might be few and 
far-between and so future interventions should consider conducting a thor-
ough analysis of the senior management group’s readiness before deciding 
on whether to focus on being a supportive intervention or being an inter-
vention that improves internal work.

 • The balance between individual and group development – in our inter-
vention the senior management group was the target rather than the 
development of the individual leadership of the members. Some individuals 
in the senior management group, however, desired more individual training. 
In future senior management interventions it might be relevant to con-
sider also training the individuals, for instance, with individual coaching and 
action planning.
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10
LEADERSHIP AND TEAM 
DEVELOPMENT TO IMPROVE 
ORGANIZATIONAL HEALTH

Georg F. Bauer and Gregor J. Jenny

Aim and background: Logic of the intervention

The first part of this chapter provides arguments as to why leaders and their teams 
are particularly feasible and effective units for promoting health in organizations –  

and why a capacity-building approach is required. We show what is needed to 

build the capacity of leaders and their teams to address health-related issues in 

their immediate working environments. Specifically, we propose a shared mental 

model to reflect and talk about the relationships between work and health in a 

balanced way. This shared mental model allows leaders and their teams to select, 

measure and report key job demands, job resources and health outcomes in teams. 

Overall, a salutogenic perspective underlies this approach (Bauer & Jenny, 2013, 

2017); our leadership and team development (LTD) interventions are strongly 

resource-oriented and aim to strengthen a sense of coherence (SoC) in regard to 

the intervention as well as to the experience of work in general.

The second part of the chapter shows how capacities of leaders and their 

teams are developed in practice. It provides an overview of the LTD interven-

tion architecture, that is, the combinations and sequence in which elements of the 

intervention are implemented. Further, we describe the stepwise practical applica-

tion of specific tools and methods. To further facilitate the translation into practice, 

the practical implementation is illustrated and discussed based on a case study in a 

municipal administration with 170 employees.

The third part of the chapter briefly discusses the evaluation of the LTD inter-

vention. Based on the context, process and outcome (CPO) evaluation model, we 

outline related indicators and present their application in regard to the case study.

Choosing the level of intervention: Leaders and teams

Organizational interventions address psychosocial factors on the levels of the 

individual, group, leader or organization (“IGLO”, Nielsen et  al., 2013, 2017). 
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Interventions at the individual level and at the organizational level both have their 
strengths and limitations. The individual approach can help employees to better 
cope with situations that are either unchangeable or highly resistant to change. 
Individual job crafting has been shown to be effective in enhancing employees’ 

personal job resources. However, job crafting seems to be less effective in reduc-

ing job demands (Tims et al., 2013). Also, individual coping is not sufficient in 

over-demanding work situations that affect larger numbers of employees, such 

as individual work units or entire organizations. Organizational-level interven-

tions can be very effective if key structures, such as working hours, part-time 

work or group work, or firm-wide strategies, such as aligning company goals with 

employee values, are successfully implemented. However, there often is resistance 

towards such large-scale structural changes. Also, it is difficult to change the organ-

izational culture in an organization-wide top-down process. Not surprisingly, 

overall organizational-level interventions have produced mixed results (Karanika-

Murray & Biron, 2015).

Here, the intermediary level of groups (or “teams”, as we will refer to them in 

this chapter) and their team leaders come into play (Nielsen et al., 2013). Theories 

of stress, health and well-being contain an element of interaction between person 

and environment (Bliese et al., 2017). This interaction has both a perceptual and 

behavioral side: individual factors affect both the perception of an environment 

and how an individual acts within an environment. Teams are the social entity 

in organizations where this interaction takes place most directly and in which 

job demands and job resources are collectively perceived and reproduced. Thus, 

this immediate, shared team environment constitutes an ideal starting point to 

collectively reflect and act upon issues of the working environment that affect 

employees’ health.

There are additional arguments for addressing organizational health issues 

through a joint LTD approach. First, leadership styles have been shown to have 

a substantial influence on the health of employees (Gurt et al., 2011) and, thus, 

should be regularly optimized on the team level where they manifest. Second, a list 

of job demands and resource indicators applied in research show that many of them 

potentially relate to the team level (Schaufeli & Taris, 2014). For example, the six 

dimensions underlying the Health, Safety and Environmental (HSE) Management 

Standards for work-related stress (Brookes et al., 2013; Edwards et al., 2008) com-

prise demands, control, role clarity, peer and managerial support and transparency 

in regard to organizational change; these dimensions can potentially be addressed 

and optimized by leaders and their teams.

A third reason why an LTD approach represents an important avenue  

for addressing organizational health issues is that teams and their leaders also 

constitute a feasible and effective level of interventions. Teams can analyze the 

situation-specific sources of job demands and job resources and develop local, 

team-specific solutions. These solutions should be feasible and effective as team 

members know best what will work well in their own local context (Bauer et al., 

2014). Team interventions also allow for a maximum, collective participation that 
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is possible neither on the individual nor on the organizational level. This high 
level of involvement increases the ownership and acceptance of the proposed 
changes and has proven to be an important principle of healthy, successful organi-
zational change initiatives (Tvedt et  al., 2009). From a salutogenic perspective, 
participation is believed to strengthen the SoC as a key personal health resource 
(Antonovsky, 1987; Jenny et al., 2017).

Finally, the leader-team dyad is a constituting element of the established, hier-
archical power structure of organizations. Working through this structure will 
promote the acceptance of organizational interventions and will increase the likeli-
hood that the activities will be sustained beyond the duration of an organizational 
intervention project.

As stated above, individual factors, such as skills, motivation and the values of 
team members, including the team leader, will influence the team-level job expe-
rience (Bakker & Demerouti, 2016; Jenny & Bauer, 2013) as well as the success 
of team solutions. Equally, organizational factors, such as structure, strategy and 
culture, will have a considerable impact on job demands and resources. Thus, it is 
important that an LTD approach also addresses the individual and organizational 
levels. However, starting organizational interventions from the intermediary, 
shared team level is expected to facilitate both individual and organizational 
changes. Self-intended individual changes are more likely to occur when they are 
shared with and supported by the immediate, relevant social environment of the 
team. Linking proposals for organizational improvements developed by various 
teams can facilitate bottom-up organizational changes. Even in cases where such 
proposed changes cannot be implemented, understanding what is not changeable 
and why will increase the acceptance of such unchangeable boundary conditions 
in the organization. Acceptance has shown to be one strategy for developing resil-
ience in employees and in organizations (Bond & Bunce, 2003).

Follow a salutogenic capacity building approach: Principles

The previous section explained why a joint LTD approach to improving health in 
organizations is promising (Nielsen et al., 2013). As organizations consist of many 
teams that are changing dynamically regarding their composition and working 
conditions, centralized, expert-driven interventions would be difficult and expen-

sive to implement. Instead, the capacities of leaders and of their teams need to be 

built up to improve the psychosocial factors at work. As argued above, actions 

developed by teams to improve their working situation should consider the three 

interrelated levels of individual employees, teams and overall organization.

Certainly, this approach needs to address potential difficulties of working 

through team leaders on organizational health issues. Initially, leaders might be 

limited by their understanding that health is a personal issue outside the responsi-

bility of an organization; thus, they might not perceive the need to address these 

issues within their team (Jenny et  al., 2011, 2015). Even if leaders understand 

their own role and the role of their team in creating health-promoting working  



240 Georg F. Bauer and Gregor J. Jenny

conditions, they might not see it as a priority issue to which scarce resources should 
be invested. They might hesitate to adopt new ways of engaging their team as this 
may take additional time, threaten their control and/or break established rou-
tines. Finally, supervisors, line managers and other work unit leaders often fear that 
employee surveys assessing working conditions in their teams could have nega-
tive consequences, such as revealing poor leadership or creating unrest. Besides 
these motivational aspects, the capacity-building approach also needs to address the 
potential lack of skills for addressing psychosocial factors at work. According to the 
second European Survey of Enterprises on New and Emerging Risks (ESENER), 
77 percent of European companies observe the presence of at least one psychoso-
cial risk factor in their working environment. This survey also showed that a lack 
of technical support and guidance was the strongest barrier for addressing psycho-
social factors (Milczarek & Irastorza, 2012).

Further, the health of team leaders themselves is particularly challenged as they 
are “sandwiched” between the need to balance the interests of the company and 
those of their team members on a daily basis. Thus, their own occupational health 
circumstances need to be addressed first. Research on health-oriented leader-
ship shows that leaders who are mindful regarding their own health tend to have 
healthier employees (Franke et al., 2014).

On the team level, there might be similar skepticism regarding a joint LTD 
approach. Team members may question the legitimacy of a company addressing 
the seemingly personal health issues of employees; they may also hesitate to take 
responsibility for a joint LTD approach or perceive themselves as lacking the nec-
essary procedural knowledge and time for an LTD process.

Thus, capacities of both leaders and of their teams need to be built up incremen-
tally. Our capacity-building approach refers to general capacity-building principles 
that we have defined for the organizational context. Hereby, capacity building is 
an intentional development process that should do the following:

 • specify both the process of “building” and the desired outcome of “capacities”;
 • comprise multi-level interventions in organizations;
 • refer to systemic thinking by viewing organizations as complex social sys-

tems in which reciprocal relationships and multiple perspectives need to be  
considered;

 • enable organizations and their members to deal with internally defined health 
issues independent from external support (Hoffmann et al., 2014, p. 109).

On these grounds, we have defined three specific principles to guide the imple-

mentation and evaluation of a capacity-building approach for LTD:

1. Create legitimacy of health as a joint topic and goal at work

2. Strengthen resources and solutions orientation

3. Promote participation and multi-perspectivity
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These principles also refer to the model of salutogenesis (Antonovsky, 1987). 
In this model, SoC constitutes a key personal resource for health. SoC consists of 
three related dimensions: comprehensibility, manageability and meaningfulness. 
Antonovsky postulated that SoC is built up by the experience of consistency in 
life, a balance of underload-overload and opportunities to participate in decision-
making. Our LTD principles are related to such (work) life experiences and SoC 
as follows: legitimacy of health, as a joint topic and goal, is particularly fostered 
through a shared mental model (presented below), which is expected to create 
consistency and, thus, comprehensibility. Building on existing resources in teams 
and developing joint solutions to reducing job demands and strengthening job 
resources is a key strategy for establishing a good underload-overload balance and, 
thus, manageability. Broad participation of employees and the sharing of multiple 
perspectives in the LTD process will promote the experience of participation in 
decision-making and, thus, meaningfulness.

Choosing a shared mental model: Two faces of work

Offering a shared mental model of organizational health through all levels of an 

organization is expected to facilitate a structured reflection, communication and 

exchange of different perspectives on work and health. Repeatedly referring to this 

model through all phases of the LTD process over time creates a strong common 

ground and point of reference. We propose a shared mental model of the “two faces 

of work”, referring to a narrative dating back to the early twentieth century. Kurt 

Lewin (1920) addressed the role of work and occupational psychology at the time 

in view of the tension between socialism and “Taylorism” (a method of increasing 

productivity through rigorous division of labor). He noted that one’s work and 

occupation is a two-faced matter: on the one hand, it is a means for living and on the 

other, it gives one a purpose in life – something that is demanding but can be equally 

fulfilling. Our field experience shows that such a two-faced model still resonates well 

with the everyday experience of employees and managers. The great advantage is 

that it shows the work experience in a balanced way – overcoming a purely negative 

focus on risk factor and stress as well as a euphemistic, purely positive focus on job 

resources and work engagement fostered by positive psychology. We combined a 

generic health development model that balances pathogenic and salutogenic health 

development processes (Bauer et al., 2006) with the well-established job demands-

resources model (Bakker & Demerouti, 2007) with its two parallel motivational 

and health-impairing processes. We further emphasized the element of interaction 

between person and environment, as outlined above, to produce an expanded men-

tal model of the two faces of work (Brauchli et al., 2015; Jenny & Bauer, 2013).

This mental model supports the reframing of work and health issues as shared 

individual and organizational phenomena that tap into underlying knowledge 

and beliefs. It is part of building a narrative of both job resources and job demands 

and of work engagement and work stress. This “story of work and health” is 
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designed to be as comprehensible and meaningful as possible to leaders and their 
team members as well as to the various other stakeholders dealing with work 
and health in a company. This can also be viewed as a process of “sensemaking”  
through labelling and categorizing the stream of work – and intervention – 
experiences (Weick et  al., 2005). The larger goal is to embed this narrative 
into the team’s and organization’s culture by continuously applying the model’s 
labels and categories and having them validated in a shared, participatory social 
experience. They should become what Schein (2010) calls an “espoused belief” 
or a new “truth” (Nonaka & von Krogh, 2009).

Choosing a measurement model and indicators

To show that job demands, resources and health are a shared reality of all leaders 
and employees, a broad survey of these issues is recommended. The breadth and 
balance of the applied scales sets the initial scope of discussion about organizational 
health issues. There is evidence regarding key psychosocial factors at work; this 
is exemplified by the reviews underlying the Management Standards for work-
related stress (Bond et  al., 2006; Brookes et  al., 2013). In Table 10.1, we split 
the Management Standards’ indicators into job resources and job demands and 
added three further indicators for skill development, task variety and qualitative 
demands. In the center of the mental model (Figure 10.1) and the survey are 
engagement and stress at work: people are generally very familiar with these two 
affective states, and they therefore represent an appropriate entry point for analysis 

and reporting. From here, the causal chain is followed “backwards” to the job 

FIGURE 10.1  Shared mental model of organizational health (Corporate Health 
Solutions GmbH)
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resources and demands that trigger these effects and then to the individual and 

organizational factors that influence the level of job resources and demands. We 

further condensed the job resources and job demands into a ratio index to facili-

tate a standardized, integrative comparison of working conditions across teams and 

across time (Jenny et al., 2015).

Invariance analysis with a similar set of job resources and demands and a range of 

positive and negative health outcomes showed that the relationships between job 

resources, demands and health outcomes were similar for different organizations 

from various branches of business, for employees with and without managerial 

functions and for employees of both sexes (Brauchli et al., 2015).

Practical implementation of the intervention

This section shows the practical implementation of the general intervention 

approach outlined above. These recommendations are based on repeated test-

ing of this intervention through our consulting center and research group in 

diverse companies and the resulting evaluations and practical lessons learned 

from these experiences.

TABLE 10.1 Basic indicators of the shared mental model

Job resources Engagement Stress Job demands

Control, role clarity, skill 

development, task 

variety, peer support, 

managerial support, 

transparent change

Positive 

activation

Negative 

activation

Quantitative demands, 

qualitative demands, 

negative relationships

Health and performance

Psychological well-being, exhaustion

CASE STUDY OF A MUNICIPAL ADMINISTRATION: 
GENERAL CONTEXT

To facilitate the practical transfer of our experience, we will illustrate the practi-

cal implementation via a specific case study. The organization is a municipal 

administration with 170 employees responsible for 11,000 citizens in the 

municipality. The municipality and, thus, the administration have grown rap-

idly over the last ten years; the municipality is in the Canton of Zurich, which 

offers affordable housing in a suburban environment. The municipal adminis-

tration is organized into six divisions, each with a division head, one of whom 

acts as the director of the administration.

(continued)
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The municipality became interested in taking part in the intervention after 

receiving a mass mailing by our research team seeking companies in the region 

of Zurich to participate in an intervention pilot study. This study aimed to 

examine the feasibility, success factors and outcomes of a leader/team devel-

opment approach. For evaluation purposes, a wait list control group design 

was applied. Thus, half of the divisions and teams of the municipality were 

immediately involved in the intervention (group A), whereas the other half 

received the intervention 11 months later (group B).

Overview: Intervention architecture

Organizational interventions typically apply various elements, such as information 
events, surveys, training and workshops. Within these elements, different tools are 

used, including questionnaires, PowerPoint presentations and moderation tech-

niques. The intervention architecture defines the combination and sequence of 

these intervention elements and determines on which levels – those of the indi-

vidual, leader, group or organization – they are applied (Fridrich et al., 2015).

Regarding the sequence of intervention elements, organizational interven-

tions take place in three or five phases (Nielsen et al., 2010). Here, we follow the 

three phases proposed in the earlier published evaluation model for organizational 

interventions: the preparation phase, the action phase and the appropriation phase 

(Figure 10.2). The following sections describe which intervention elements, meth-

ods and tools are used in each of these phases.

Preparation phase

Aims: The preparation phase aims to fit the intervention to the specific context 

of an organization and to secure the commitment of key stakeholders for the 

overall intervention.
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(continued)



Leadership and team development 245

a) Fitting and contracting with internal organizational health specialists

Mostly, organizational interventions are proposed to companies by outside con-
sultants. As direct access to the top management is often difficult to obtain, external 

organizational health specialists typically meet with internal specialists in charge of 

organizational health issues (e.g., specialists from a company’s human resources or 

health and safety departments). The consultant initially holds one or more meet-

ings with the internal occupational health specialist for the purposes of contracting 

and of fitting the intervention to the company. In these meetings, the following 

issues in particular must be addressed:

 • Previous experience: What actions have been taken previously to improve 

organizational health? What worked well and why? What did not work well 

and why?

 • Value proposition: Present the mental model and the LTD approach: how could 

this model help the company in its current situation? What would be the 

added value specific to the company?

 • Fitting/linkage: How can the intervention be fitted to the company? How can 

it build on existing structures, such as regular division and team meetings, and 

on routine processes of improving communication and collaboration within 

teams? Can it be linked to ongoing or planned organizational change initia-

tives (e.g., leadership development training, re-teaming and reorganizations)?

 • Force field analysis: What factors are currently hindering and supporting the 

implementation of this intervention? What individuals would be important 

supporters or inhibitors of the intervention?

 • Scoping: How many teams should be involved initially in the intervention? 

Which leaders/teams would be particularly needed and, at the same time, be 

ready to go? What is a realistic timeline for implementing the intervention in 

the company?

 • Creating readiness: How and when should the top management, key supporters 

and inhibitors as well as the team leaders be involved in order to attain their 

buy-in?

 • Role clarification: What role does the internal organizational health specialist 

want to play in the intervention beyond being the internal project manager?

To get to the next step – conducting a workshop with the top management – 

sometimes an additional meeting with a member of the top management is needed, 

in which the above issues are further clarified.

b) Gaining top-down commitment: Presentation or workshop with top management

In order to gain top-down commitment from senior personnel, the owners, 

general managers and other executive-level managers need to be involved through 

(at least) a presentation of the intervention approach or, preferably, by a work-

shop offering more intense interaction. The external and/or internal organizational 
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health specialist can facilitate this session. They will present again the mental model 
of work and health and the general intervention approach of LTD. Among the 
open issues listed above, the value proposition and the creation of readiness par-
ticularly need to be addressed at the top management level. This is best done 
by allowing the top management to jointly define company-related goals to be 
achieved by the intervention. Depending on the degree of skepticism towards 
the intervention and the readiness to be personally involved in the LTD process, 
additional elements from the workshop for team leaders (described below) can be 
offered to the top management as well. On an operative level, the top manage-

ment needs to decide the scope of the intervention: how many teams should be 

involved in the intervention and at what time? Finally, this group will determine 

the composition and role of the steering committee described in the next section.

c) Set-up steering committee

From the beginning, organization-wide learning about the LTD approach 

as well as long-term maintenance and dissemination beyond pilot teams must 

be assured. For this purpose, a steering committee should be set up early in the 

process. The team’s composition should include persons identified during the con-

tracting as potentially supportive or disruptive to the intervention; it should also 

include the internal and external organizational health specialists and representa-

tives of team leaders and of team members involved in the LTD process. Finally, 

a representative of the top management should be involved to assure continuous 

exchange of information and support by the top management.

d) Information event for team leaders and their teams

To achieve the buy-in of the team leaders and of their teams, they need to be 

informed about why the company wants to participate in the intervention, the 

goals that will be pursued, the model of two faces of work and the related survey of 

the employee perspective of work and health. Also, the course of the intervention 

and the respective roles of the team leaders and of their teams need to be clarified. 

A member of the top management should provide this information to show that 

top management supports and has adopted the intervention approach.

CASE STUDY OF A MUNICIPAL ADMINISTRATION: 
PREPARATION PHASE

The human resources manager at the municipal council contacted the research 

consultants by phone following a mail-out to local companies offering them 

the opportunity to take part in the pilot project. This led to the researchers 

receiving an invitation to present an outline of the proposed project during 
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a one-hour meeting with the board of the municipality. The board consisted 

of six division heads; the human resources manager and an employee repre-

sentative also regularly participate in the board meetings.

Each division was comprised of several teams, all of whom had a designated 

team leader. The board decided which divisions would take part in the initial 

series of interventions (hereafter referred to as group A; participating divisions 

included education and family affairs, social services and elderly care, retire-

ment home) and which divisions would constitute the wait-list control group 

(group B; construction and public utility, public services and safety, finances 

and real estate). The wait-list control divisions received the intervention  

11 months after the initial interventions were undertaken. One particularly 

large division was considered to be in special need of the LTD due to its high 

absenteeism rates and fluctuation of employees. It became clear during the 

board meeting that this division’s problems were the trigger for the municipal-

ity’s participation in the project in the first place. Consequently, this division 

was included in group A so that it could benefit immediately from the interven-

tion. The human resources manager was appointed as internal project leader of 

the LTD intervention. The board appointed a steering committee consisting 

of the following: the director of the municipal administration, the employee 

representative of the board, the internal project leader and two division heads 

from intervention group A. A division head of intervention group B joined only 

much later, when the implementation for control group B was planned.

To demonstrate their own commitment and to immediately benefit from 

the project, the management board decided to take part in a half-day work-

shop on organizational interventions. During this workshop, the board gained 

knowledge about the underlying mental model of work and health and how 

job demands and job resources can be assessed and improved by an LTD 

process. The board members applied this process to the board itself by reflect-

ing on their own work situation and how it could be enhanced. Also, they 

developed their own vision of a healthy organization and developed corre-

sponding goals for the project. Specifically, they determined that the project 

should enhance the following dimensions in their organization: commitment 

of employees, satisfaction of employees, engagement of employees, efficiency 

of public services and attractiveness as an employer. The director of the munic-

ipal administration informed all team leaders and teams about these aims and 

the planned course of action.

Action phase

Aims: The action phase has the triple aim of enhancing motivation, skills and 
actions of leaders and of their teams to improve job demands, job resources and 
related health outcomes. Specifically, it aims to make work and health issues vis-
ible as a shared experience, to jointly talk about these issues and to develop specific 
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actions to improve the balance between job demands and job resources on the 
individual, team and organizational levels. Beyond these immediate improvements, 
the intervention aims to build the capacity of leaders and their teams to continu-
ously address psychosocial factors in the work environment in the future. As shown 
above in Figure 10.2, the action phase follows the four steps of analysis, action 
planning, enactment and monitoring, all of which are described below in detail.

a) Analysis: Survey of job demands, job resources and health in teams

To assure a broad, shared assessment of key job demands, job resources and 
health outcomes in teams, a written, standardized survey is recommended. To 
assure complete anonymity, sending a team-specific link to an online survey hosted 
by an outside agency without individual identifiers is advisable. Ideally, the results 
are analyzed automatically, presented along with benchmarks of a larger represent-
ative sample of employees as well as comparisons between the results on the team 
and company levels. An additional comparison of the results between teams can 
facilitate discussions and mutual learning between team leaders. In any case, results 
should be reported only when a previously agreed-upon minimum participation 
rate (e.g., 30 percent) and number of employees (e.g., n = 4) is achieved to avoid 
biased results or possible exposure of individual participants. Comprehensibility 
and meaningfulness of results can be assured by linking the results to the underlying 
mental model of organizational health.

The order in which results are reported typically follows the hierarchy of a 
company. First, top management is generally given the opportunity to review a 
summary of the results, particularly if the survey has been conducted across several 
teams. This summary may include comparisons of the results between divisions of 
the company. Next, division heads may report the results to their team leaders, 
jointly reflecting on observed differences across teams. Finally, team leaders are 

asked to present and discuss the results with their teams after they have taken part 

in the leadership workshop described below. In each of these stages, those respon-

sible for presenting the results are advised to facilitate a discussion about expected 

and unexpected results as well as desired and undesired findings.

b) Action planning: Workshop with team leaders

This full-day workshop has the triple aim of addressing the job demands and 

job resources experienced by the team leaders themselves, facilitating mutual sup-

port between leaders and enabling them to learn how to facilitate the same type 

of workshop within their own teams. Although team leaders usually do not work 

together as a team, they share the same leadership tasks and, thus, can learn from 

and support each other in this role.

To build the capacity of the company for such a process, initially, the internal 

or external organizational health specialist may facilitate the team leader workshop. 

During the workshop, team leaders review their own survey results. They discuss 



Leadership and team development 249

the results, add additional job demands and resources that they would like to address 
and jointly develop action plans to improve their own working situations. As for the 
team level described below, these actions cover three levels: what each leader can 
do himself/herself, what the leaders can do as a group and what needs to be changed 
on a higher, organizational level. As the following team-level workshop applies the 
same steps and tools, these will be described in more detail below.

The self-experience of a participatory improvement process is designed to 
encourage team leaders to apply the same process with their own teams. Also, 
the team leaders’ superiors should be at least partially involved in the team leader 
workshop as both leadership levels then experience the added value of exchanging 
perspectives about organizational health issues across hierarchies. At the same time, 
the superiors can learn to run such workshops with their team leaders in the future. 
In any case, it is important that the team leaders report to their superiors on the 
types of actions they developed at the leader level and particularly at the organiza-
tion level to get the support of their supervisors for implementation.

c) Action planning: Workshop with teams

This workshop aims to address the teams’ job demands and job resources. The 
team leaders moderate the workshops themselves to build their related capacity 
and to increase the likelihood that the leader and their team will routinely address 
organizational health issues in the future. The team leader is expected to moderate 
the workshop while being an active participant in it and co-developing ideas for 
improvement of the working situation. The team-level workshops consist of the 
following steps and related tools:

 • Team vision and aims: To set a positive, solution-oriented tone and an attractive, 
energizing goal for the workshop, leaders first develop a vision with their team 
based on the “miracle question”. They say, “Imagine that a miracle has hap-
pened overnight. All undesired demands at work have disappeared. Just like that. 
And the job resources have flourished. Because you are asleep, you do not know 
the miracle has happened. When you come to work the next morning, in what 
specific ways will you notice that the miracle happened?”. The team works with 
the leader to draw a sketch of this ideal reality – encouraging all to think beyond 
daily routines and restrictions (see Figure 10.3). Based on this vision, specific 
aims for the joint LTD process can be derived and put into writing.

 • Complete and prioritize job demands and job resources: Team leaders present an 
overview of the main survey results to set a broad initial scope of issues for the 
LTD process to address. The team selects key issues from the survey and writes 
them on cards. These issues are supplemented with additional job demands 
and resources that the team members view as important. These quantitatively 
and qualitatively produced topics are clustered into common, overarching 
themes. Finally, all participants can vote to select the top three to five themes 
to be pursued further.
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 • Reformulate demands as positive future states: To generate readiness for change 
towards positive, desired goals, teams reformulate negatively appraised demands 
into positive future states. For example, the wish to eliminate unclear, conflict-
ing roles might be reformulated as a wish for clearly defined roles in the team.

These first three steps are best implemented with the participation of the entire 
team to ensure that team members directly share experiences and create a common 
understanding of their circumstances. For the next steps, work sheets are distrib-
uted in the room. This allows team members to walk around and to work on those 
issues of particular concern where they can make the greatest contribution.

 • Specify resources and positive future states: In order to develop specific solutions, 
teams describe the specific situations in which each respective theme becomes 
important. For example, the wish for clearly defined roles is most relevant 
when starting new projects as a team.

 • Brainstorming of possible solutions: To facilitate the generation of innovative 
ideas, teams are encouraged to brainstorm possible solutions (see Figure 10.4).

 • Develop and prioritize actions for improvement: Next, team members select 
those solutions from the brainstorming phase that have a high likelihood of 
being implemented and a high potential for making a difference. As in the 

FIGURE 10.3 Example of a team vision (Corporate Health Solutions GmbH)



Leadership and team development 251

brainstorming phase, this step needs to take into account the three levels of 
individual, team and organizational solutions (see Figure 4). To assure the 
implementation of the actions, team members define the target group, the 
person in charge and the desired deadline. Finally, participants decide which 
of the actions are most important and, thus, should be implemented first.

A full-day workshop is needed to go through all these steps. The workshop can 
be split up into several sessions if it is not feasible to involve the whole team for an 
entire day. This stepwise approach also allows leaders to involve different people in 

the various sessions or to use gaps between sessions to consult team members who 

cannot participate directly in the workshop.

To facilitate the moderator role of the team leaders, they should obtain a 

clear timetable, written instructions and the printed workshop material needed 

for these steps.

d) Enactment: Actions to improve job demands and resources

After the team workshop, it is important that the team leader present the actions 

developed with his or her team to his or her supervisor. The team leader’s presen-

tation will focus on the actions on the organizational level that require top-down 

endorsement or support to be realized. However, to demonstrate that the team 

assumes a shared responsibility for organizational health issues, the team leader 

should also show the complementary actions on the team and individual levels.

FIGURE 10.4  Example of brainstorming of actions and concrete action plan 
(Corporate Health Solutions GmbH)
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In the case that multiple team development workshops take place simultane-
ously across teams at the same location, it has shown to be very stimulating if 
representatives of each team present their teams’ most important actions to the 
top management during a joint meeting at the end of the workshop day. This 
approach enables top management to experience the engagement of their employ-
ees in improving the working situation and, at the same time, demonstrates senior 
management’s commitment to implement the proposed organization-wide actions 
as far as possible. In any case, the internal project leader must ensure that the 
top management regularly reports on progress made regarding organizational-level 
actions. Likewise, team leaders will regularly review progress with the person put 
in charge and/or during team meetings.

e) Monitoring: Controlling actions and changes in outcomes

To assess whether the participatory improvement process and the resulting 
actions have had the desired effects, a follow-up survey of the key job demands, 

job resources and health outcomes is recommended. The follow-up period may 

range between 6 and 12 months depending on the scope of the actions and the 

amount of time needed to deploy their effects. The results are reviewed in the 

same hierarchical order as in the first survey, again reflecting which of the changes 

observed since the first survey are expected or unexpected and which are desirable 

or undesirable. Further, they explore possible explanations for the results.

In addition, a second round of the leader-level and team-level workshops is 

implemented. At the beginning of these refresher workshops participants review 

which actions were implemented on an individual, team or organizational level 

and what changes the actions created. They also reflect on which actions could 

not be implemented or did not work and why that was the case. If the follow-up 

survey results are already available, participants can use them to select new issues to 

be addressed and to update their actions.

A final exchange between the teams and the top management completes the 

action phase. During this meeting, top management reviews the progress up to 

this point and the newly proposed actions. They also can renew their general 

commitment and explain which proposed actions they will implement on the 

organizational level.

CASE STUDY OF A MUNICIPAL ADMINISTRATION: 
ACTION PHASE

In group A, the whole action phase from analysis until the follow-up moni-

toring with a refresher workshop lasted nine months. In this group, 130 of 

172 invited employees (76 percent) took part in the employee survey. Twelve 

team leaders and their division heads participated in the initial workshop. This 
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workshop took place over a full day and was held outside the offices of the 

municipal administration in order to provide a fresh, inspiring environment 

that would facilitate new perspectives. The external organizational health spe-

cialists moderated this workshop.

Three weeks after the leader workshop, the full-day team workshop took 

was undertaken by six teams simultaneously. All of the teams met in one 

place, where they received an introduction to the aims and procedures of 

the workshops by the director of the municipal administration and the exter-

nal organizational health specialist. Next, each team leader went through the 

workshops with their team. When needed, they could draw on the support of 

the external organizational health specialist and the division heads, who circu-

lated amongst the teams. As the LTD approach aims for actions to improve the 

working conditions equally on the individual, team and organizational levels, 

team leaders encouraged the team members to address all three levels. To 

broaden the teams’ sense of ownership over the actions taken, team leaders 

made sure that various team members were put in charge of implementing 

various actions. At the end of the day, all of the teams met together and 

reported on the most important actions that had developed on the team and 

organizational levels. The board member gave immediate feedback on the 

extent to which these actions were feasible. In group B, the intervention fol-

lowed the same regime, though it took place 11 months later.

In both groups, team leaders were responsible for ensuring that the persons 

in charge of specific actions at the team and individual levels were upholding 

their responsibilities. Division leaders encouraged team leaders to regularly 

review the progress of the actions during their regular team meetings.

Seven months after the initial leadership and team workshops, a refresher 

workshop took place involving groups A and B. The first half of the full-day 

event was devoted to the team leaders. They reviewed how their own work 

situations had changed since the first workshop and how effectively they had 

been able to develop and implement actions for improving the work situation 

in their teams. The leaders jointly catalogued the specific improvements they 

had experienced due to the project. Examples of these observed improve-

ments include the following:

 • Improved dialogue and open communication in their teams and in the 

company as a whole

 • Noticeable support by top management for organizational health issues

 • Stimulated discussions and mutual appreciation and support in teams 

regarding organizational health issues

 • Improved participation of all employees

 • Appreciation of feedback of team members

 • Optimistic, motivating team climate

(continued)
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Also, leaders recorded what they were committed to do to keep the LTD 

process alive after the externally supported project is terminated. Examples 

include the following:

 • Remain in close dialogue with employees

 • Show interest in employees and build trust

 • Be attentive regarding employees and actively involve them

 • Devote time to these actions

 • Promote team events, strengthen “we-identity”

 • Solve problems

During the second half of the day, all of the teams met together. The team 

leaders reported on what they had discussed in the morning, particularly what 

they had committed to do in the future. Afterwards, each team leader indi-

vidually reviewed with his or her team how well the intended actions had been 

implemented, what positive effects they had, and what additional actions were 

needed to address new or remaining issues.

The division heads were in charge of implementing the organization-wide 

actions that had been developed by the teams. To support this, the man-

agement board used its annual two-day retreat for reviewing, clustering and 

coordinating the action plans across the divisions.

Appropriation phase

Aim: The appropriation phase aims to ensure the continued improvement of psy-
chosocial factors at work through ongoing LTD processes. If the LTD intervention 
has only been implemented in some pilot units, the additional aim is to roll-out 
this intervention to all teams in the company, learning from these pilots. To assure 
continuation of the LTD processes in the company, the steering committee could 
be continued, or the management board itself could include this approach as a 
regular agenda item of its routine meetings. Similarly, on the team level, reviewing 
current working conditions and the need for adaptations could become a regular 
agenda item of team meetings.

CASE STUDY OF A MUNICIPAL ADMINISTRATION: 
APPROPRIATION PHASE

The municipal administration conducted the last company-wide employee 

survey 12 months after the refresher workshop of group A and one month 

after the refresher workshop of group B. The steering group of the project, 

together with the entire management board of the company, reviewed the 

results of the longitudinal changes of working conditions and health outcomes. 

(continued)



Leadership and team development 255

They also reviewed the process evaluation results summarized in the section 

on evaluation further below. Overall, the management board was satisfied 

with the results of the project. As the board had already reviewed the organiza-

tion-wide actions during its last retreat, it renewed its commitment to regularly 

review the progress of these actions. Further, it decided to make sure that the 

divisions and teams frequently address employee health issues as part of their 

ongoing team development efforts.

To clearly communicate this commitment to all employees, the director 

invited all employees to a final joint dinner to inform them about the pro-

ject and to celebrate its completion. The outside consultants presented the 

project’s evaluation results and described the actions that the team leaders 

had developed during the refresher workshops to keep the LTD process alive. 

Finally, the director expressed his appreciation of the engagement of the com-

pany in the project and stated his commitment to continuing to systematically 

address organizational health issues in the company.
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FIGURE 10.5 CPO model

Source: Fridrich et al. (2015)

Evaluation of the intervention, of the tools and of  
the methods

The CPO evaluation model structures the systematic evaluation of this intervention 
approach. The article by Friedrich et al. (2015) provides an overview of established 
scales and indicators to be applied in organizational interventions.

The CPO model involves the continuous collection of context data through 
each intervention phase on the individual, leader, group (team) and organizational 
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levels. The omnibus context describes the general intervention setting (e.g., the 
current economic situation of a company) whereas the discrete context refers to 
“specific situational variables that influence behavior directly or moderate relation-
ships between variables” (Johns, 2006, p. 393). Context data (e.g., data collected 
via a log-book) help not only in the initial design of the intervention but also in 
assessing why certain parts of the intervention work better than others or display 
varying effectiveness across divisions.

Regarding the implementation process, both the quantitative and qualitative 

aspects of the process should be assessed. Basic quantitative indicators include the 

duration of key intervention elements and the respective number of participants. 

In addition, we routinely ask participants if the appropriate persons (with regard 

to function, hierarchy and affiliation in the company) participated in the respec-

tive workshop and how they perceived the quality of the workshop. Further, we 

recommend that the outcome expectancies of the leader and team workshops be 

measured as this implementation process indicator has been shown to be a good 

predictor of intervention outcomes (Fridrich et al., 2016; Füllemann et al., 2016). 

Finally, we developed a scale that measures whether the LTD principles intro-

duced above are addressed during the intervention. Repeated use of this scale 

allows an assessment of the degree to which these principles have been considered 

over time – an indicator of increasing capacity for an LTD process.

Regarding the change process, the authors of the CPO model argue that it is dif-

ficult to directly observe this process (e.g., of individual learning or organizational 

change) directly. Thus, it is recommended that the outcomes gradually emerg-

ing from the change process be measured. In the context of the current chapter, 

proximate outcomes could include changes in job resources and job demands, 

intermediate outcomes could include changes in average work engagement and 

stress levels and distal outcomes could include changes in health and performance.

Certainly, in routine interventions outside an evaluation research context, a 

focused selection of key evaluation indicators is needed. In any case, a qualitative 

logging of the intervention context is recommended in order to adequately build 

on or react to changes in the context. As a key process indicator, measuring the 

outcome expectancies is recommended.

CASE STUDY OF A MUNICIPAL ADMINISTRATION: 
CONTEXT, PROCESS AND OUTCOME EVALUATION

Context: The general, initial omnibus context of the municipal administra-

tion was described at the beginning of the case study. Regarding the discrete 

context of the project, two important changes occurred during its imple-

mentation. First, the internal project leader was absent for a long period 

due to illness. To fill this gap, the director handed leadership of the project  

to another member of the management board. This high-level assignment 
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demonstrates the significant support for the project shown by the director 

from the beginning of the project. Second, the previous director left the 

municipal administration in the middle of the project. The new director put an 

emphasis on enhanced direct communication and exchange with his employ-

ees. He seemed to realize that the ongoing, participatory, dialogue-oriented 

project could help him to achieve this intended cultural change.

Implementation process: Regarding the degree of implementation, the 

leadership workshops reached all leaders, and the team workshops reached 

all 13 teams. Of all employees, 76 percent filled out the baseline survey, 

and 83 percent filled out the last survey, reflecting a continued high level 

of interest in the project. In the team workshops of group A, 54 percent of 

the employees participated; in those of group B, 81 percent participated. 

Regarding the quality of the implementation, in group A, 100 percent were 

satisfied with the composition of the workshop participants; in group B,  

94 percent were satisfied. Participants in group A rated the workshop qual-

ity significantly higher than those in group B and were significantly more 

satisfied with the actions developed during the workshop. Overall, 181 differ-

ent actions for improving work and health were developed by the 13 teams 

in groups A and B, and 50 additional actions were developed during the 

refresher workshop. Again, outcome expectancies in group A were significantly 

higher than those in group B.

Outcomes: In group A, we observed a significant decrease in job demands 

and a significant increase in self-rated performance in the intermediate sur-

vey nine months after baseline and one month after the team-level refresher 

workshop had been completed. In the third and final survey, we observed sig-

nificantly increased work engagement and self-rated performance compared 

to the baseline. Comparing the baseline and the third survey in group B one 

month after the refresher had been completed showed a significant increase 

in the team optimization scale, particularly regarding awareness and commu-

nication about work and health issues.

These differential effects might be explained by the differences in the con-

text in these two groups. Group A initially had higher levels of job demands 

compared to group B, and these demands were successfully reduced during 

the project. The differential effects can be further explained by the observed 

differences in quality-related indicators of the implementation process. Group 

B scored lower regarding the overall workshop satisfaction, satisfaction with 

the developed actions and the outcome expectancy. Besides the initially lower 

level of the team optimization scale, these differences might also be explained 

by the fact that group B expressed less need for change and little familiarity 

with the experience of going through a participatory workshop. As a first suc-

cess, the value of the team optimization scale in group B rose over time. It 

can be assumed that this improvement will be a good basis for improving the 

working situation of this group in the next phase.
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Conclusions

The intervention approach presented here is based on a shared mental model 
of organizational health, a related measurement model with focused survey-
based indicators and capacity-building principles for continuous LTD. As this 
model and the principles are repeatedly used throughout the process on all lev-
els of an organization, they support the comprehensibility, manageability and 
meaningfulness – and, thus, the overall coherence – of the intervention for all 
participants.

In addition, the intervention approach follows a relatively standardized pro-
cedure. This further increases the manageability of the implementation of the 
intervention. At the same time, this standardization makes it easier for the inter-
vention approach to be clearly communicated to and replicated by others.

Regardless of the standardized architecture of the LTD process, it can be and 
must be fitted to the respective company. Also, the standardized architecture guides 
and enables the prioritization of organization- and team-specific issues and allows 
groups to develop their own solutions. The highly adaptive and self-determined 
nature of this generic intervention approach makes the intervention meaningful 
and supports the development of ownership as well as of capacities for the LTD 
process. Further, working through existing, hierarchical leader-team structures 
facilitates the long-term appropriation of this process.

As the generic, adaptive intervention approach only depends on the pre-existence 
of leader-team structures in organizations, it seems generalizable to diverse eco-
nomic sectors and companies. Even if a team structure initially is not present, the 
LTD approach can be used as a starting point to bring together individually oper-
ating employees in groups and, thus, to generate a new, coherent team structure 
that can provide a supportive future social climate at work by regularly bringing 
together these newly created groups.

As shown in the introduction, the LTD process positions itself at the intermediary 
level between individual-level self-optimization and organization-wide organiza-
tional development approaches. In the future, it will be interesting to investigate 
the extent to which it is possible to promote a company-wide, employee-oriented 
culture by starting on the intermediary level of LTD. However, LTD processes 
might also facilitate individual change processes.

To facilitate the broad dissemination and self-determined implementation of 
the LTD process across many companies, we are currently developing a web-based 
e-coaching application that virtually supports the LTD process in teams (www.
wecoach.ch; currently only available in German). The e-coach is primarily used by 
the team leader. However, it involves the team in monitoring job demands and job 
resources and in developing actions for LTD, and it collects structured feedback 
about the quality of the team development process moderated by the team leader 
and of the actions developed by the team. As individual team leaders can use the 
e-coach without involving the whole organization, we expect this to facilitate the 
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dissemination and adoption of LTD processes across organizations. As the e-coach 
by default collects rich CPO data, systematic evaluations across teams and organiza-
tions will support the future improvement of LTD interventions.

Practical tips for readers on how to use tools, methods  
and interventions

 • Train leaders for LTD by first allowing them to undergo the intervention 
themselves as employees and workers.

 • Apply a shared mental model throughout the entire process, showing how 
work and health are related and conveying a basic vocabulary.

 • Ensure that the shared mental model provides a balanced view of both job 
demands and job resources as well as work engagement and stress.

 • Use indicators and a survey tool that relates to the shared mental model.
 • Assess outcome expectancies as an important process factor related to the success 

of LTD projects.
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EPILOGUE

Critical reflections and the way forward

Andrew Noblet and Karina Nielsen

The purpose of the following epilogue is four-fold: (1) to reflect on what the 
chapters in this book say about the factors that can help intervention effective-

ness, (2) to discuss the factors that contributors identified as undermining interven-

tion effectiveness, (3) to consider the gaps in existing research, and (4) to discuss 

the direction of future investigations in this area. The first two sections will have 

important implications for planning and managing organizational interventions, 

especially in terms of the steps that researchers and practitioners can take to maxi-

mize intervention sustainability while minimizing threats to effective change. The 

third and fourth sections will focus on the way forward and will highlight where 

future research action is required.

Factors that enhance intervention effectiveness

Contributors to this book identified four factors that were critical to the 

achievement of positive intervention outcomes. These included participatory  

decision-making and the co-creation of knowledge, multi-level management 

support, strong alignment between the intervention and the context, and institu-

tionalizing interventions. In the following section, we draw on examples from the 

relevant chapters to elaborate on the benefits of these factors and to illustrate what 

they may look like in practice.

Participatory decision-making and the co-creation of knowledge

A prominent theme identified by a number of the contributions was the criti-

cal role that stakeholder participation plays in intervention effectiveness. This was 

especially the case in Part I where each of the three chapters focused heavily on 

the methods and tools that organizations can use to engage key stakeholders and 
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work with them to plan, implement, and evaluate work-based interventions. In 
Chapter 1, for example, Ipsen et al. respond to evidence that there’s a dearth of 
information regarding how intervention researchers or consultants can collaborate 
with workplace “actors” to transform initial problem identification into tailor-
made interventions. The authors draw on empirical data from two projects where 
high-involvement Fishbone workshops were used to help employees and manag-
ers undertake the initial problem identification and issue analyses and then to use 
the insights gained from these methods to develop appropriate strategies. In this 
context, the participatory processes and methods were both an intervention in and 
of themselves (i.e., they are deigned to empower organizational members to take 
greater control over their immediate working environments, thus helping to foster 
higher levels of motivation and self-efficacy) as well as a means for developing  

“fit-for-purpose” interventions (i.e., improving work processes and systems).

Similarly, in Chapter 3, Axtell and Holman drew on case studies undertaken in 

two call centres to demonstrate how a job redesign program based on participa-

tory processes could be planned and implemented in a setting that is typically very 

resistant to participatory job design initiatives. In this case, employees participated 

in all stages of intervention development (including screening, action planning, and 

implementation) with the results from both studies showing that changes in job 

characteristics, particularly job resources (i.e., job control, participation, skill utili-

zation, feedback), were an important mechanism through which participative job 

redesign interventions can lead to improvements in outcomes valued by employees 

(i.e., well-being, job satisfaction) and employers (i.e., performance).

Although implied in Chapters 1 and 3, von Thiele Schwartz et al. (Chapter 2)  

emphasize the importance of all parties not only participating in the decision-making 

process but actually working together to co-create new knowledge, ideas and ways 

of operating; “while participation is important, ensuring that key stakeholders work 

together to co-create ideas and strategies is critical for the decision-making process 

to be truly participatory.” This chapter outlines a structured process (referred to 

as cocreated program logic [COP] process) whereby organizational stakeholders 

collaborate with interventionists (researchers or consultants) to develop the inter-

vention goals and corresponding strategies and outline the mechanisms through 

which the strategies are designed to achieve those goals (referred to as the program 

logic). The COP process is therefore a valuable process for developing interven-

tions as well as informing how the intervention should be evaluated.

Multi-level management support

The support and involvement of senior personnel has long been recognized as 

being a critical ingredient in the effectiveness of health-related organizational inter-

ventions (e.g., Kompier et al., 2000; Nielsen et al., 2010; Noblet & LaMontagne, 

2009) and organizational change programs more generally (e.g., Armenakis et al., 

1993; Holt et al., 2007). Consistent with this view, the contributions to the cur-

rent book indicated that management support is required at least two levels: the 
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executive or corporate-wide level, and the line management level. Importantly, 
these contributions shed light on how the support and ongoing commitment of 
personnel at each of these levels can be achieved.

In relation to the executive personnel (owners, CEO, directors, general man-
ager), support at this level is generally regarded as a prerequisite for organizational 
interventions and, accordingly, is often one of the first steps in the intervention 
planning process (Nielsen et al., 2010; Noblet & LaMontagne, 2009). Yet despite 
the importance of gaining and maintaining support at this level, guidance on how 
to secure “boardroom buy-in” is under-researched, especially in the context of 
organizational health interventions. Dollard and Zadow (Chapter 5) contribute 
to the dialogue on this issue by outlining how they gained the support of key 
organizational leaders as well as broader industry stakeholders (notably employer 
and employee representatives) in the preparatory phase of a job stress preven-
tion intervention involving Australian-based public sector employees. Here, the 
authors recognized that helping senior personnel to understand how job stress 
could be addressed at the organizational level – in terms of what to change and 
how to change – was an important part of the preparatory phase. As a result, a 
“study group” was formed comprising leaders from the organizations taking part in 
this study, employer representatives, and union state presidents. The study group 
participated in a fact-finding mission, including visiting individual organizations, 
employer bodies, unions, experts, and occupational health and safety (OHS) regu-
lators. Tellingly, this approach led to the development and an intervention plan 
that was supported by the participating organizations and incorporated best prac-
tice stress prevention principles, including drawing on risk management processes 
for identifying and addressing organizational stressors and involving both employ-
ees and managers in the development of stress reduction action plans.

Bauer and Jenny (Chapter 10) also describe the methods they used to gain 
the commitment and buy-in of owners, general managers, and other executive-
level personnel. In this case, the researchers use a case study involving a municipal 
council to explain how they arranged to meet with the executive team and pre-
sent an overview of the proposed intervention (a capacity-building program for 
teams and their leaders). This presentation can also be offered as a workshop and 

includes expanding on the mental model of health and work that underpins the 

intervention, explaining how the program can add value to the organization and 

recognizing where and how it can build on existing structures and processes. 

Depending on the degree of readiness to take part in the program, the researchers 

also work with the senior managers to set goals and decide on the number of teams 

to be involved in the intervention.

While gaining the support of top managers is pivotal for initiating organiza-

tional interventions, often the people who are responsible for implementing these 

initiatives are lower down the managerial hierarchy (i.e., middle and work-unit 

managers). Yet simply being directed to carry out or even oversee organizational 

change cannot guarantee that lower level managers will become genuinely com-

mitted to the change. With this in mind, efforts are also required to ensure that 
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department managers, line supervisors and team leaders understand and support 
the rationale behind the intervention and have the knowledge and skills to manage 
their implementation. Hasson et al. (Chapter 9) demonstrate how this can be done 
in their study focusing on “supporting interventions.” In this instance, a training 
program for more senior managers was designed to help participants understand and 
support a leadership development program for line managers. The need for the sup-
porting intervention is especially important in this case as the development of new 
leadership competencies is heavily influenced by the way in which line managers 
themselves are led (e.g., the amount of autonomy they receive, the level and quality 
of feedback). The Bauer and Jenny study (Chapter 10) adopts a similar approach, 
although in this case the intervention aims to enhance the capacity of teams to 
continually identify and address the demands they face. Work-unit managers are 
an integral part of the team and hence their support and commitment (and that of 
each team member) were generated largely by involving them in the leader-team 
development (LTD) initiatives, in particular the LTD workshops.

Strong alignment between intervention and context

The introduction to this book highlighted that an important guiding principle 
when developing organizational interventions is to ensure that there’s a close fit 
between the intervention and the context in which the intervention is undertaken. 
That is, rather than adopting a “one-size-fits-all” approach whereby interventions 
are taken from one organization and applied to another, program coordinators 
must ensure that the form and function of the intervention is tailored to the unique 
needs of employees and the organization in which they work. At the same time, 
coordinators need to carefully consider the processes and methods used to plan, 
implement, and evaluate organizational interventions and select those techniques 
that closely match the constraints or opportunities presented in the organization.

Contributors to the current book indicated that there were a number of ways 
in which high levels of contextual alignment could be achieved. The first is to 
adopt the high-involvement, participatory-based planning techniques discussed at 
the beginning of this section. The chapters by Ipsen et al. (Chapter 1), von Thiele 
Schwarz et al. (Chapter 2), and Axtell and Holman (Chapter 3) all reinforced the 
view that key stakeholders such as employees, managers, human resources (HR) 
staff and other specialist personnel have an intimate understanding of how the 

organization operates – the nature of the work undertaken, the way in which 

systems and structures are configured, the market-related challenges it faces – and 

they therefore need to play central roles in identifying the problems or issues to 

be addressed by the intervention. These and subsequent chapters by Dollard and 

Zadow (Chapter 5) and Henning and colleagues (Chapter 7) also stressed the need 

for organizational stakeholders to be heavily involved in defining the goals of the 

intervention and then formulating the strategies for achieving those goals. As noted 

by von Thiele Schwarz and colleagues (Chapter 2), this collaborative decision-

making is not only critical for establishing a physical fit with the organization’s 
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operating structures and systems, but is also necessary for achieving a philosophical 
fit. “Philosophical” in this context relates to the organization’s goals and values, 
and is therefore an important measure of the strategic and cultural compatibility of 
the intervention.

Another way in which high levels of intervention fit can be achieved is by 
developing an appropriately timed monitoring and evaluation plan. As per Dollard 
and Zadow (Chapter 5), such a plan needs to include both outcome and process 
evaluation, draw on qualitative and quantitative data collection techniques, and be 
undertaken on an ongoing basis so that if there is a lack of compatibility between the 
intervention and the surrounding context, the fall-out is minimized by identifying 
the lack of fit early in the intervention’s lifecycle. A further benefit of a thorough 
monitoring and evaluation program is to help coordinators make well-informed 
decisions about how the intervention and/or the associated implementation  
methods should be modified in order to achieve a better fit.

A third strategy for generating strong operational and cultural alignment 
between the intervention and the organization is to ensure that the new systems 
or practices become “institutionalized” into the everyday operations of the organi-
zation. Institutionalization is a term frequently used in the organizational change 
and development literature (Armanakis et  al., 2000; Jacobs, 2002) and refers to 
the consolidation phase of the change process. Institutionalization is crucial for  
intervention sustainability and will be discussed in more detail below.

Institutionalizing interventions

A major criticism of any work-based intervention – whether they are directed at 
individual employees or the organization – is that they are often seen as one-off pro-

jects that fail to out-live the involvement of the external researchers/consultants and 

have negligible long-term impacts on the organization or its members. According 

to a number of the contributions to this book, a key to achieving both contextual 

alignment and long-term effectiveness is to ensure that the intervention is institu-

tionalized into the everyday operations of the organization.

The overarching goal of the supporting interventions developed by Hasson 

and colleagues (Chapter 9), for example, was to ensure that line managers could 

develop and consolidate their leadership competencies in an environment where 

their direct supervisors understood and reinforced their newly developed skills. In 

this way, the supervisory support was critical for line managers to bed-down the 

new competencies and ensure these were applied on a consistent basis. Likewise, 

a key goal of the team and leader-directed intervention developed by Bauer and 

Jenny (Chapter 10) was to ensure that the participating work units developed the 

capacity to identify and address issues when and as they arise. As a result, teams are 

not reliant on outside “experts” to find a way forward but instead can achieve sus-

tained effectiveness through having the skills and confidence to continually adapt 

to their changing circumstances. Finally, a recurring theme in the first three chap-

ters in this book was the need to focus on current work tasks and processes and to 
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use the knowledge and experiences of the employees and managers involved, to 
identify ways of improving these tasks/processes. Providing the outcomes benefit 
both the employee (e.g., through improved job satisfaction and self-efficacy) and 

the organization (e.g., reduced error rates, increased customer satisfaction) then the 

interventions are much more likely to become the new way of working.

Dollard and Zadow (Chapter 5) also recognized that institutionalization 

encompasses both the change itself as well as the processes and methods for devel-

oping and evaluating those changes. Participatory decision making, for example, is 

not just a process that is employed to develop interventions, but needs to become 

integrated into the work routines and formal structures of the organization. 

Similarly, von Thiele Schwarz and colleagues (Chapter 2) stress that long-term, 

organization-wide improvement in employee well-being cannot be achieved 

unless health and well-being become a priority of the organization and are taken 

into account everyday decision-making.

The above examples highlight that organizational interventions might start out 

as a set of processes or activities that have been developed with the aide of external 

researchers/consultants. However, in order for them to have a lasting impact on 

employees and the organizations in which they work, interventions need to become 

embedded into the very fabric of the organization; that is, the organization’s vision 

and values, their policies, systems, and practices.

Factors that undermine intervention effectiveness

The factors that undermine or threaten to derail organizational interventions can 

in many ways be seen as the opposite of those characteristics that promote or 

strengthen intervention effectiveness. For example, highly centralized decision-

making systems that prevent participatory-based intervention design; disengaged 

executives that pay lip-service to issues involving employee well-being and are not 

genuinely supportive of initiatives that have the potential to disrupt organizational 

systems and practices, or superficial planning processes that fail to take into account 

the nature of the job and the job context and result in initiatives that continually 

clash with the operational needs of the organization.

While the lack of stakeholder participation, managerial support and other inter-

vention-enhancing characteristics are often cited as major barriers to intervention 

effectiveness, the contributions to the current book also referred to more deep-

seated, underlying attitudes and actions that are not only damaging in their own 

right, but have knock-on effects for participatory decision making, collaborative 

planning techniques, management support and the like. These issues are covered 

in more detail in the following section.

Organizational cynicism

Contributions to the current book raise concerns about employees’ cynicism 

towards the organization to adequately address the work-based sources of poor 
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health and well-being. Typically, cynicism directed at the organization and its lead-
ers is fueled by the belief that senior management lack the integrity and/or capacity 
to implement initiatives designed to identify and tackle adverse working condi-
tions (Andersson & Bateman, 1997; Dean et al., 1998). That is, executive-level 
personnel do not take employee well-being seriously; that they see organiza-
tional interventions as a passing fad (a “program-of-the-month” initiative); that 
they are more interested in meeting production deadlines, sales quotas, and other 
operational targets, and; that they won’t provide the necessary time, funding, and 
other resources to methodically plan, implement, and evaluate the interventions. 
Overall, these views represent a major loss of faith in the organization and give 
rise to the belief that the changes espoused by senior management will not occur 
(Armenakis et al., 1999).

Examples of the impact of organizational cynicism was evident in the chapters 
by Axtell and Holman (Chapter 3) and Dollard and Zadow (Chapter 5). In the 
first case, managers from one of the studies had rejected the suggestion from the 
participating teams to reverse an outsourcing decision that had been made prior 
to the study commencing. Those teams subsequently became disengaged from 
the intervention process and were unwilling to implement changes in connec-
tion with the intervention. Not surprisingly, the job redesign initiative did not 
lead to an improvement in job characteristics or well-being among those teams. 
In terms of the Dollard and Zadow chapter, while participants taking part in 
the capacity building workshops were very positive about the risk management  
process – to identify key stress issues and develop appropriate controls through 
action plans – they also expressed cynicism about whether the action plans would 
be implemented and whether the desired changes would actually occur. Cynicism 
towards organizations and their leaders is common place in many organizations 
(Bommer et al., 2005; Cole et al., 2006), however, levels are likely to be elevated 
in state-funded human service organizations like those taking part in the Dollard 
and Zadow study where large-scale restructuring, job shedding, cost-cutting, and 
other efficiency-oriented strategies have been prevalent for the past 15–20 years 

(Noblet & Rodwell, 2009).

A key reason why greater attention needs to be directed at addressing organi-

zational cynicism is the potential impact that cynical attitudes and behaviours can 

have on the capacity of organizations to address adverse psychosocial working con-

ditions and the associated health outcomes (e.g., job stress, burnout). As alluded to 

in the cases above, cynicism towards organizations and their leaders is characterized 

by a range of negative emotions (e.g., frustration, apathy), attitudes (e.g., dissat-

isfaction, intention to quit) and behaviours (e.g., reduced citizenship behaviours, 

and employee turnover) (Andersson & Bateman, 1997; Dean et al., 1998). When 

experienced at a group or organizational level, the dissatisfaction, detachment, and 

a sense of hopelessness that the situation can or will improve can undermine any 

attempts to engage employees in the collaborative design initiatives discussed in 

the current book and to use workers’ ideas and insights to co-create strategies that 

improve work tasks and systems. Cynicism directed at leaders and the organization 
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overall therefore represents a significant barrier to organizational change readi-
ness and in the longer term can undermine efforts to enhance the well-being of 

employees and the environments in which they work.

Distrust and power imbalances

Similar to organizational cynicism, a lack of trust and significant power imbalances 

can reduce employees’ willingness to share ideas and perceptions in an open and 

frank manner. This issue is especially problematic for participatory intervention 

design processes such as those described in the first three chapters of this book. For 

example, Ipsen et al. (Chapter 1) note that “Typical issues are related to organiza-

tional power and mutual trust that affect the relations between management and 

employees. Trust issues will naturally curb the openness of the participants, thereby 

impeding knowledge sharing.”

Issues of trust and power imbalances were also raised in the Axtell and Holman’s 

study involving the call centres (Chapter 3). Employees feared that they’d be 

penalized if the introduction of the job redesign strategies resulted in reduced per-

formance. As noted by the authors, such was the magnitude of this fear, that the 

researchers themselves were forced to take action:

Indeed, this (the fear of being penalized) was such a concern that the 

researchers had to negotiate with management that during the implementa-

tion phase employees would not be penalized for missing targets due to their 

involvement in the intervention process or when trying out new activities 

as a result of the agreed changes. Thus, a bedding-in period was agreed to 

reassure participants that their ‘performance figures’ would not be evaluated 

negatively.

While employees’ fears were not realized in this case, the example does illustrate 

that the concern raised by employees and the underlying distrust that appeared 

to be driving this fear, could be a more significant issue in other workplaces. 

This would be particularly true in cases where there was considerably more pres-

sure to maintain volumes and/or quality of performance and where employees 

were reluctant to voice their concerns to management, even with the support of  

an advocate.

One-size-fits-all approach

A lack of alignment between the intervention and the context is one of the few 

examples of where the absence of the facilitating factors was explicitly referred to 

by contributors as a barrier to effective intervention development. The Martin 

and LaMontagne study (Chapter 8) in particular, highlights the lack of research 

attention given to the specific needs of small-medium sized organizations (SMEs). 

The authors also lament the lack of information on how guidelines for protecting 
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and promoting mental health in the workplace should be implemented in SMEs. 
The absence of tailored information and advice is especially noteworthy given that 
SMEs account for over 99 per cent of businesses in the UK and Australia and that 
most working people are employed or self-employed in this sector.

Poor alignment was also identified as a barrier to reaching the target population 
in the chapter authored by Wåhlin-Jacobsen (Chapter 4). Here the author evalu-
ated Kaizen-inspired “Improvement Boards” using mixed methods evaluation 
techniques to identify the circumstances in which the Improvement Boards were 
more or less successful. While the Improvement Board was successful in facilitat-
ing the development and follow-up of a number of action plans, they were only 
beneficial for teams that were able to have regular meetings at a fixed time. More 
specifically, they did not work so well in contexts where there was shift-work 
and periods of heavy workloads created by high production goals and concurrent 
government inspections.

Major gaps in knowledge

Examining the factors that help or hinder the planning, implementation, and eval-
uation of organizational interventions has helped to identify areas where further 
research is required. The first of these gaps in knowledge is a direct extension of 
the factors identified as undermining intervention effectiveness. Specifically, there 

is a lack of information and guidance on how researchers and practitioners can 

work or even engage with organizations where there are high levels of cynicism 

towards the organization and its leaders, where employees seriously doubt the 

integrity of key authority figures and where the distrust and power imbalances 

make it difficult to even initiate a conversation about strategies to improve health 

and well-being. As recognized in the Introduction to this book and the broader 

organizational change literature (Armenakis et al., 1993; Dean et al., 1998), con-

cerns about the motives or competencies of senior personnel represent a major 

source of resistance to change. Yet, while these concerns suggest that an important 

first step in building healthier and more satisfying working environments in these 

organizations is to identify ways of breaking down the “them and us” mindsets and 

building trust between organizations and their members, there is a general absence 

of information on how this can be achieved. Further research is therefore required 

to develop evidenced-based strategies for reducing cynicism and other negative 

attitudes towards leaders and their ability to bring about the required change.

Another area requiring greater research attention is how to undertake organi-

zational interventions in specific contexts. This need relates to the overall lack of 

research examining “what works for whom in which circumstances” (Nielsen & 

Miraglia, 2017) and was highlighted as a particular issue in several contributions 

to the current book. Martin and LaMontagne (Chapter 8), for instance, point out 

that while the vast majority of people are employed in SMEs, guidelines for plan-

ning, implementing, and evaluating workplace mental health initiatives fail to take 

into account the unique needs or capacities of this sector. Their research exploring 
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the potential to apply an integrated approach to protecting and promoting mental 
health among SMEs makes an important contribution to the literature involving 
SMEs, especially in relation to the integrated approach to protecting and promot-
ing workplace mental health, however, the authors recognize the clear need for 
continued research in this area. Likewise, Wåhlin-Jacobsen (Chapter 4) found 
the Improvement Board workshops were only successful for groups who could 
have meetings at a fixed time. Heavy workloads, complex rostering schedules, and 
middle managers shutting down ideas were major barriers to the success of these 
workshops. These issues raise the more general concern of how do researchers/
practitioners undertake organizational interventions in high demand – low-resource 
working environments where the very conditions that make it difficult for employ-

ees to take part in planning meetings and attend workshops (e.g., heavy workloads, 

tight deadlines, inadequate support, lack of human resources) are the same condi-

tions that pose an ongoing threat to their health and well-being.

In addition to exposing specific contexts where further research is required, 

this book also highlighted specific intervention tools and techniques that needed 

to be examined more closely. In Chapter 6, for example, Abildgaard outlines 

five practical strategies for evaluating complex organizational interventions while 

also highlighting potential pitfalls. These strategies are in response to the lack of 

information on how to link program theory and evaluation models with con-

crete data collection activities. While the chapter goes some way to addressing 

this shortcoming, the author readily acknowledges that other strategies need to 

be examined as well. Similarly, in Chapter 4, Wåhlin-Jacobsen recognizes that 

although frameworks for planning, implementing, and evaluating organizational 

interventions follow a similar sequence and comprise a relatively uniform set of 

steps or phases, the specific tools and techniques used in each phase can vary 

significantly. Yet these tools and techniques are rarely the subject of in-depth 

evaluation and given that the tools can have a significant influence on the out-

comes associated with the phase in question (e.g., problem identification, action 

planning), more research in this area is needed.

In Chapter 1 of this book we argued that the gaps between research, prac-

tice, and policy should be closed and that this could happen through evaluating 

organizational interventions using realist evaluation. The evaluation methods pre-

sented in this book focused on evaluating a specific tool (Kaizen) in Chapter 4 by 

Wåhlin-Jacobsen, complex interventions (Chapter 6, Abildgaard), or the evalu-

ation of the preparatory phase (Dollard and Zadow, Chapter 5). Although these 

chapters provide valuable input to evaluation that may be of use to occupational 

health practitioners, organizations, and researchers, more is needed to understand 

organizational interventions at the policy level.

The final research gap relates to the way in which organizational interventions 

are typically designed. Despite almost all intervention frameworks emphasizing 

that change is both cyclical and incremental and that prior learning informs future 

learning, most studies only report on the first revolution of the “plan-do-check-

act” cycle. That is, there is little information on how the knowledge gained from 



272 Andrew Noblet and Karina Nielsen

initial intervention efforts contributed to the form and function of subsequent 

interventions. The need to track organizational interventions over multiple cycles 

is critical in situations where senior management and other key stakeholders are 

reluctant to tackle the deeper, more problematic issues – at least in the first instance –  

but are prepared to “test the waters,” addressing less-challenging matters where 

“quick wins” can be gained. The knowledge and confidence gained from the 

initial efforts can then improve the organization’s readiness to address more prob-

lematic issues in follow-up strategies. Monitoring interventions over multiple 

cycles can also be beneficial in complex and sometimes unpredictable operational 

and organizational settings where determining the types of changes required is 

difficult and a more incremental approach enables change agents to work out the 

most appropriate combination of options as the organization continues to adapt to 

a range of regulatory, economic, political, and social forces. From a researcher’s 

perspective, the incremental approach to intervention development and evalua-

tion is more time consuming and therefore costlier. However, given the rise in 

internal and external environments that are simultaneously complex, dynamic, and 

unpredictable, gaining an accurate understanding of the benefits and pitfalls associ-

ated with the intervention cannot be achieved unless interventions are planned, 

implemented, and evaluated on a cyclical basis (Todnem By, 2005).

Future directions and concluding comments

This book presents recent work from some of the world’s leading researchers in 

the field of organizational intervention research. When viewed together, these 

contributions provide a snap-shot of the current literature in this area and, in par-

ticular, shed light on the factors that can facilitate the development of effective and 

sustainable interventions or undermine these efforts. While characteristics such as 

participatory decision-making, multi-level management support, strong alignment 

between the intervention and the context, and institutionalizing interventions can 

contribute to positive outcomes, negative attitudes directed at the organization and 

its leaders (including organizational cynicism and distrust) jeopardize efforts to tap 

into the knowledge and expertise of employees, to develop a shared understanding 

of the problem, and to co-create interventions that are both effective and sustain-

able. The current book also helped to identify important gaps in the literature and 

to establish where future research attention in this field needs to be directed.

Determining the direction of future organizational intervention research needs 

to take into account existing gaps in the literature as well as the types of conditions 

that are likely to dominate the business landscape in the short to medium term. 

There are clear signs that working in complex, dynamic settings where demands 

are high, resources are low and continuous change is a natural state will be a chal-

lenge confronting researchers and practitioners well into the future (Armenakis 

et  al., 1999; Todnem By, 2005). In this context, identifying “what works for 

whom in which circumstances” is an important overarching goal and, accordingly, 

change agents need to have a large “toolbox” of methodological conventions and 
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techniques that can enable them to match intervention content and processes to 
the needs of the organization, regardless of the size of the organization or sector/
industry in which the organization operates. At the same time, priority should be 
given to focusing on the particular challenges faced by SMEs, which are under-
represented in current research, and identifying the types of strategies and associated 
resources that can lead to sustained change in this sector. Along similar lines, atten-
tion also needs to be directed towards generating knowledge to help organizations 
with low levels of change readiness, especially where there’s a long history of failed 
change efforts and where maladaptive attitudes such as cynicism and distrust are 

pervasive and threaten to stymie or derail any attempts to generate genuine partici-

pation, collaboration, and commitment among stakeholder groups.

The “doing more with less” mantra that dominates organizational decision- 

making in organizations across most sectors, coupled with the complex and dynamic 

nature of contemporary working environments, raises the need to invest in lines 

of research that can “help organizations help themselves.” Focusing on leaders and 

their teams (as per Bauer and Jenny [Chapter 10], Hasson et al. [Chapter 9]), as well 

as specialist personnel such as OSH practitioners (see Henning et al. [Chapter 7]), 

and intervening at the organizational–individual interface is therefore an intuitively 

logical strategy. This is particularly true given the current climate where the com-

plexity and volume of demands are increasing and where there are often concomitant 

reductions in the resources available to respond to and address these demands. In 

this context, there is little alternative but to learn how to make the most of existing 

resources. The type of research outlined in this book can play a valuable role in facili-

tating that learning and hence there is clear evidence that organizational intervention 

researchers represent an important part of the capacity-building process.
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