
Paterson et al. Systematic Reviews          (2024) 13:152  
https://doi.org/10.1186/s13643-024-02569-2

RESEARCH Open Access

© The Author(s) 2024. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom‑
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Systematic Reviews

Barriers and facilitators to implementing 
workplace interventions to promote mental 
health: qualitative evidence synthesis
Charlotte Paterson1, Caleb Leduc2,3, Margaret Maxwell1*  , Birgit Aust4, Heather Strachan1, Ainslie O’Connor5, 
Fotini Tsantila6, Johanna Cresswell‑Smith7, Gyorgy Purebl8, Lars Winter9, Naim Fanaj10,11, Asmae Doukani12, 
Bridget Hogg13,14, Paul Corcoran2,3, Luigia D’Alessandro15, Sharna Mathieu16,17, Ulrich Hegerl18,19, 
Ella Arensman2,3,20, Birgit A. Greiner2 and The MENTUPP Consortium 

Abstract 

Background Despite growing interest in workplace mental health interventions, evidence of their effectiveness 
is mixed. Implementation science offers a valuable lens to investigate the factors influencing successful implementa‑
tion. However, evidence synthesis is lacking, especially for small‑to‑medium‑sized enterprises (SMEs) and for specific 
work sectors. The objectives of this review are to establish the scope of research with explicit analysis of implemen‑
tation aspects of workplace mental health interventions and to identify barriers and facilitators to implementation 
in general and within SMEs and selected sectors.

Methods A systematic scoping review and meta‑synthesis of mixed methods process evaluation research from 11 
databases, with the evaluation of methodological quality (MMAT) and confidence in findings (CERQual), was con‑
ducted. We selected information‑rich studies and synthesised them using domains within the Nielsen and Randall 
implementation framework: context, intervention activities, implementation; and mental models.

Results We included 43 studies published between 2009 and 2022, of which 22 were rated as information‑rich to be 
analysed for barriers and facilitators. Most studies were conducted in healthcare. Facilitators reflecting ‘high confi‑
dence’ included: relevant and tailored content, continuous and pro‑active leadership buy‑in and support, internal 
or external change agents/champions, assistance from managers and peers, resources, and senior‑level experience 
and awareness of mental health issues. Healthcare sector‑specific facilitators included: easy accessibility with time 
provided, fostering relationships, clear communication, and perceptions of the intervention. Stigma and confidenti‑
ality issues were reported as barriers overall. Due to the small number of studies within SMEs reported findings did 
not reach ‘high confidence’. A lack of studies in construction and Information and Communication Technology meant 
separate analyses were not possible.

Conclusions There is dependable evidence of key factors for the implementation of workplace mental health inter‑
ventions which should be used to improve implementation. However, there is a lack of studies in SMEs and in a larger 
variety of sectors.
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Background
What is the problem?
Mental health and well-being are vital concerns to hun-
dreds of millions of working people worldwide. The 
World Health Organisation (WHO) estimated that 15% 
of working-age adults experience a mental disorder at 
any point in time [1]. This increased during the COVID-
19 pandemic with an estimated 25% rise in the preva-
lence of anxiety and depression worldwide in 2020 [2, 3]. 
The issue extends beyond individual disease burden and 
affects the productivity, competitiveness, and sustain-
ability of private and public organisations due to sickness 
absence and presenteeism [4–6]. Lost productivity due 
to depression and anxiety is estimated to cost the global 
economy 1 trillion US dollars [7]. Subsequently, the pro-
tection and promotion of workplace mental health has 
increasingly gained attention in many organisations and 
was highlighted by recent ‘WHO Guidelines on Mental 
Health at Work’ [7, 8].

Workplace mental health interventions
Two main types of workplace mental health interven-
tions have evolved [9]. Worker-directed interventions, 
also called individual intervention approaches, aim to 
enhance the individual worker’s knowledge, skills, aware-
ness, and competencies to cope with stressful work-
ing conditions, and support to seek help, when facing 
mental health challenges (e.g. mindfulness training). 
Work-directed approaches, also called organisational 
intervention approaches, aim to improve psychoso-
cial working conditions and the organisation of work 
relevant to mental health and wellbeing (e.g. flexible 
working hours). Integrated mental health intervention 
models suggest a combination of work-directed and 
worker-directed strategies for maximum population 
health gain [9, 10], with multi-level approaches [11], 
i.e. interventions addressing several or all levels of the 
IGLOO model (individual-group-leaders-organisation-
outer context) [12].

The search for explanations of failed and successful 
interventions
While the effectiveness of workplace mental health 
interventions has been documented for a range of out-
comes [13–18], the evidence is not entirely consistent 
[19–21]. Research into specific mechanisms and pro-
cess factors associated with the successful delivery of 

mental health interventions in the workplace is limited, 
which led several authors to call for more attention to 
these aspects. For example, Burgess et  al. identified 
the need for thorough process evaluation to reduce 
what they called a ‘trial and error approach’ [22]. By 
that, they mean the lack of a theoretical framework for 
why an intervention is expected to lead to a specific 
outcome so that findings can be integrated with and 
built upon existing research. Without that, the authors 
argue, failures just lead to trying again with a somewhat 
different approach but without a deeper understand-
ing of the barriers that might be in the way of positive 
outcomes.

Also, previous calls for more differentiation between 
intervention and theory failure [23] are still rele-
vant. We need to understand better if the lack of the 
expected outcomes of an intervention was due to short-
comings in the way the intervention was implemented 
or if the underlying theory about how the intervention 
would work was wrong. As the number of workplace 
interventions that do not reach the expected outcomes 
continues to be high, scholars have called for more spe-
cific implementation and evaluation research [24–26]. 
Implementation science can provide a useful lens for 
examining the ‘how’ and ‘why’ interventions work or 
fail. An overview of failed interventions revealed rea-
sons related to the intervention, context, and process 
[27]. Synthesised evidence of reasons for unsuccessful 
or successful implementation of workplace interven-
tions is also likely to have some relevance for workplace 
mental health interventions [21–23, 27–29]. Workplace 
mental health intervention may however face specific 
challenges for implementation due to stigma and dis-
crimination attached to mental health [9], warranting 
a separate synthesis of implementation barriers and 
facilitators. There has been a growing body of process 
evaluations linked to workplace mental health interven-
tions, which made it possible to conduct a systematic 
review of 74 qualitative and quantitative process evalu-
ation studies on implementation practices in workplace 
health and psychological well-being interventions [30]. 
The review revealed three key success factors: a contin-
ued effort to the intervention and its adaptation; func-
tional learning structures; and consultative governance 
structures. A meta-synthesis of qualitative research 
provided a detailed description of barriers and facilita-
tors for the implementation of workplace mental health 
interventions but was limited to studies published 
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from 2019 to 2021 and not well supported by the evi-
dence based on a quality rating. Findings for facilitators 
comprised line manager support, completion of inter-
vention activities during working hours, scheduling 
flexibility, and trainer credibility. Barriers included high 
workload and understaffing, lack of priority given to the 
intervention by managers and lack of appropriate facili-
tator training [26].

Not covered in existing evidence synthesis is the con-
text-specificity of implementation by the industrial sec-
tor or occupation, with implementation factors likely 
to vary by sector. For example, there are specific chal-
lenges for implementing mental health interventions in 
the construction industry, with hindrances caused by, 
e.g. frequently changing work sites, long working hours, 
and a culture with traditional masculine values such 
as self-reliance and stoicism, which limit help-seeking 
behaviour [31–33]. The Information and Communication 
Technology (ICT) sector has rapidly expanded due to the 
ongoing digital transformation [34] and also faces spe-
cific challenges for the implementation of mental health 
interventions. The ICT work environment has been char-
acterised as chaotic, turbulent, and constantly changing, 
requiring workers to work long hours with expectations 
to remain constantly available online [35, 36]. There is 
also evidence that frequent mergers and organisational 
change interfere with the implementation of mental 
health interventions [37]. In comparison, most process 
evaluation studies have been conducted in the healthcare 
setting, although there has been less attention to SMEs 
within the healthcare sector [26].

Furthermore, there is little evidence (of barriers and 
facilitators) for the implementation of interventions in 
small-to-medium-sized enterprises (SMEs) which are 
less likely to implement health promotion programmes 
than larger companies [38]. Among the barriers that are 
being reported for SME participation in workplace health 
interventions are lack of interest, lack of support by man-
agement and concerns about privacy [39, 40]. SMEs may 
face further challenges such as business owners experi-
encing substantial responsibility for implementation, 
high workloads, and psychological stress due to limited 
resources and capacity, recruitment, and retention issues 
[41–43].

Aim and research questions
The general aim of this review is to collate and critically 
appraise workplace mental health intervention imple-
mentation literature to understand how and why some 
interventions are more effectively implemented than oth-
ers. This review is part of the international MENTUPP 
project (Mental Health Promotion and Intervention in 
Occupational Settings, www. mentu pp. eu) [11, 44]. The 

review aims to provide evidence-based guidance for the 
MENTUPP project and future projects for the imple-
mentation of multi-level interventions to improve mental 
health and well-being with a particular focus on SMEs in 
three sectors with high prevalence rates of mental health 
problems, namely, information and communication 
technology (ICT), healthcare, and construction sectors. 
To provide the best possible support for the objectives 
of the MENTUPP project we focussed on the following 
research questions (RQs):

RQ1. What is the scope of research with an explicit 
focus on implementation aspects of mental health 
promotion interventions in the workplace?
RQ2. What are the barriers and facilitators to imple-
menting mental health promotion interventions in 
the workplace?
RQ3. What are the barriers and facilitators to imple-
menting mental health promotion interventions in 
healthcare, ICT, construction, (RQ3a), and SMEs 
(RQ3b)?

Methods
We conducted a scoping review and qualitative evidence 
synthesis (QES) to address the review aims, following 
guidance from Arksey et  al. [45], Levac et  al. [46], the 
Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) extension for scoping reviews 
(PRISMA-ScR) [47], Enhancing transparency in report-
ing the synthesis of qualitative research (ENTREQ) 
[48], and the Effective Practice and Organisation of Care 
(EPOC) QES [49] (see PRISMA and ENTREQ checklists 
in Additional file  1). The protocol was registered in the 
Research Registry (reviewregistry897) and subsequently 
published [50]. Differences between the protocol and 
review are reported in Additional file 2.

Study designs
We included all study designs, which explicitly investi-
gated or reported, in the title or abstract, any aspect of 
the implementation of mental health promotion inter-
ventions delivered in the workplace. We defined imple-
mentation as the delivery of an intervention in either 
the feasibility/pilot, evaluation, or implementation stage 
of the Medical Research Council (MRC) framework [51, 
52]. We defined barriers and facilitators as any vari-
able or condition that impedes or facilitates, respec-
tively, the implementation of mental health promotion 
interventions.

We included literature reviews and primary research 
studies published either in peer-reviewed or grey litera-
ture. We excluded opinion pieces, commentaries, website 

http://www.mentupp.eu
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discussions, blogs, magazines, newspaper articles, and 
books or chapters not reporting original research.

Studies published in English were included in step one 
of the search methods. Steps 2 and 3 included studies 
published in English, French, and German.

Studies published from April 2009 to August 2022 were 
included. Implementation science is a fairly new field of 
study and The WHO Global Plan of Action on Worker’s 
Health (2008–2017) [53] and the Mental Health Action 
Plan (2013–2030) [54] highlight the importance of pro-
moting good mental health in the workplace, therefore, 
studies published from 2009 were deemed most relevant 
to this review.

Outcomes of interest
Outcomes of interest included any implementation eval-
uation outcome scoring 3 or more on a data richness 
scale (see Table  1). We excluded studies only assessing 
the impact of interventions, i.e. evaluations of effective-
ness/efficiency but not implementation.

Population
We included studies with participants (aged 16–65) in 
paid employment, including those on sick leave and who 
are returning to work. We excluded studies where the 
population was trainees, those in the armed forces, and 
those on sick leave.

Setting
We included studies conducted in any geographi-
cal location that were set in the workplace. We defined 
workplace settings as any organisation operating with 
paid employees. Interventions must have been deliv-
ered through, or be associated with, the workplace and 
be implemented in the work schedule, work systems, 
or administrative structures. Sector-specific definitions 
from the European Commission were used [57]. The ICT 
sector included telecommunications activities, informa-
tion technology activities and other information service 
activities (Div.61–63); the healthcare sector included 
healthcare provided by medical professionals in hospitals 
or other facilities and residential activities, but not social 
work activities (Div.86–87); and the construction sector 
included construction of buildings, civil engineering, and 
specialised construction activities (Div.41–43).

Intervention types and targeted outcomes
We included interventions that aim to treat, prevent, or 
promote mental health [58]. Examples of included inter-
ventions are described in Table 2.

We excluded mental health interventions not specifi-
cally associated with workplace factors, or interventions 
not targeted for work contexts, not formally implemented 

in the workplace, and one-off events. We excluded stud-
ies with an explicit focus on addressing the impact of 
COVID-19 on staff well-being and mental health. Inter-
ventions not directly targeting mental health and mental 
well-being were included if the primary intervention out-
come was related to mental health or mental well-being.

Search strategy
We used iterative methods to develop and apply a com-
prehensive search strategy. To identify relevant studies, 
we combined free text terms and Medical Subject Head-
ings for key concepts: (a) workplace AND (b) mental 
health AND (c) interventions AND (d) implementation. 
Where appropriate, Boolean operators and ‘wildcards’ 
were used. Where possible, we used an age filter for 
adults. A preliminary search strategy was developed for 
PsycINFO, using established search terms used in pre-
vious Cochrane and other reviews [59–61], and peer-
reviewed in accordance with PRESS guidelines [62]. We 
adapted this strategy for each information source (see 
Additional file 3).

Information sources
We used a stepwise approach to, first, identify reviews 
and map these against our review objectives [63]. Where 
gaps in evidence existed, we searched for primary studies 
and grey literature. Information sources were searched 
between April 2020 and August 2022 and are outlined 
below.

1. Scopus, PROSPERO, Health Technology Assess-
ments, PubMed, Campbell Collaboration, Joanna 
Briggs Library, Web of Science Core Collection.

2. PsycINFO, Scopus, Pubmed, Web of Science Core 
Collection, CINAHL,

3. We conducted the following supplementary searches:

a. We conducted a grey literature search in the 
Institution of Occupational Safety and Health 
(IOSH) research.

b. Reference searching: relevant studies included in 
relevant systematic reviews [22, 64–66].

c. Google Scholar (25 pages relevant).
d. Personal contact: 14 international experts and 

authors of papers reporting evaluations of work-
place interventions addressing mental health pro-
motion, and seven of these responded [15, 33].

Study selection
Three reviewers (CP, CL, HS) screened titles and 
abstracts for eligibility in Rayyan [67], rating them as rel-
evant, irrelevant, or unsure. 15% of titles and abstracts 
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were screened independently by all reviewers. Studies 
rated as irrelevant were immediately excluded. Full texts 
of the remaining studies were assessed independently by 
two reviewers (CP, CL, HS) against the selection criteria. 
Disagreements were resolved through discussion with a 
third reviewer (MM, BA, BAG).

Study sampling
We developed and applied a stepped framework [56] to 
sample studies for RQ2 and RQ3. Each study was inde-
pendently assessed by two reviewers (CP, CL, HS) for 
data richness using the scale in Table 1. To answer RQ2, 
we excluded studies that did not meet the criteria for 
data richness, i.e. scoring ≥ 4 on a data richness scale (see 
Table 1).

To answer RQ3, we included studies set in ICT, health-
care, and construction sectors, and in SMEs, scoring ≥ 3 
on the data richness scale to account for potentially fewer 
articles (see Table 2). Studies including multiple sectors, 
were sampled if they reported separately on relevant sec-
tors. Where studies did not report sector or organisation 
size, authors were contacted. We piloted the sampling 
framework on the first 10 studies. Discrepancies were 
discussed by the research team.

Data extraction, synthesis, and presentation
We brought together multiple reports of the same study 
at data extraction and considered all publications related 
to that study, however, we only extracted quotes regard-
ing barriers and facilitators to implementation from 
reports assessing implementation.

Multiple reviewers (CP, HS, CL, AO, AD, JCS, FT, 
BH, LDW, SM) systematically extracted data and used 
bespoke data extraction sheets in Microsoft Excel (Addi-
tional file  4). The extraction sheet was piloted on the 
first five studies and amended as required. Two review-
ers independently extracted data from 15% of studies. All 
extracted data was cross-checked by a second reviewer 
(CP). Any disagreements were resolved through discus-
sion with a third reviewer (CL, MM).

To address RQ1, we mapped all eligible primary 
research studies by extracting details of study charac-
teristics (e.g. aim, design (coded according to EPOC 
[68]), setting (e.g. country, sector, organisation size 
(coded as small < 49 employees, medium 50–249 
employees, or large > 250 employees [69], data rich-
ness (see Table 1), and country (coded using the World 
Bank) [70].

To address RQ2, we extracted additional details 
of study design, intervention characteristics (guided 
by the TIDieR checklist) [71], and quotes providing 
rich data on barriers and facilitators to intervention 
implementation which were reported in the methods 
or results sections of studies. In the first stage of our 
synthesis, quotes were extracted verbatim and coded 
deductively using a best-fit framework [72]. Our analy-
sis was facilitated by Nielsen and Randall’s framework 
of factors influencing the implementation of occupa-
tional health interventions [73] (see Fig.  1). We chose 
this model because it attends to psychological and 
organisational mechanisms that hinder and facilitate 
desired intervention outcomes. The potential for stigma 
to impact the adoption and uptake of interventions 
indicated that the inclusion of psychological mecha-
nisms was potentially important. We operationalised 
the model using four overarching domains: the inter-
vention activities; implementation strategy; the inter-
vention context; and mental models. Contextual issues 
relate to the organisational and economic context in 
which the intervention takes place. Mental models 
relate to the participants’ readiness for change and their 
appraisal of the intervention of key stakeholders.

After initial coding, we thematically synthesised 
[74, 75] data within each domain inductively, which 
involved reducing the data into relevant themes. These 
steps were iterative, e.g. in some cases a finalised theme 
and supporting data fitted best in a different domain of 
the framework and were moved. This synthesis process 
was conducted on studies addressing RQ2 and studies 
set in healthcare settings and SMEs to address RQ3. 

Table 2 Types of included interventions [9]

Category of intervention aim Examples

To help protect mental health by reducing work‑related risk factors Job strain, poor working conditions, and job stressors such as job insecurity, 
psychological harassment (e.g. due to stigma), low social support at work, organi‑
sational injustice, and effort‑reward imbalance

To promote workplace mental health well‑being by creating posi‑
tive aspects of work and developing employees’ strengths

satisfaction, well‑being, psychological capital, positive mental health, resilience, 
and positive organisational attributes such as authentic leadership, supportive 
workplace culture, and workplace social capital

To respond to mental health problems when they occur Interventions targeting individuals with mental health problems, such as burn‑
out, stress, anxiety, depression or return to work for individuals with absence due 
to mental health problems



Page 7 of 24Paterson et al. Systematic Reviews          (2024) 13:152  

Only one study was identified for both the construction 
[76] and ICT [77] sectors, therefore syntheses could not 
be conducted.

Study quality assessment
One review author (CP, HS, CL, AO, AD, JCS, FT, BH, 
LDW, SM) assessed methodological limitations for each 
study sampled for RQ2 and RQ3, with 15% rated inde-
pendently by a second reviewer (CP) to ensure consist-
ency. The Mixed Methods Appraisal Tool (MMAT) [78] 
supplemented by an 8-item process evaluation tool [79, 
80] was used for these assessments.

Assessing our confidence in the review findings
One reviewer (CP, HS, CL, AO, AD, JCS, FT, BH, LDW, 
SM) used the GRADE-CERQual (Confidence in the Evi-
dence from Reviews of Qualitative research) to assess 
our confidence in each finding [81]. A second reviewer 
reviewed assessments and justifications to ensure con-
sistency. Each finding was classified as low, moderate, or 
high confidence based on the strength of the evidence.

Results
RQ1: scope of the research
Study selection results
We identified a total of 6313 titles and abstracts pub-
lished between 2009 and 2022. We considered 462 full-
text papers. Twelve systematic reviews were identified; 

however, none of these directly addressed our research 
questions therefore they were subsequently excluded 
and instead we used these as a source to identify relevant 
primary studies. Forty-three primary studies were eligi-
ble for inclusion to address RQ1 (see Fig. 2). Reasons for 
exclusions can be found in Additional file 5.

Description of the studies
Studies were conducted mainly in high-income countries. 
Most studies were conducted in the UK (26%) or Aus-
tralia (16%) and in large organisations (72%) (Table  3). 
The studies encompassed a range of private and public 
sectors most of which were healthcare (40%) or multiple 
organisations (38%) Few were conducted in construction 
(n = 1) or ICT (n = 1). Data extracted from primary stud-
ies can be found in Additional file 6.

Summary of intervention characteristics
All three intervention types, according to the Integrated 
Workplace Model of Mental Health (protection, pro-
motion, responding), were represented in the included 
studies with a balanced mix of work-directed and worker-
directed interventions (see Table 4). Most of these were 
interventions that promoted workplace mental health 
well-being by creating positive aspects of work, such 
as management behaviours and developing employees’ 
strengths by building resilience or stress management 
techniques (n = 24). There were fewer studies with an 

Fig. 1 Nielsen and Randall’s [73] framework of factors influencing the implementation of occupational health interventions
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intervention focused on the protection of health by mod-
ifying harmful psychosocial working conditions (n = 11) 
and interventions with a focus on responding to men-
tal health problems in individuals when they occurred 
(n = 8). Twenty interventions were mainly work-directed 
(organisational interventions), 21 were worker-directed 
(individual interventions) and 2 interventions targeted 
both, workers and work (integrated interventions).

Interventions were mostly delivered face to face 
(n = 28), with a few being delivered online or via a smart-
phone (n = 7) or using multiple methods (n = 3) such as 
face-to-face and online or DVD and telephone. Some 
studies did not report the intervention delivery mode 
(n = 5).

RQ2: Qualitative evidence synthesis of barriers 
and facilitators to implementation
Results of the sampling framework
Of the 43 eligible studies identified for RQ1, 22 had data 
richness of ≥ 4 and were synthesised for RQ2. For RQ3, 
16 studies had a data richness ≥ 3 and were set in the 
healthcare sector, and 5 had a data richness ≥ 3 and were 
set in SME. Since few were conducted in construction 
(n = 1) or ICT (n = 1) syntheses could not be conducted. 

Overall, there were 35 unique studies included in the 
analyses. Data extraction can be found in Additional 
files 7 (RQ2) and 8 (RQ3).

Study quality assessment
The quality assigned to the studies’ process evaluation in 
terms of the reliability of their findings was rated as high 
in 12 studies [76, 82, 92, 100–105, 116, 117, 120], medium 
in 17 studies [42, 93–97, 106–111, 113–115, 118, 119], 
and low in six studies [77, 83, 84, 91, 98, 112].

The quality assigned to studies’ process evaluation in 
terms of the usefulness of their findings was rated as high 
in 15 studies [76, 82, 92, 97, 100–103, 105, 107, 116–120], 
medium in 16 studies [83, 84, 93–96, 98, 104, 106, 108–
114], and low in four studies [42, 77, 91, 115]. Further 
details of the study quality assessment can be found in 
Additional file 9.

Review findings
Multiple factors hindering and/or facilitating imple-
mentation were identified and mapped onto Nielsen and 
Randall’s (73) framework domains. All factors (i.e. barri-
ers and facilitators) were thematically synthesised, creat-
ing several themes within each domain, which formed 

Fig. 2 PRISMA 2020 flow diagram. Adapted from: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 
statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71. https:// doi. org/ 10. 1136/ bmj. n71. For more information, visit: 
http:// www. prisma‑ state ment. org/

https://doi.org/10.1136/bmj.n71
http://www.prisma-statement.org/
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the basis of each finding. An overview of findings and 
GRADE-CERQual assessment are presented in Table  5. 
More details, with example quotes, are reported in Addi-
tional file 10. CERQual assessments are detailed in Addi-
tional files 11, 12, and 13 for each RQ.

Intervention activities
Synthesised findings within the ‘intervention activities’ 
domain included: intervention content; flexibility and 
tailoring of intervention delivery; consolidating learning 
and sustaining knowledge; fostering good relationships, 
and a culture of openness.

Nine studies [82, 83, 93, 98, 103, 106, 113, 117, 119] 
reported factors on flexible intervention delivery in RQ2. A 
range of delivery modes [83, 98, 103, 106, 119], and lengths 
[93, 113] of delivery were preferred by different partici-
pants. Flexibility was perceived positively [93, 113, 119].

Six studies reported factors associated with consolidat-
ing and sustaining knowledge [92, 98, 103, 112, 117, 119]. 
Barriers included time between intervention sessions 
and ownership of the intervention (or components of the 
intervention) by external companies or consultants which 
can restrict or prevent access to intervention materials 
in the longer term [92, 112], whilst facilitators included 
reminders and refresher sessions [98, 103, 117, 119].

The intervention content relevance and tailoring were 
identified in 11 studies [83, 93, 94, 97, 98, 103, 107, 113, 
116, 117, 119]. This included tailoring intervention con-
tents for the organisation, sector, or individual as facilita-
tive [83, 93, 97, 113, 116, 117, 119], while not considering 
the relevance of the intervention to the contextual issues 
was hindering [107, 116].

Fostering relationships and a culture of openness was 
mentioned by 11 studies [92, 94, 97, 100, 108, 112, 116–
119]. Facilitating factors included, attending interven-
tions with colleagues [98, 100, 108, 112], credible and 
relatable instructors [97, 108, 116, 118, 119] sometimes 
with lived experience of mental health issues or the sec-
tor [108, 119], and using a shared language [108, 112]. 
Barriers included instructors lacking compassion [119], 
and unclear language [92]. Group interventions including 
mixed levels of seniority [108, 117] and having internal or 
external intervention providers [94, 97, 116] were seen as 
both a barrier and facilitator to developing a culture of 
openness.

Implementation strategy
The themes identified within the implementation strat-
egy included: management/leadership buy-in and sup-
port; communication of clear and succinct information; 
change agents; assistance and backing to engage in the 
intervention (practical support); stakeholder engage-
ment; participant choice (voluntary versus mandatory); 
clarification of roles, responsibilities, and boundaries; 
coherence with the organisations values, policies, and 
structures; and intervention initiation.

Management/leadership buy-in and support were 
reported in 14 studies [83, 92–96, 100, 108, 111, 113, 
116–119]. Leadership support from every level [83, 94, 
100] to endorse, prioritise, and promote the value of the 
intervention [83, 93, 95, 100, 103, 108, 113, 116, 117, 119] 
facilitated implementation, while a lack of leadership or 
managerial support hindered implementation [96, 97, 
108, 116, 118, 119].

Table 3 Characteristics of included primary studies

Study characteristics (n = 43) Number of 
studies

Percentage

Study by country

 United Kingdom 11 26%

 Australia 7 16%

 Canada 4 10%

 United States of America 3 7%

 Denmark 3 7%

 Germany 3 7%

 Netherlands 3 7%

 Sweden 2 5%

 Finland 1 2%

 Norway 1 2%

 Spain 1 2%

 Switzerland 1 2%

 Turkey 1 2%

 Multiple 1 2%

 Unknown 1 2%

Organisations by type

 Healthcare only 17 40%

 Multiple organisations 16 38%

 Education only 3 7%

 Police only 2 5%

 Construction only 1 2%

 Technology only 1 2%

 Prison only 1 2%

 Logistics only 1 2%

 Utilities 1 2%

Organisation by size

 Large (> 250 employees) 31 72%

 Small (< 49 employees) ‑ 3 7%

 Mixed 3 7%

 Unclear 3 7%

 Medium (50–249 employees) 2 5%

 Small to large 1 2%
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Communication (n = 13) [83, 92–94, 98, 100, 107, 
108, 112, 113, 116, 118, 119] about the value, need, 
benefit, and accessibility of the intervention was facili-
tative [83, 100, 108, 119], while a lack of communica-
tion was a barrier [93, 112, 116, 118]. Using existing 
[100] and varied [92, 94, 107, 118, 119] communication 
channels was beneficial as was regular communication 
[83, 94, 98, 107, 113].

Various change agents were identified in several stud-
ies (n = 8) [83, 94, 97, 100, 118–120] as key facilitators of 
implementation. Further, different forms of support were 
reported across studies [97, 105, 113, 117, 119], e.g. shar-
ing information or lacking [92, 93, 98, 105, 107, 118, 119], 
e.g. minimal technical support.

Stakeholder engagement was reported by 10 studies 
[83, 92, 94, 95, 97, 98, 100, 113, 117, 118] as facilitating 
implementation, for example, via multidisciplinary stake-
holder groups [94, 97, 98, 113] and engaging staff at all 
levels in decision making [83, 92, 94, 95, 103, 113, 118].

Participant choice was discussed in four studies [97, 
100, 117, 119]. Voluntary participation was valued [100]; 
however, for some sectors, mandatory participation may 
be beneficial [97, 119].

Four studies reported on roles and responsibilities [93, 
103, 107, 119], clearly established roles and responsibili-
ties helped implementation [107], while a lack of clarity 
was a barrier [93, 103, 119].

Intervention integration with the organisation 
was highlighted by six studies [94, 98, 108, 111, 116, 
118]. Overall, interventions contradicting usual 

organisational values/policies and structures can cause 
barriers [111, 116], while those that align can facili-
tate implementation [108, 118]. Finally, two studies 
reported reasons for intervention initiation, including 
recognition of the impact of mental health issues [116], 
and alignment with organisational strategy [119].

Context
Themes identified in the context domain included: 
workload demands; availability of internal resources; 
organisational stability; and cultural alignment. Twelve 
studies mentioned the role of workload demands, in 
particular those that were excessive or poorly managed 
as having a negative impact on implementation [83, 92, 
93, 96–98, 100, 103, 106, 111, 116, 119].

Four subthemes emerged pertaining to the availability 
of internal resources to support implementation: staff-
ing levels [83, 92, 95–97, 113], the affordability and flex-
ibility of time provision [83, 94, 97, 98, 105–108, 108, 
111, 116, 118], the adequacy and availability of suitable 
physical environments for intervention activities [97, 
100, 103, 105–107, 116], and financial resources to sup-
port the intervention [83, 97, 100]. Four studies out-
lined the influence of organisational stability or change 
on implementation activities [82, 94, 95, 97]. Finally, 
the extent to which the culture of the organisation rela-
tive to the aims and objectives of the intervention activ-
ities was found to influence implementation across five 
studies [83, 97, 98, 108, 111].

Table 4 Intervention characteristics

Intervention type Studies

To protect mental health by reducing work‑related risk factors (n = 11)
Work‑directed intervention (n = 11)

• Risk assessments and action planning [82–90]
• System engineering for patient safety [91]
• Job redesign [92]

To promote workplace mental health well‑being by creating positive 
aspects of work, and developing employees’ strengths (n = 24)
Work‑directed intervention n = 8 [42, 93–99]
Worker‑directed intervention n = 14 [77, 100–112]
Integrated intervention (work‑ and worker‑directed) n = 2 [113, 114]

Creating positive work environments
• Improving management/leadership competencies, behaviours, or standards 
[42, 93–99]
• Improving team working [115]
Developing employees’ strengths
• Mindfulness [100–102, 106]
• Stress management techniques and resilience enhancement, e.g. achieving 
life balance, time management, maintaining a positive outlook, relationships, 
and networking, emotional intelligence styles [77, 103, 107, 108, 112]
• Cognitive behaviour therapy to improve coping [105]
• Yoga [109]
• Recovery promoting activities [110]
• Booster breaks [111]
Develop health‑promoting leadership and work design together with support‑
ive teams, and individual strengths [113, 114]

To respond to mental health problems when they occur (n = 8)
Worker‑directed intervention n = 8

• Mental health first aid [76, 104, 116–119]
• Return to work support: e.g. Cognitive Behaviour Therapy to improve problem‑
solving [120, 121]
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Mental models
Themes identified in the mental model’s included: pre-
vious experience and awareness of mental health issues; 
previous experience of organisational initiatives; per-
ception of intervention (usefulness) as motivation to 
engage; and stigma about mental health issues per-
ceived confidentiality issues.

Previous experience or awareness of mental health 
issues can facilitate engagement [108, 118, 119], while a 
lack of awareness is hindering [94, 105, 106]. Addition-
ally, previous negative experiences of organisational 
initiatives can negatively impact expectations [83, 105, 
112], while previous positive experiences of similar 
interventions facilitate positive attitudes [100].

Various factors affecting motivation to use the interven-
tion were reported in nine studies [92, 96, 98, 100, 106, 111, 
116, 117, 119]. Curiosity, perceived usefulness, and progress 
towards resolution were facilitators [92, 100, 106, 117], 
while a lack of self-discipline, interest, and perceived useful-
ness of the intervention were barriers [96, 98, 111, 116].

Finally, seven studies reported stigma [97, 105, 107, 
116–119], as a barrier to engagement [97, 105, 107, 
116]. Sharing personal stories and open dialogue about 
mental health was a facilitator to overcoming stigma 
and engagement [117, 119].

For RQ2, facilitators graded as having ‘high confi-
dence’ included relevant and tailored programme con-
tent, continuous and pro-active leadership buy-in and 
support, internal or external change agents and cham-
pions as drivers of change, assistance, and backing-up 
by managers and peers, resources, and experience and 
awareness with mental health issues.

For RQ3a, in the health care sector, specific facilita-
tors were identified as easy accessibility of interven-
tion with time provided, fostering relationships with 
instructors, and where relevant, peers, clear com-
munication, and perceptions of intervention. Stigma 
and confidentiality issues were reported as barriers 
overall (high confidence). Due to a lack of studies in 
construction and ICT, separate analyses were not pos-
sible for these sectors. For RQ3b, SMEs, the only addi-
tional finding (of moderate confidence) was within the 
domain of implementation strategies and reported on 
‘promoting participation in the intervention’.

The findings answering research questions two and three 
were mostly thematically consistent across all syntheses. 
Only a few findings from RQ2 do not apply to our findings 
within the healthcare sector (RQ3a) or SMEs (RQ3b), i.e. 
voluntary participation and intervention initiation.

Review author reflexivity
In keeping with quality standards for reflexivity within 
qualitative research, we maintained a reflexive stance 

throughout all stages of the review process. We consider 
how our views and beliefs could influence the choices 
we make in relation to the scope of the review and our 
review methods, our interpretation of the data, and 
our findings. The review team is from varied profes-
sional backgrounds, many with mental health expertise 
and experience in qualitative research and systematic 
reviews. Core review authors (BA, BG, MM, and CL) 
have experience in implementation science, with (CP, 
HS) from nursing and psychology backgrounds with 
experience undertaking systematic reviews. Other 
authors (AO, FT, JCS, GP, LW, NF, AD, BH, PC, SM, UH, 
EA) provided a quality review role. During each stage of 
the entire review, the team constantly referred to each 
other to resolve conflict, making team decisions that 
reflected the multi-disciplinarity of the team members 
with backgrounds in diverse theories and methods. Using 
this approach, we believe that our classification of barri-
ers and facilitators and the interpretation of the different 
studies are comprehensive and reduce the influence of 
individual researcher subjectivity.

Discussion
This review set out to establish the scope of interven-
tion studies investigating the implementation of work-
place mental health promotion interventions (RQ1) and 
to synthesise the evidence of barriers and facilitators to 
implementation (RQ2) with a specific focus on the con-
struction, healthcare, and ICT sectors (RQ3a) and on 
SMEs (RQ 3b) using studies that report rich data.

We discovered limited implementation evidence spe-
cific to the construction and ICT sectors. We also found 
that whilst a range of different workplace mental health 
interventions exists, most interventions targeted indi-
vidual workers with a wide scope of programme types, 
for example, mindfulness training, yoga classes, and 
mental health first-aid opportunities. A smaller num-
ber of studies targeted the improvement of psychosocial 
working conditions or the work environment as part of 
an organisational intervention, including action plan-
ning based on risk assessments or supervisor capacity 
training.

Factors affecting implementation were identified across 
all Nielsen and Randall framework [73] domains. Our 
findings showed several barriers and facilitators that 
were judged to be well supported by the studies. In rela-
tion to RQ2, high-confidence findings pointed to aspects 
of the intervention itself such as relevance and tailoring, 
and mental models that related to experience and aware-
ness of mental health issues appeared to be a facilitator, 
whereas stigma and confidentiality issues appeared as 
barriers.
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One of the key findings of our review was the impor-
tance of supervisors and senior management in the 
implementation process. Although classified under the 
domain of ‘implementation strategies’, manager support 
can affect different domains represented in the Nielsen 
and Randall model [73] and influence the specific inter-
vention activities, context, and mental models. Our find-
ings are in line with research, that has repeatedly stressed 
the importance of line managers and senior management 
to support or obstruct workplace mental health interven-
tions [122–124]. Managers usually have a great respon-
sibility in implementing mental health interventions and 
are key players in allocating resources for interventions 
and continued support for sustained delivery, encour-
aging the uptake of such programmes [26, 125]. Lack of 
supervisor and manager support and adoption of inter-
ventions can be reflective of a range of reasons, such as 
lack of awareness and knowledge about mental health; 
limited skills for how to approach individuals with symp-
toms of compromised mental health [126]; limited com-
petencies to modify psychosocial working conditions; 
managers’ own stressful working conditions and lim-
ited decision latitude [127] and competing interests for 
the use of staffing and financial resources [26]. Scholars 
therefore stressed the importance of manager and super-
visor training as part of the intervention and implemen-
tation process [125, 128, 129] alongside building specific 
implementation ‘capacity’ [130].

The importance of mental models was another clear 
result of our review, particularly awareness of mental 
health issues, mental health stigma, and participants’ 
concerns about confidentiality. Stigma and confidential-
ity issues were highlighted as barriers for help-seeking 
and engaging in the intervention [71, 82]. Interestingly, 
only a few of the studies included an explicit anti-stigma 
component as part of their intervention. Research evi-
dence although methodologically limited, highlights that 
workplace anti-stigma interventions can positively influ-
ence knowledge, attitudes, and supportive behaviour 
towards people with mental illness [131]. Anti-stigma 
components may form an important aspect of the imple-
mentation strategy of workplace mental health interven-
tions [132].

To our knowledge, this is the first review to distil spe-
cific barriers and facilitators for implementation spe-
cific to sectors (we included healthcare, construction, 
and ICT) and specifically for SMEs. While some studies 
used samples from multiple organisations, including con-
struction and ICT among other sector organisations, the 
results were not specifically reported by sector or organi-
sation, making a meaningful synthesis not possible.

Nevertheless, we identified enough studies to assess 
barriers and facilitators in health care and distil results 

rated at a ‘high confidence’ level. Many findings identi-
fied for research question 2 were also found in studies 
conducted in health care; however, certain findings seem 
to be particularly important for implementation in this 
sector, e.g. accessibility of the intervention, clear com-
munication, timely and relevant information, and time 
to plan and engage in the implementation all pointing 
to the fact that time pressure is a specific challenge. In 
addition, since most employees work in shift systems, 
clear communication and accessibility of information is 
crucial. Also here stigma about mental health was identi-
fied as a barrier, confirming research showing that mental 
health stigma is also widespread among healthcare work-
ers [133], even though many nurses and physicians suf-
fer from mental health problems like burnout themselves 
[134, 135].

In relation to specific barriers and facilitators for the 
implementation in SMEs, the low number of studies 
limited the level of confidence in findings to ‘moder-
ate’ or ‘low’. While all identified barriers and facilitators 
were similar to the general findings, one particular fac-
tor deserves further discussion, namely leadership sup-
port for the intervention. It has been noted that SME 
managers and owners experience particular challenges 
in implementation due to the variety of professional roles 
and responsibilities with high levels of stress [136]. As an 
important detail of our findings, particularly in SMEs, the 
lived experience of supervisors experiencing workplace 
mental health issues was a facilitator to engaging in the 
intervention and driving change [42, 137]. The study by 
Moll et al. [117] highlighted this as a significant facilitator 
for employee participation, when leaders talked openly 
about their own mental health problems, thereby creat-
ing an open and non-judgemental dialogue. Scholars 
have argued that particularly in SMEs, leaders can serve 
as a ‘contagion’ of good mental health due to their prox-
imity to employees [137].

This review complements the findings of other reviews 
about barriers and facilitators of workplace health inter-
ventions [26, 30]. Compared to the review by Yarker et al. 
[26] that was restricted to studies published between 
2019 and 2021, our review covers a larger time span 
(2009–2022) and also identified more but mostly different 
studies (only 5 studies identified in Yarker et al. were also 
identified in our review) as we included all study designs, 
while Yarker et al. only included qualitative studies. The 
review by Daniels et al. [30] identified studies published 
between 2009 and 2018, thereby not including studies up 
to 2022, which are included in our review. However, using 
a much broader approach in their search including all 
studies that report on the implementation and effects on 
psychological well-being, regardless of the intended focus 
of the intervention, they identified a much larger number 
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of studies (74 studies described in 117 papers). Neverthe-
less, again the overlap with the studies identified in this 
review is small (around 30% of the studies identified in 
our review are included in the reviews by Daniels et al.). 
All three reviews use a different framework for synthesiz-
ing the results, thereby focussing on somewhat different 
aspects. For example, while Daniels et al. developed their 
own coding frame based on prior systematic reviews and 
frameworks, Yarker et al. used the Implementation Out-
come Framework by Peters et al. [138] and a qualitative 
meta-synthesis approach. Despite all these differences, 
the three reviews show similarities in their findings 
including the importance of continuous and pro-active 
leadership buy-in and support, as well as the need for 
relevant and tailored content of the intervention. In addi-
tion, each review further investigates different aspects 
according to their specific approach. Daniels et  al. also 
highlight the essential role of mechanisms (often associ-
ated with social factors) that need to be activated for the 
intervention to be implemented, while Yarker et al. point 
to the essential role of appropriate facilitator training. 
However, none of the other reviews investigated imple-
mentation barriers and facilitators specifically for SMEs 
and within specific sectors such as the healthcare sector.

Our review has relevance for both practice and 
research into addressing workplace mental health. The 
review was conducted during the formation of the MEN-
TUPP intervention and was used to shape the develop-
ment of the intervention and its implementation. The 
findings can also be relevant to other workplace men-
tal health interventions and their implementation. The 
results of this review therefore should be used to improve 
the implementation of mental health interventions at 
work. However, this review also identified important 
knowledge gaps about implementation in SMEs and 
male-dominated sectors.

Strengths and limitations
This review follows good practice in conducting and 
reporting systematic scoping reviews [45–47] and 
meta-synthesis [48, 49, 139]. A particular strength is 
the comprehensive and rigorous search strategy using 
11 databases with the inclusion of the grey literature. 
Consultation with experts and stakeholders, in accord-
ance with good practice for conducting systematic 
reviews [140, 141], allowed us to capture any addi-
tional studies within the scope of our search strategy. 
Another strength was the transdisciplinary approach to 
evidence synthesis guided by established frameworks 
used in implementation science [73, 142]. Further, the 
evidence synthesis focussed on findings presented in 
the results sections of the original articles and did not 
use information or statements provided by the authors 

in discussion or conclusion sections to ensure that the 
synthesis was not biased by values or subjective views 
of the original authors.

Some limitations of the review need to be consid-
ered. Our searches were limited by date to reflect 
implementation issues in modern workplaces. How-
ever, we may have excluded important studies pub-
lished prior to 2009. The assessment tool for the 
quality of included studies was not designed to assess 
researcher reflexivity, which is key to understand-
ing the results of qualitative studies [143]. We were 
therefore not able to gauge the level of influence the 
researchers may have had on the individual study pro-
cess and outcome. We used unevaluated filter terms 
to search the literature, which is considered experi-
mental [144]. However, other recommended meth-
ods for searching for implementation evidence, e.g. 
shifting the identification of included studies from 
the search process to the sifting process [144], were 
not feasible given the breadth of interventions that 
were included in this review, combined with available 
review resources. To strengthen our identification pro-
cess, we applied additional approaches. For example, 
we (i) contacted authors of studies included in related 
effectiveness reviews to identify potential process 
evaluations, (ii) we contacted active researchers in 
the field and asked them to review our list of included 
studies and suggest other possible studies, and (iii) we 
reviewed reference lists of relevant reviews.

Current and future work
The limited number of organisational-level interventions 
with process evaluation identified in this review is in line 
with findings reported in other overviews [26, 30] and 
has been critically commented on by several scholars [9, 
145] asking for more organisational-level interventions 
with a thorough evaluation. Further research may also 
focus on the question of intervention-type-specific bar-
riers and facilitators. It can be hypothesised, that obsta-
cles to implementation differ between organisational and 
individual interventions [146]. Whereas stigma, confi-
dentiality, and disclosure issues may play a predominant 
role in individual interventions, it can be expected that 
issues related to organisational power struggles and defi-
nitions of roles may be relevant for organisational inter-
ventions. However, this review did not include enough 
interventions and sufficient data richness to fully exam-
ine implementation factors associated with intervention 
focus (protection, promotion, treatment) or delivery 
mode. More detailed knowledge that can help to address 
the specific barriers and facilitators for specific interven-
tions and delivery modes would be beneficial.
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Conclusion
The results of this review provide high-confidence evi-
dence of barriers and facilitators to implementation of 
mental health interventions at work which could serve 
as guidance when designing intervention studies. Nev-
ertheless, the review also shows that we know most 
about implementation in large organisations in high-
income countries and in the healthcare sector. There is an 
absence of implementation evidence in the ICT and con-
struction sector and a dearth of evidence in SMEs which 
should be addressed in future research.
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