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Abstract 

Background The problem of mental ill-health in doctors is complex, accentuated by the COVID-19 pandemic, 
and impacts on healthcare provision and broader organisational performance. There are many interventions 
to address the problem but currently no systematic way to categorise them, which makes it hard to describe 
and compare interventions. As a result, implementation tends to be unfocussed and fall short of the standards 
developed for implementing complex healthcare interventions. This study aims to develop: 1) a conceptual typology 
of workplace mental health and wellbeing interventions and 2) a mapping tool to apply the typology within research 
and practice.

Methods Typology development was based on iterative cycles of analysis of published and in-practice interventions, 
incorporation of relevant theories and frameworks, and team and stakeholder group discussions.

Results The newly developed typology and mapping tool enable interventions to be conceptualised and/
or mapped into different categories, for example whether they are designed to be largely preventative (by 
either improving the workplace or increasing personal resources) or to resolve problems after they have arisen. 
Interventions may be mapped across more than one category to reflect the nuance and complexity in many mental 
health and wellbeing interventions. Mapping of interventions indicated that most publications have not clarified their 
underlying assumptions about what causes outcomes or the theoretical basis for the intervention.

Conclusion The conceptual typology and mapping tool aims to raise the quality of future research and promote 
clear thinking about the nature and purpose of interventions, In doing so it aims to support future research and prac-
tice in planning interventions to improve the mental health and wellbeing of doctors.

Keywords Wellbeing, Typology, Doctors, Mental health, Mental ill-health, Burnout, Intervention, Stress, Resilience, 
Prevention

Background
Quality of care in healthcare services is significantly 
affected by the capacity of the healthcare workforce to 
deliver it. A key contributor to this capacity is the well-
being of staff, however, medicine—and healthcare more 
broadly—is in the midst of a wellness crisis, with high 
levels of stress, burnout, compassion fatigue, and men-
tal ill-health [1, 2]. This was already urgent before the 
COVID-19 pandemic, resulting in doctors working when 
unwell, taking time off or leaving the profession alto-
gether [3, 4], all of which ultimately impact on patient 
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care [5]. These problems have been exacerbated by the 
COVID-19 pandemic, with increased pressures placed 
on already strained staff [6–8]. The implications of these 
issues are widespread, negatively affecting individual 
doctors, organisations, and patients [1, 3, 9, 10].

Despite the prevalence of these concerns, existing solu-
tions appear to have limited effects, as the situation con-
tinues to worsen [11–13]. We have identified two critical 
gaps in the current approaches to mental health and well-
being interventions research. Firstly, whilst there is wide-
spread acknowledgement that the causes of the problems 
are multi-faceted [5, 14, 15], interventions have tended 
to focus on personal resilience, often aiming to increase 
the individual’s capacity to manage the demands of their 
work [10, 16]. Given the complexity and scale of the prob-
lem, meaningful interventions need to target multiple 
aspects of healthcare systems, not individuals alone [10, 
15, 16]. As combinations of interventions are common-
place in workplaces, interacting to produce their impacts, 
we need a way to map multiple interventions in their spe-
cific contexts rather than studying them in isolation.

Secondly, there is limited understanding and a lack of 
specific guidance on how to implement mental health 
and wellbeing interventions and improve existing offer-
ings [15]. Whilst an array of potential interventions have 
been suggested, there is not a clear organising framework 
through which these can be categorised and understood 
[15]. This is problematic because it poses a barrier to 
describing and comparing interventions and means that 
implementation tends to be ill-considered, haphazard, 
and not tailored to the specific issue. This can result in 
a plethora of new initiatives, rather than an optimisation 
of those already in place. The importance of identifying 
underlying processes and functions within the design and 
implementation of complex interventions is highlighted 
within the Medical Research Council (MRC) framework 
and guidance [17] where it is regarded as essential both 
for standardisation of intervention design and flexibility 
within delivery.

Therefore, further work is needed to conceptualise the 
types of interventions that can be used to support doc-
tors’ mental health and wellbeing at work, and also to 
develop a way to capture the combinations of interven-
tions offered in practice.

Study approach
This study drew on the principles of realism to consider 
the theoretical basis of different interventions by consid-
ering the causal mechanisms underpinning them [18]. 
Realist approaches seek to understand whether pro-
grammes (interventions) work, for whom and under what 
circumstances, how and why. They develop explanatory 
theory about how outcomes are caused when underlying 

mechanisms are activated in conducive contexts [18, 19]. 
Pawson proposed the idea of ‘reusable conceptual plat-
forms’, meaning that interventions—even those with dif-
ferent names and labels, or in different settings—often 
share common mechanisms, so identifying these groups 
or ‘families’ of interventions can help identify how and 
why they work (or not) [19]. This was reflected in our 
previous research, which found interventions helping 
to reduce doctors’ mental ill-health at work were based 
on a limited number of assumptions, such as a support-
ive workforce culture [15]. In other words, interventions 
focused on developing policies and interventions that 
produce a supportive workforce culture could be one 
‘reusable conceptual platform’ or ‘family’ of interventions 
[18, 19].

In this study we develop a conceptual typology by iden-
tifying these ‘families’ of interventions that could be used 
to support doctors’ mental health and wellbeing at work, 
and to also create a mapping tool through which the dif-
ferent interventions offered in practice can be mapped 
and described. We anticipate that the conceptual typol-
ogy and mapping tool will help those researching and 
implementing interventions to clarify their nature and 
purpose, and in doing so use them more effectively to 
improve the mental health and wellbeing of doctors.

Use of terms
We have taken a broad and inclusive approach, reflecting 
the reality of practice in medical organisations, using the 
term “mental health and wellbeing” to encompass a wide 
range of intended outcomes. We recognised the chal-
lenges of defining terms such as “wellbeing” and “mental 
health”, not least because these are sometimes included 
in the same definition and other times considered sepa-
rately. We also wanted to ensure that our study included 
a spectrum of interventions from those designed to pro-
actively support the mental health and wellbeing of the 
whole workforce, to those targeting individual doctors 
with specific problems.

Similarly, "intervention" was also defined broadly: as 
any action, activity and/or resource designed to improve 
doctor wellbeing and/or mental health. This included 
interventions designed to operate at different levels, 
including individual, team, organisational, and national.

Methods
Aim
To conceptualise and categorise existing workplace men-
tal health and wellbeing interventions for doctors.

Objectives
To develop:
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1) a conceptual typology of workplace mental health 
and wellbeing interventions.

2) a mapping tool to apply the typology within research 
and practice.

Study design
The study was an evidence synthesis of peer-reviewed 
literature and existing practice-based interventions, 
drawing on existing theories and gaining stakeholders’ 
insights. The development of the conceptual typology 
and the mapping tool were concurrent and involved mul-
tiple iterations.

Involving stakeholders
Given the messy reality of healthcare practice, proposed 
solutions are most likely to be successful if research-
ers co-create them with practitioners [17, 20]. Doing 
so draws on the implicit local and experiential knowl-
edge of a range of relevant stakeholders in a way that 
acknowledges the full complexity of healthcare envi-
ronments, policies, and processes. Therefore, the study 
was supported by an online stakeholder group, drawn 
from multiple healthcare settings across England, which 
met regularly to discuss the research process, findings, 
outputs, and dissemination. The stakeholders repre-
sented different perspectives, including doctors from 
shortage specialties, doctors who have experienced 
mental ill-health, other healthcare professionals and 
managers, patients and the public, and doctor support 
organisations.

Locating interventions for typology development
We started by identifying interventions within the 179 
included papers from our recent ‘Care Under Pressure’ 
(CUP1) realist review on the same topic [15]. Details of 
the 179 papers are available in Table  2 of the published 
report [15]. As we wanted to ensure that the typology 
was inclusive of the full range of interventions available, 
we considered the full set of papers from this review. 
These reported on both existing and recommended inter-
ventions, and also included expert opinion and policy 
reports in addition to published research studies. Exam-
ples of interventions in this literature included mindful-
ness training [21], Schwartz rounds [22], and wellness 
programs [23].

The full process of typology development and testing is 
shown in Fig. 1.

Analysing interventions and developing the initial 
typology
An initial subset of the 179 articles was reviewed to 
start identifying potential types of interventions. Five 

intervention papers were selected with diverse method-
ology (quantitative, qualitative, mixed) and intervention 
level (individual, structural, mixed). An Excel spread-
sheet was designed to capture key points, including the 
targeted problem, mechanism, duration, and who was 
responsible for implementation. Data was extracted from 
the papers concurrently by five authors (AM, AP, CB, 
DC, KM). After discussion, the table was amended and 
a further five papers were selected on the same basis and 
analysed, by six authors (AM, AP, CB, DC, KM, JS).

A log of the amendments and reflections on challenges 
with the process was kept for discussion at weekly typol-
ogy development meetings. This process continued until 
25 papers had been reviewed. We explored different ways 
of structuring the typology, including using dimensions 
along a continuum (e.g. prevention-treatment; accessi-
ble-hard to access; informal-formal) and categories (e.g. 
helping people to cope/ making people feel valued). The 
work was shared with the full research team for comment 
and discussion, and a ‘long list’ of possible dimensions 
and categories was developed and shared with the stake-
holders for feedback.

Further iterations of the typology
From the stakeholder feedback, we narrowed the initial 
longlist into a shortlist of dimensions and categories, 
which were used to pilot possible typology options. This 
process identified that the published literature did not 
typically include sufficient information to plot interven-
tions confidently on a continuum of any of the identified 
dimensions, so we decided to focus on using categories 
instead. Categories were developed through an itera-
tive combination of analysis of published interventions, 
application of relevant theoretical concepts, and team 
dialogue. For example, we explored classifications from 
the stress-reduction literature [24, 25], reviewed the 
CUP1 programme theory [15] and considered catego-
ries which had been proposed in a previous systematic 
review [26]. We subsequently trialled further versions 
of the typology, with categories based on the level of 
intervention (primary/secondary/tertiary [25, 27]), type 
of intervention (descriptive subcategories), and pur-
pose of the intervention (e.g. whether an intervention 
aims to remove a negative aspect or improve a positive 
one [28]). This latter point is a key concept from positive 
psychology, described as choosing between a red cape 
and a green cape by Pawelski [28], and refers to whether 
the focus is to grow desirable things or reduce undesir-
able things. As Pawelski explains: “the positive is not the 
same thing as the absence of the negative; well-being is 
not the same as the absence of ill-being” (p.361). Piloting 
of the draft typology at this stage revealed little conver-
gence between researchers, reflecting issues of clarity 
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in the literature leading to different interpretations. For 
example, published interventions often reported multiple 
purposes (e.g. reduce stress and increase satisfaction) or 
the intentions were hard to assess (e.g. was a discussion 
group intended to improve connection, provide support 
or increase learning?).

Multiple research team members (AM, AP, CB, KM) 
independently created new versions of the typology, 

based on our experiences so far. To supplement the 
typology work created through the published literature, 
we trialled some practical examples of real interventions 
from NHS hospitals. We exchanged thoughts via a shared 
document, which enabled a detailed ongoing discussion. 
Via this process, we reached consensus on a working 
model, which proved effective with both literature and 
practice-based examples. Definitions of each category 

Fig. 1 The process of typology development and testing
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and subcategory were developed to provide clarity and 
support future users of the tool. An “other” column was 
also included within each subsection to identify any 
other possible categories. The draft conceptual typology 
and mapping tool was shared with the stakeholder group, 
leading to further minor amendments.

Applying the mapping tool to published interventions
Having developed a draft mapping tool, this was applied 
to all 179 included papers from the CUP1 realist review 
[15] by three co-authors (AP, AM, CB), with regular 
meetings with the wider team to discuss any differences 
in mapping and papers that proved difficult to categorise. 
Based on published literature and conversations with 
experts and stakeholders, we anticipated that COVID-
19 had changed the extent and profile of mental ill-
health and the associated interventions, but we did not 
anticipate that COVID-19 had changed the fundamental 
nature of these. To test our assumptions we identified 
those papers which had cited the CUP1 realist review, 
four of which had described an intervention [29–32]. We 
identified that these four research articles could also be 
mapped using the draft mapping tool. Having completed 
the mapping exercise, we asked the stakeholder group to 
review the typology wording at this final stage, to ensure 
it was clear and relevant for the intended users.

Reflexivity
We considered reflexivity to be an integral part of the full 
research process [33] and built in regular opportunities 
for reflection and discussion. To ensure the research ben-
efited from diverse perspectives, the research team rep-
resented multiple disciplines, professions, career stages, 

and nationalities, including doctors who are currently 
navigating the system and academics who have studied 
it. We met regularly throughout the study to share litera-
ture, question each other’s interpretations, build consen-
sus to agree the typology and reflect on how the typology 
might be used.

Results
The objectives of this study were to develop both a con-
ceptual typology of workplace mental health and well-
being interventions, and a mapping tool which could 
be used to apply the typology within both research and 
practice. In total, 183 papers were used to develop and 
test the conceptual typology and mapping tool. Whilst 
both were developed concurrently, we have presented 
these separately for clarity.

Conceptual typology
Our conceptual typology (shown in Fig.  2) divides 
mental health and wellbeing interventions into three 
fundamental categories. These are based on whether 
the intervention was preventative at a systemic level 
through workplace improvements, preventative at an 
individual level through increasing personal resources, 
or problem-resolution focussed. Whilst this catego-
risation has some synergies with stress reduction lit-
erature [25] there are also some key differences which 
help to clarify the focus and purpose of the interven-
tion. Categorising interventions which are preventa-
tive and involve workplace changes builds on the idea 
of primary types of stress reduction interventions [27] 
in that they are designed to be preventative. However, 
they differ from this definition in that they might not 

Fig. 2 Conceptual typology of mental health and wellbeing interventions
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necessarily be proactive. For example, improvements 
to rota processes or to peer support might happen in 
response to a challenge or difficulty within the work-
place, rather than as planned provision. This category 
also relates to the systems perspective of resilience [34]: 
where the environment is regarded as a crucial element 
in both supporting and interacting with individuals. 
Whilst much of the literature refers to individuals, we 
have extended our underpinning assumptions to also 
incorporate teams, given that some interventions are 
based on team working.

Those interventions which are preventative and based 
on improving personal resources include all those activi-
ties and resources designed to strengthen the ability of 
the individual, or team (and therefore the organisation as 
a whole), to handle the challenges of the workplace. These 
all included elements of information and/or training as 
one of the primary ways identified of strengthening per-
sonal resources. This section has theoretical links to both 
the primary and secondary categories of stress reduction 
[25, 27] in that interventions included are designed to be 
preventative (in line with primary level stress interven-
tions) and are also designed to support individuals’ (or 
teams’) responses to stress (in line with secondary stress 
management interventions). This section of the con-
ceptual typology also draws on aspects of resilience and 
training literature, whereby developing an individual’s 
knowledge, skills and aptitudes are believed to improve 
both self-efficacy and compassion-satisfaction [35, 36].

The categorisation of problem-resolution focussed 
interventions includes all those designed to solve a men-
tal health or wellbeing problem after it had arisen. This 
has close alignment with the “tertiary” categories of stress 
management interventions [25, 27], but extends the solu-
tions to those for physical health and non-work prob-
lems in order to encompass the full range of reported 
interventions.

It is important to note, however, that some interven-
tions included elements across multiple categories (e.g. 
both workplace improvement and strengthening personal 
resources). Each category also included multiple sub-cat-
egories of intervention, and the developed mapping tool 

(see below) enables more granular mapping to reflect the 
nuance and complexity of the interventions reviewed.

The mapping tool
Where the conceptual typology enables interventions to 
be considered in terms of their fundamental theoretical 
assumptions, the mapping tool was designed as a practi-
cal tool to support both practice and future research.

The mapping tool is shown in Fig. 3, and seven worked 
examples are included within Additional file 1. It includes 
a descriptive section plus three further sections which 
categorise the intervention in line with the conceptual 
typology categories (workplace improvements, increasing 
personal resources, and problem-resolution focussed), 
and then includes subcategories to enable the interven-
tion to be fully mapped and described. Each section also 
includes an “other” subcategory, to enable any aspect of 
interventions which does not easily fit in another subcat-
egory to be included.

The descriptive information section encompasses 
aspects of the way the intervention was created and 
established. These do not pertain to the mechanism of 
the intervention, but to features regarding its design and 
implementation which are still likely to be relevant in 
the way that an intervention is perceived. This section is 
completed for all interventions, and then the intervention 
characteristics are mapped across the remaining sections.

It became evident that many reported interventions did 
not completely sit within just one category of the tool. 
It is therefore designed such that interventions can be 
mapped across multiple categories: for example to show 
that one intervention primarily fits within one category 
but includes elements of others. This is achieved through 
the use of a “*” system (see Fig. 4). In using this approach, 
each intervention can be mapped into multiple categories 
whilst still identifying its major focus.

The secondary element of the mapping process is to 
indicate if the intervention is delivered on a group or 
individual basis, or if it had elements of both (Fig.  4). 
This enables the format of delivery of each element of the 
intervention to be mapped as well as the intervention’s 
intended purpose.

Fig. 3 Mapping tool for mental health and wellbeing interventions
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Discussion
The aim of this research was to develop a conceptual 
typology and a mapping tool of workplace mental health 
and wellbeing interventions for future research and prac-
tice. This is needed to provide a better oversight of the 
interventions that have already been researched and 
implemented [15], and to support better strategic plan-
ning of further research and practice. This also supports 
future research investigating mental health and wellbeing 
interventions in identifying the underlying processes, in 
turn enabling better alignment with MRC implementa-
tion guidance for complex interventions [17].

The term “typology” can span a wide range of map-
ping and categorising exercises, and most of these aim to 
simplify characteristics into a very small number of types 
(for example [37–39]). However, given the complexity of 
mental health and wellbeing, it was perhaps not surpris-
ing that interventions did not readily map into a limited 
number of easily defined categories. Whilst it is suggested 
that typology development often involves a two-step 
conceptual-empirical approach [37], in our case there 
were instead multiple iterations and refinements. These 
were based both on the features of identified interven-
tions and consideration of theory, relating to both stress 
and burnout, and positive psychology (e.g. wellness and 
resilience). In doing so our work extends and connects 
some of the previous research frameworks in these areas. 
For example, it draws from the primary, secondary and 
tertiary intervention distinction in the stress prevention 
literature [25] in that it identifies two levels of prevention 
and one of problem-resolution. It then differs from this 
approach in the differentiation between the preventa-
tive categories by building from aspects of resilience lit-
erature [34] based on whether actions aim to improve the 
environment (workplace systems level) or strengthen the 
individual and/or team.

As a result of the multiple iterations and developments, 
the mapping tool created has a level of detail which ena-
bles the nuance and complexity of the interventions 
to support doctor mental health and wellbeing to be 
mapped. The mapping tool created in this study was com-
prehensively tested with existing research and practice 
examples, and each of the interventions described could 
be mapped into it. Many of the interventions mapped 
to at least two of the subcategories, demonstrating the 
value of this new mapping tool for mapping complex and 
multi-faceted interventions, rather than restricting these 
into one category.

The typology development process itself was not 
straightforward. As well as the complexity of the topic in 
question, the other main challenge in creating the con-
ceptual typology (and then utilising the associated map-
ping tool) was the limited consistency in terminology 
within the papers reviewed. It was also sometimes dif-
ficult to establish the theoretical basis for the interven-
tion: for example, which particular aspect of wellbeing 
the intervention aimed to improve, why the intervention 
chosen might be the best fit, and what it was about the 
particular intervention that was designed to be particu-
larly useful to participants. For example, we initially tried 
to use the red cape/ green cape principles [28], which 
suggest that interventions can be categorised based on 
whether they aim to reduce the negative aspects of work 
(to reduce burnout and stress) or to strengthen the posi-
tive aspects (to improve job satisfaction). However, we 
found that many papers reported that the intervention 
aimed to do both and so this categorisation was not help-
ful. With input from realist methodologists on our team, 
we attempted to determine the underlying assumptions 
(mechanisms) of the intervention, but not all papers were 
clear or provided sufficient details. Furthermore, map-
ping interventions also highlighted the different ways 

Fig. 4 Mapping tool key
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in which interventions of the same name are used. For 
example, some Balint groups placed the emphasis on 
the importance of group support, whilst others focussed 
on their importance for role-related learning. Likewise, 
counselling was often used as a problem-resolution 
approach for someone with identified mental health 
needs, but was also used proactively in others as a way of 
strengthening personal resources.

Whilst not part of the original aim, in addition to devel-
oping the typology and the tool, completing the map-
ping exercise for the selected papers also enabled some 
initial observations to be made about the interventions 
reported in the literature to date, which may indicate 
areas for future research in this area.

The first of these was that there were far fewer inter-
ventions reported that targeted workplace improvements 
compared to those designed to strengthen personal 
resources. This could be explained by the relative com-
plexity of some of these: changing the culture is arguably 
much harder to implement and research than the addi-
tion of a training course. However, this may also sug-
gest that the thinking behind the interventions is that 
the workplace does not need to change but rather the 
individuals within it: this relates back to conceptualising 
resilience as an individual trait or characteristic rather 
than the more systems-based thinking that is develop-
ing in the wider literature [34]. The problem of whom 
is responsible for wellbeing has been raised by others, 
such as Jackson  et al., [40] who argue that the “neolib-
eral transformation of well-being” (p.4)  has placed the 
responsibility with the individual to keep themselves well, 
rather than with the organisation to create the conditions 
needed for people to be well.

It was also evident that very few of the interventions 
included input from healthcare staff (the intended end 
users) in their design, or in the choice of intervention 
being introduced. Where staff were involved in co-
design at all this was typically in relation to relatively 
minor elements (e.g. which topics were chosen for a 
discussion group), rather than in more structural ele-
ments of the intervention. Given that feelings con-
cerning autonomy may in themselves impact on job 
satisfaction [41], and also that the success of a change 
being adopted might be affected by levels of staff 
engagement [42], the way in which staff are involved 
in intervention implementation may also merit further 
investigation.

Another area that might be signalled for future 
research is the low number of group-based interventions 
in the problem-resolution section. By noting whether 
interventions were implemented on a group or individ-
ual basis we noticed that most of the personal resource 
building interventions were implemented on a group 

or mixed basis. In contrast, almost all of the problem-
resolution interventions were delivered through a one-
to-one approach. Whilst acknowledging that aspects of 
confidentiality might deter some medical professionals 
from seeking a group-based solution, the benefit of peer 
group support has been well documented in other areas 
of mental health recovery [43, 44], and it would appear 
to be a gap within the current research relating to doctor 
mental health interventions.

It also became evident that few interventions included 
a physical element: either the physical nature of the 
workplace, in the strengthening of individuals’ physi-
cal health or in solving physical health issues. This is 
in part explainable by the fact that the initial literature 
search was for mental health and wellbeing interventions: 
it does, however indicate that there was a separation 
between physical and mental health in the interventions 
designed or recommended. Whilst the literature rec-
ognises the impact of physical health interventions on 
psychological health in the wider population [45] and in 
other workplaces [46] it would appear that when men-
tal health interventions are designed for doctors these 
principles are not as typically included. Investigating the 
effects of physical health interventions on mental health 
and wellbeing for doctors may also be a useful area for 
future research.

Given the challenges discussed earlier, a key recom-
mendation when future research is both undertaken 
and published will be for researchers to make clear their 
rationales for the selection of a specific intervention 
and to incorporate a greater level of detail both about 
the intervention itself and its underpinning mecha-
nisms. This supports the principles of checklists have 
been developed for interventions such as the “template 
for intervention description and replication”  (TIDieR) 
checklist [47], but also extends these recommendations 
by highlighting the need for a clear articulation of the 
underpinning mechanism and assumptions. The typol-
ogy may be helpful for future research teams to map the 
key aspects of their study, and to ensure these elements 
are included within their publications. Aligned to this, 
it would also be beneficial for future studies to clearly 
define both the intervention and any terminology used, 
to support both those receiving or using the intervention 
and those researching it.

Strengths and limitations
A strength of the work is the range of papers included 
in the development process, which included peer-
reviewed academic publications and also healthcare 
reports and practitioner commentaries. The involvement 
of multiple researchers with different disciplinary back-
grounds, together with feedback from a diverse range of 
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stakeholders, has meant that there have been multiple 
iterations of the typology and the tool with each develop-
ment adding a new perspective. This approach has helped 
to shape a mapping tool that can be used to map inter-
ventions to reflect their complexity and nuance which in 
turn enables further patterns to be identified. For exam-
ple, the use of a “*” system to indicate the major/minor 
focus of an intervention helps to indicate those with a 
clear focus and where a more generalised approach is 
taken. The identification of whether interventions are 
delivered in a group or individual basis enables potential 
gaps and further questions to be considered: for exam-
ple, if there would be any benefit in using a group-based 
approach to problem-resolution interventions.

Reviewing the literature relating to typology creation, it 
became apparent that few papers clearly articulate their 
approach. Due to this, we have attempted to articulate 
the detail underpinning the typology development, not 
just for the purposes of transparency but to also provide 
methodological insights for others seeking to develop 
typologies.

As with all research studies, there were also some 
limitations to our approach. As well as a strength in 
terms of the range of interventions reviewed, the use of 
an extensive range of papers is also a limitation of the 
typology, in that it is not a map of “what works” as the 
interventions used to inform its development include all 
those reported, whether they had an effect or not, and 
whether they have been implemented or are just at the 
recommendation stage. This limits the extent to which 
any of the observations of the interventions themselves 
could be reported at this stage beyond those identified 
as noticeable gaps. However, even with this limitation it 
was evident that some types of intervention were rarely 
reported: for example, the low number of physical inter-
ventions in any section, and the dearth of group-based 
interventions for those with mental health difficulties.

A further limitation is that only four of the papers that 
we used to test the typology and mapping tool have been 
published since 2020, because our experts and stake-
holders recommended that we prioritise our limited 
resources into trialling some practical examples of real 
interventions from NHS hospitals. Finally, given the con-
straints of health service budget, it is acknowledged that 
cost comparisons between interventions would be help-
ful. This was not, however, an aspect typically reported 
within the literature reviewed relating to health and well-
being interventions and therefore not included within 
this paper.

Conclusion
The creation of this conceptual typology and mapping 
tool has implications for other researchers, policy, and 
practice. For researchers it may support the theoretical 
understanding of the purpose of an intervention, and also 
enable planned interventions to be mapped out. In doing 
so it may help to clarify this purpose: for example, which 
specific aspect(s) it is designed to target beyond general 
aspirations of improving wellbeing or reducing burnout. 
It may also provide a framework for the information that 
could usefully be included within any research publica-
tions, or for any practice-based recommendations.

The mapping tool has important potential use for policy-
makers, and for senior leaders looking to assess or imple-
ment wellbeing interventions in practice. In both cases 
this enables existing interventions to be mapped against 
the framework, and to identify gaps at a workplace, local, 
or national level. Using the mapping tool may also help to 
clarify the benefit of any newly proposed interventions: for 
example, whether they are designed to improve the work-
place, increase personal resources, and/or resolve prob-
lems after they have arisen. The mapping tool could also 
potentially be used in reverse: to map where the problems 
are within an existing healthcare organisation and use this 
as a basis for planning improvements.

Implications for further research
Future research that would add value to this area of work 
could be to use the mapping tool to map only those inter-
ventions that have been identified as having a positive 
impact on the mental health and/or wellbeing of partici-
pants. This may help to create a useful overview of the 
features of existing interventions that have been iden-
tified as being beneficial, whilst also identifying areas 
where further research may be valuable.
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