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Foreword

This systematic literature review is part of the agency’s reporting on its
government assigned task to “collect and compile knowledge about work
environment risks and health-promoting factors among healthcare professionals”
(Ref. No. §2021/06572 (in part). In the healthcare sector, different occupational
categories work in a variety of contexts and with varying levels of exposure to both
work environment risks and health-promoting factors, which have a significant
impact on the health and well-being of professionals in this field. Ongoing and
increasing demographic changes in Swedish society pose major challenges to the
healthcare sector, not least with regard to higher demands in terms of skills supply,
the employees’ work environment, and their skills development.

One of the cornerstones of a healthy and sustainable working life is a good
psychosocial work environment in which there is meaningful and safe interplay
between the social work environment and the individual. How can the
psychosocial work environment be influenced? What kind of interventions,
efforts, measures and programmes can be used to create healthy workplaces, and
what effects can such interventions have? In this systematic literature review,
researchers have conducted a systematic literature review to increase knowledge
about the effects of interventions aimed at achieving a better psychosocial work
environment. This systematic literature review is primarily based on what previous
reviews in this field have presented regarding interventions and their results. Its
aim is to paint a picture of the current state of affairs in the healthcare sector
and to help increase knowledge of work environment issues among healthcare
professionals, as part of the fulfilment of our government task.

The co-authors of this systematic literature review are Per Nilsen, Professor

of Public Health at Linképing University (with a focus on Implementation
Science); Hanna Fernemark, Resident Physician in Primary Healthcare, Region
Ostergétland; Ida Seing, Doctor of Philosophy in Medical Science at Linképing
University, and Janna Skagerstrom, Doctor of Medicine in Public Health, Region
Ostergotland.

Fredrik Baathe, M.D. has reviewed the quality of the systematic literature review
on behalf of the agency. The responsible process manager at the Swedish Agency
for Work Environment Expertise has been Thomas Nessen, Ph.D.

The authors of this systematic literature review have chosen their own theoretical
and methodological starting points and are responsible for the findings and
conclusions presented in this systematic literature review.

I would like to extend my sincere thanks to our external researchers and quality
reviewers, as well as to the agency employees who contributed to the production
of this valuable document. The systematic literature review is published on the
agency’s website and in the “Systematic literature reviews” series.

Givle, January 2023

tood <

Nader Ahmadi, Director-General
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Summary

The Swedish Government has tasked the Swedish Agency for Work Environment
Expertise to collect and compile knowledge about factors of importance to

the creation of healthy and prosperous workplaces in the healthcare sector. A
compilation of the various interventions and their effects makes it possible to
gain knowledge about how healthy and prosperous workplaces can be created in
this sector. In this report, interventions are defined as “conscious efforts to bring
about the desired change”. Interventions may also be referred to as “actions,
efforts, measures or programmes”.

This report compiles research in the form of literature reviews on workplace
interventions that aim to achieve a better psychosocial work environment

for healthcare professionals. The report comprises a total of 35 reviews. The
interventions examined in these reviews have been divided into individual-level
interventions and organisational-level interventions. The populations examined
vary and have been divided into three categories: registered nurses (nine reviews),
physicians (eight reviews), and various healthcare professionals (18 reviews).

In addition to the findings of these reviews, the report also presents the findings
of six original Swedish studies included in the reviews. Also, the findings of three
original Swedish studies that were not included in the reviews are presented, as
well as a report from the grey literature that was identified during an additional
search of databases and online resources.

Individual-level interventions

Individual-level interventions were presented in 31 reviews. Individuals are the
main focus of these interventions, which primarily aim to promote health and
well-being, but also to achieve increased job satisfaction and improved work
performance.

Common individual-level interventions included:

¢ Mindfulness

* Stress management courses
¢ Relaxation exercises

* Coping strategies

* Cognitive-behavioural therapy

Various forms of mental and psychological exercises, often done in groups,
were common. According to several reviews, these interventions produced
some positive results for employees’ health and well-being, including reduced
stress levels, increased empathy, better self-understanding and understanding
others, and greater satisfaction with the workplace. However, many studies



included in the reviews lack comparison groups, and the number of
participants was often low. Several reviews also pointed out that short follow-
up periods make it difficult to draw conclusions about the long-term effects of
the interventions.

Organisational-level interventions

Eight reviews discussed organisational-level interventions. These interventions
focused on the organisational and social aspects of the work environment.
They had similar goals to the individual-level interventions, and most of them
primarily aimed to improve health and well-being.

Organisational-level interventions included:

* Modified working hours and schedules
¢ Reduced workload

* Improved teamwork and communication

The results of the reviews included lower levels of perceived burnout,
improved job satisfaction and reduced stress levels. However, the authors

of the reviews were generally cautious in their conclusions, due to
methodological shortcomings in the primary studies included in the reviews.
Moreover, several reviews contained relatively few organisational-level
interventions, which also makes it more difficult to draw conclusions about
the effects.

Conclusions

The findings show that both individual-level interventions and organisational-
level interventions can promote the health and well-being of healthcare
professionals. In general, the effects of both individual-level and
organisational-level interventions were negligible. The main outcome in the
reviews was the effects of the interventions on the health and well-being of
healthcare professionals. Many authors of these reviews emphasise the need
for more well-structured studies.

Other types of outcomes, such as consequences at the collective level (e.g.,
sickness absence and staff turnover) and implications for patients (e.g., patient
satisfaction and frequency of adverse events) were more rarely addressed in
the included reviews. Here, too, more knowledge is needed about which
interventions may prove effective.
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1. Introduction

The Swedish Government has tasked the Swedish Agency for Work Environment
Expertise to collect and compile knowledge about factors of importance to

the creation of healthy and prosperous workplaces in the healthcare sector. A
systematic literature review of the various interventions and their effects makes it
possible to gain knowledge about how healthy and prosperous workplaces can be
created in this sector.

In this report, interventions are defined as “conscious efforts to bring about
the desired change”. Interventions may also be referred to as “actions, efforts,
measures or programmes’ .

This report presents a systematic literature review in order to compile
knowledge about the effects of workplace interventions that aim to achieve a
better psychosocial work environment in the healthcare sector (the concept

of psychosocial work environment is explained in Section 2). A summary has
been made of the effects of these interventions. This systematic literature review
is based on an analysis of previous systematic reviews (hereinafter, the term
“reviews” is used for the sake of brevity). This type of study is considered to be
an effective way to summarise and get an overview of the state of knowledge in a
particular area or with regard to a specific research question.

This systematic literature review is based on reviews that have been judged to be
well executed and relevant to the following questions:

* Which reviews have examined workplace-based interventions to improve the
psychosocial work environment in the healthcare sector? Presented in Sections

6.1-6.4 and Appendix.

* What are the results of these interventions, according to these reviews?
Presented in Sections 6.5 to 6.7.

Interest is also directed at original Swedish studies covered in the included
reviews or identified in extra searches with a focus on the Swedish context:

* What results are reported in Swedish studies that have examined workplace-
based interventions to improve the psychosocial work environment in the
healthcare sector? Presented in Sections 6.8.

* In a Swedish context, what results are reported in other studies and
reports that have examined workplace-based interventions to improve
the psychosocial work environment in the healthcare sector? Presented in
Sections 6.9.

This systematic literature review begins with an overview of key concepts.

ereafter, a model is presente at illustrates the relationship between the
Thereaft del ted that illustrates the relationship between th
psychosocial work environment and the various effects and consequences
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that this work environment can have. The model is the starting point for a
summary of research findings regarding the psychosocial work environment in
the healthcare sector. This is followed by a methodology section that describes
the approach applied to the investigation of various interventions aimed at
improving the psychosocial work environment of healthcare professionals.
Thereafter, the results are presented in relation to the research questions. The
systematic literature review ends with a discussion of the findings.

11



2. Key concepts

The systematic literature review focuses on workplace-based interventions that
aim to reduce psychosocial work environment problems among healthcare
professionals. The aim of these interventions is to improve health and well-
being and prevent undesirable consequences, such as a low level of job
satisfaction or inadequate patient safety. In this context, it is important to
clarify a number of concepts, including “psychosocial work environment”,
“risk and health-promoting factors” (as regards the psychosocial work
environment), and workplace-based interventions.

The term psychosocial is used to describe an approach in which individuals
are understood from both a psychological and a social perspective. The
word “psychosocial” is used to describe the interplay between people’s social
environment and how they react to it. Psychosocial factors thus refer to the
individual in relation to their social context.

The interplay between the social work environment and the individual creates
what is known as the psychosocial work environment. The psychosocial
work environment is the environment in which the individual works and
performs their duties. This concept is usually interpreted broadly; this means
that the psychosocial work environment includes aspects relating to our
mental health in the workplace, such as job satisfaction and colleagues, how
meaningful we perceive our work to be, our influence over our work situation,
and opportunities for personal development (1).

Different risk and health-promoting factors are important for the
psychosocial work environment in different workplaces and different business
activities, including the healthcare sector. Risk factors are conditions that
increase the risk of developing ill health, while health-promoting factors (also
called “protective factors”) are conditions that promote health. For example,
among healthcare professionals, one risk factor for ill health might be a high
workload, while a health-promoting factor is the support they receive from
management and colleagues. Models such as Job Demand Control Support
(2) and Effort-Reward Imbalance (3) describe the negative effects on health
and well-being as a result of an unfavourable balance between the various risk
and health-promoting factors in an organisation. The systematic literature
review focuses on interventions that ultimately aim to reduce the impact of
risk factors and/or enhance the impact of health-promoting factors.

Interventions are conscious efforts to change a predictable course and/

or undesirable condition (4). The term can be understood by looking to its
Latin origin; inter means “between” and venire “come”, i.e., an intervention is
something that “comes between” and changes a course of events. Interventions
are also referred to as actions, efforts, measures or programmes. Intervention

12



studies can be carried out as experiments in which the researcher manipulates
or influences the subject of the study, such as a management training
programme in a region’s primary care services.

Such studies strive for intrinsic validity, i.e., the ability to conclude that the
intervention (the independent variable) caused the changes that occurred
(dependent variables).

Psychosocial work environment interventions aim to influence the
psychosocial work environment, i.e., various risk and health-promoting
factors. This systematic literature review focuses on workplace-related
interventions, i.e., interventions that have been implemented at or in close
proximity to the workplace.

The intervention in question must have been initiated by or involved
employers. Research on interventions via occupational health services has only
been included if the study was deemed to constitute an intervention according
to this definition.

13



3. A model for the psychosocial
work environment in the
healthcare sector

Figure 1 illustrates the relationship between the psychosocial work environment
(A) and its effects on individuals’ health and well-being (B); as well as the work-
related consequences for these individuals (C); consequences at the collective
level, i.e., for employees and the organisation as a whole (D), and implications
for patients (E). The model has been used to create a structure for reporting the
different outcomes described in the various reviews.

D
—> -
Implications for employeesand
organisations

A B Cc
Psychosocial work » Employee healthand ~~ | ' Work-related consequences
environment well-being for employees
L) E

Implications for patients

Figure 1: Model describing the relationship between the psychosocial work environment
and employees, the organisation, and patients

The figure illustrates that aspects of the psychosocial work environment (A),
such as high workload, limited decision latitude, or a lack of good support at
work, can affect individuals’ health and well-being (B), for example, in the

form of exhaustion and altered quality of life which, in turn, can give rise to
various consequences in terms of job satisfaction (C), organisational climate and

productivity (D), and the quality of patient care (E).

The relationships between the model’s components have primarily been
examined in cross-sectional studies. This excludes the possibility of establishing
causal relationships. The arrows in the figure indicate the presumed causal
relationships that are usually described in working life research. Reviews

that examine risk and/or health-promoting factors (A), effects on health and
well-being (B), and work-related consequences (C) generally focus on the
individual level. Consequently, they fail to capture the model’s two “collective”
components (D, E).

What is examined in this systematic literature review are workplace-related
interventions that aim to promote health and well-being among employees and
reduce or eliminate deficiencies in the psychosocial work environment of the
healthcare sector (A), so that negative effects (B) and undesirable consequences
(C, D, E) can be avoided and positive effects can be maximised.

14



4. What do_we know ab_out the
psychosocial work environment
1n the healthcare sector?

The purpose of this section is to summarise research on the psychosocial

work environment in the healthcare sector. This research encompasses a range
of diverse yet partially overlapping concepts. Furthermore, many different
instruments and methods are used to study the work environment. This makes
it difficult to summarise important findings in this research beyond a relatively
general level. Anyone interested in delving deeper into a particular aspect is
advised to read the individual reviews and/or the specific original studies.

Psychosocial work environment (A): risk factors

Research has identified many shortcomings in the healthcare sector’s
psychosocial work environment. To some extent, the same issues arise as in
other business activities and sectors, but there are also issues that seem to
particularly impact this environment (5-7). The following risks are frequently
mentioned in studies of the psychosocial work environment in the healthcare
sector:

* High workload

* Time constraints

* Limited decision latitude/autonomy

* Work-life conflict

* Role conflict between patient-related and administrative work

* High demands imposed by the individual on themselves, as well as those of
management, colleagues and patients

* Moral stress (feeling unable to act in a way that is perceived as morally right)
* Poor working climate

* Lack of social support from management and colleagues

The risk factors described above should not be considered in isolation. Rather,
these many different risk factors are interdependent. For example, it is obvious
that the work climate is affected by the level of social support that employees
feel they receive. Similarly, for a care clinician, administrative work (what some
studies describe as “illegitimate work”) can result in a higher workload, and this
workload simultaneously reinforces the role conflict between patient-related and
administrative work (8—10).
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Psychosocial work environment (A):
health-promoting factors

Health-promoting factors, also referred to as “protective factors”, are conditions
that positively affect the psychosocial work environment. This allows work-
related stress to be avoided, thereby benefiting employees’ health and well-being.
Health-promoting factors have not been studied to the same extent as risk
factors (11).In other words, relatively little is known about how these factors
correlate with the various effects and consequences. To confirm there are causal
relationships between health-promoting or risk factors on the one hand, and
various outcomes on the other, intervention studies are needed. Most health-
promoting factors are “mirror images” of risk factors.

Findings regarding health-promoting factors can be summarised as follows (12):

* Moderate workload
* Sufficient time
* Decision latitude/autonomy

* Moderate demands imposed by the individual on themselves, as well as
those of management, colleagues and patients

* Good work content (variety, stimulation, meaningfulness, clarity, etc.)
* Recognition of own work and accomplishments
* Dositive working climate

* Social support from management and colleagues

In the same way as risk factors, the different health-promoting factors are
interdependent and affect each other (2, 13). Thus, social support from
management and colleagues, as well as recognition of good work performance,
is likely an important factor in the creation of a work environment that
employees perceive as positive.

Effects on individuals’ health and well-being (B)

Research on the psychosocial work environment in the healthcare sector has
linked many of the above-mentioned factors to employee health and well-
being. Many overlapping concepts and different measuring instruments are
used in this research, but the findings can be generalised and summarised in
the form of five recurring types of negative effects:

* Work-related stress

* Burnout

* Depression

* Suicidal ideation

* Poor quality of life

16



According to a generally accepted definition provided by Maslach et
al., burnout has three components: (14): emotional exhaustion, a sense
of unreality and self-alienation, and feelings of emotional exhaustion,
depersonalisation and reduced personal accomplishment.

Work-related consequences at the individual level (C)

Many cross-sectional studies have identified links between the psychosocial
work environment, its effects on employees” health and well-being, and
its work-related consequences. The following symptoms are common
consequences that have been identified in research on the psychosocial work
environment in the healthcare sector (15-18):

* Turnover intentions (increased intention to quit work)

* Early termination of employment

* Decreased job satisfaction

* Reduced engagement at work

* Diminished work performance

¢ Increased sickness absence

Consequences at the collective level (D)

Consequences have also been studied and identified at various collective levels,
although this research is considerably less extensive than research with an
individual focus. Recurrent consequences that have emerged in cross-sectional
research on the psychosocial work environment in the healthcare sector (19, 20):

¢ Poorer teamwork

* Deterioration of the working climate

* Increased costs for the enterprise

* Reduced productivity

Implications for patients (E)

Finally, the effects of the psychosocial work environment on employees’ health
and well-being can have implications for patients. Research based on cross-
sectional studies has identified three main implications (17):

* Deterioration in the quality of care

* Reduced patient satisfaction

* Lower levels of patient satisfaction

17



5. Method

This systematic literature review is based on systematic searches for systematic
literature reviews (referred to here simply as “reviews”). These reviews compile
original studies focused on workplace interventions that aim to achieve a better
psychosocial work environment for healthcare professionals. By summarising
information from numerous review articles, an overview of the research in the

field is obtained.

In addition to international literature reviews, searches restricted to a Swedish
context were conducted in order to identify original studies, dissertations and
grey literature that present the results from interventions aimed at achieving
an improved psychosocial work environment in the healthcare sector in
Sweden. The database searches were supplemented with searches for relevant
publications on the websites of organisations and authorities (Afa Insurance,
the Swedish Work Environment Authority, the Swedish Trade Union
Confederation (LO), the Swedish Agency for Health Technology Assessment
(SBU), and the Swedish Medical Association). A wide range of searches on the
subject of occupational safety and health were conducted on these websites.

Search strategies and restrictions

The applied search strategies were designed in consultation with an information
specialist. Information searches were based on a so-called PICO structure
(population-intervention-control-outcome):

* The population comprises healthcare employees.

* The interventions are workplace based and focus on the psychosocial work
environment in the healthcare sector. The interventions may be aimed at
individuals, groups, managers or the entire organisation.

¢ To be able to comment on the effectiveness of an intervention, at least
one control group is usually required. Since the searches here were
implemented with the help of specific search strategies and are limited to
reviews based on original studies, there is no need for a control group in
the reviews. Likewise, the searches focusing on the Swedish context did not
include a control group in the search strategy.

* The outcomes in the included reviews are one or more of the components
we describe in the ABCDE model, i.e., outcomes in the form of impact on
individuals’ health and well-being (B); work-related consequences for these
individuals (C); consequences at the collective level, i.e., for employees and
the organisation as a whole (D), and implications for patients (E).

The healthcare sector and its employees have been broadly defined. This
means that health and social care provided by municipalities and their

18



equivalents in other countries are also included. All categories of employees
are included, regardless of whether they are licenced health professionals or
non-licenced staff.

Additional restrictions

In the screening and relevance assessment, additional restriction criteria have
been established. For studies in an international context, studies that fall
into the categories of systematic literature reviews and Health Technology
Assessment reports (written in English, Swedish, Norwegian or Danish) have
been used to analyse quantitative data on workplace interventions (i.e., the
intervention has been carried out at or in close proximity to the workplace).

The following reviews have been excluded:

* Reviews that do not study a population that is active in the healthcare
sector.

* Reviews that only examine the effect of rehabilitation, with the primary
aim of improving the health and/or stimulating the return to work of the
participants.

* Reviews in which the population only comprises people with a specific
health condition, such as cancer, HIV, or a brain injury.

* Reviews that examine the effects of occupational health care, unless this
is couched within the framework of an otherwise defined workplace
intervention aimed at influencing the psychosocial work environment.

* Reviews of interventions initiated by individuals or external actors (e.g.,
occupational health services or insurance companies), i.e., interventions that
cannot be characterised as workplace interventions.

* Reviews of the effects of leadership and/or organisational changes.

* Reviews that only examine the effect of interventions on the following
outcomes: surrogate endpoints such as biological or immunological markers;
drug use; eating habits; drinking habits; drug habits; occupational diseases;
violence and crime, or safety or equivalent aspects.

* Reviews in which the research question only relates to the implementation
or feasibility of interventions.

* Reviews in which the majority of the studies (and/or populations) hail from
non-western countries, as they are likely to be less relevant to Swedish and
western conditions.

* Reviews that limit their search to studies from only one country or region.

For studies and reports (in the form of original studies, dissertations and grey
literature) in a Swedish context, the following literature has been excluded:

* Studies/reports that do not concern a population that is active in the
healthcare sector.
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* Studies/reports that only examine the effect of rehabilitation, with the
primary aim of improving the health and/or stimulating the return to work
of the participants.

* Studies/reports in which the population only comprises people with a
specific health condition, such as cancer, HIV, or a brain injury.

* Studies/reports that examine the effects of occupational health care, unless
this is couched within the framework of an otherwise defined workplace
intervention aimed at influencing the psychosocial work environment.

* Studies/reports of interventions initiated by individuals or external
actors (e.g., occupational health services or insurance companies), i.e.,
interventions that cannot be characterised as workplace interventions.

* Studies/reports that describe the effects of leadership and/or organisational
changes.

* Studies/reports that only examine the effect of interventions on
the following outcomes: surrogate endpoints such as biological or
immunological markers; drug use; eating habits; drinking habits; drug
habits; occupational diseases; violence and crime, or safety or equivalent
aspects.

* Studies/reports in which the research question only relates to the
implementation or feasibility of interventions.

Literature searches

The literature searches have been conducted in the Pubmed, PsycINFO,

and Cinahl databases. For international studies, no time limits have been
applied. An initial search for international studies was made on 11 June 2019.
This search was originally made for one of the Swedish Agency for Work
Environment Expertise’s systematic literature reviews, “Psykosocial arbetsmiljo —
hilsa och vilbefinnande” [“Psychosocial Work environment — Health and Well-
Being”] (Systematic literature review 2020:5). Studies related to the healthcare
sector were identified and selected. A second search was carried out on 21
January 2022 aimed at finding references that had been added since 2019.
This search was based on the same search terms as the 2019 search, but was
restricted to the healthcare sector.

The search for Swedish studies and reports was conducted on 18 October 2022.
The search was limited in time, from 2013 to 2022. A decade was considered
to be an appropriate delimitation to avoid excessively outdated studies. For
original Swedish studies, the search was restricted to studies published in 2022.

For further information about the searches and search protocols, see the
appendices.
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Selection, relevance assessment,
and quality assessment

The titles and abstracts of the references identified in the literature search
were reviewed by all members of the research team (four people). If the team
decided that a text should be read in full, a copy was ordered and read by the
group. References for which the various members made different assessments
were read by everyone in the group, whereupon consensus was reached as to
whether or not to include the review.

Independently of each other, we then assessed the relevance of the full-text
articles, based on the project’s research questions, limitations and criteria
for inclusion and exclusion. Disagreements were always resolved through
discussions among the entire research team.

The quality of the reviews was assessed with support from the issues described
in the adapted version of the AMSTAR review template used by the Swedish
Agency for Health Technology Assessment (SBU) (21).

In the assessment of quality, emphasis was placed on the following aspects:

* The review had to have a clearly presented research question that was
relevant to the research question of the systematic literature review.

* The review had to have a predetermined and reported method: a literature
search that was assessed as adequate (e.g., searches in at least two
databases, several relevant keywords and concepts, a documented search
strategy).

* The review had to show that the screening and culling of titles and
summaries had been carried out by at least two people working
independently of each other, and that at least two people had assessed the
relevance and quality of each review and assisted in the data extraction.

¢ The authors of the review had to have somehow evaluated, documented
and assessed the scientific quality of the studies they included, and needed
to have taken this information into account when formulating their
conclusions.

If the above criteria were met, a review was assessed to be of at least moderate

quality.

Additional aspects were taken into account: 1) whether the review presented the
characteristics and results of the included studies; 2) whether it used appropriate
methods for weighting the results; 3) whether it assessed the risk of publication
bias, and 4) whether it considered any conflicts of interest. If all of these criteria
were met, the review was assessed to be of high quality. Reviews of high or
moderate quality have been included in this systematic literature review and
constitute its basis.
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Original Swedish studies included in any of the compiled reviews are presented in
this report. In addition, Swedish studies and reports from the search are presented
in a Swedish context. These publications have not been quality assessed because
unlike the other studies included in the report, they are not review studies.

Figure 2 presents a flowchart of the systematic literature review’s selection and
review process.

References from searches, 2022 References from searches, 2019
(n=1522) (n=44)
Reviewed full texts N Exclusion: lack of
(n=82) relevance (n=44)

!

Quality-reviewed full texts N Exclusion: poor quality
(n=38)* (n=3)

!

Included reviews
(n=35)

Figure 2: Flowchart. The asterisk (*) refers to 18 reviews from the 2019 search that had
already been quality reviewed.

The database search that was restricted to the Swedish context identified 84
references to original articles. In addition, 56 dissertations and 20 reports
were identified in Swepub when English search terms were used, as well as 27
dissertations and 96 reports when Swedish search terms were used. Searches
on webpages generated an additional 78 hits. Following the review of abstracts
and then full texts, two intervention studies were included, along with one
dissertation and one report from the grey literature describing intervention
studies.
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6. Results

The presentation of the results of the report begins with a section describing
the “basic facts” of the identified reviews. The report continues with sections
that describe and categorise the populations, interventions and outcomes

of the reviews. This is followed by sections on results regarding the effects

of the interventions: individual-level interventions and organisational-level
interventions described in the reviews, as well as Swedish interventions
reported in original studies (included in the reviews). Finally, there is a section
that presents summaries of the studies that were identified in searches in the
Swedish context and that are not included in the literature reviews.

Facts about the reviews

The literature searches and subsequent selection and relevance assessments led to
the identification of 35 reviews (18 reviews in the search up to June 2019 and
17 reviews in the search for the period thereafter, up to January 2022).

Populations in the reviews

All reviews were based on healthcare workplaces. Based on the identified and
included reviews, the studies were divided into three categories, depending on
the population studied:

1) Registered nurses

2) Physicians

3) Various healthcare professionals

Category 3 reviews examine mixed study populations, with participants from

various healthcare professions. Table 1 shows which study populations were
examined in the 35 included reviews.
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Table 1: Study population in the included reviews.

Category Number of reviews | Reviews (and comments)
Registered 9 reviews Registered nurses in general, unless otherwise
nurses stated in parentheses. Chen & Lou (30)

(newly registered nurses); Zhang et al. (31)
(recent nursing school graduates); Lee et al.

(42); Guillaumi et al. (40); Haggman-Laitila

& Romppanen (43) (registered nurses in
management positions); Niskala et al. (45);
Paguio et al. (35) (registered nurses working in
hospitals); Stanulewicz et al. (44); Jung et al. (41)
(registered nurses working in hospitals).

Physicians 8 reviews Physicians in general, unless otherwise stated
in parentheses. Murray et al. (25) (general
practitioners); West et al. (28); Clough et al. (24);
Fox et al. (37); DeChant et al. (27); Petrie et al.
(39); Venegas et al. (38); Scheepers et al. (36).

Various 18 reviews Any clarifications are provided in parentheses.
health and Ruotsalainen et al. (22); Buchberger et al. (23);
medical care Ruotsalainen et al. (34); Hill et al. (53) (palliative
professionals care staff in hospices, hospitals and community

settings); Brand et al. (29) (hospital and
community healthcare staff); Gilmartin et al. (47)
(hospital staff); Lamothe et al. (46); Panagioti

et al. (57) (70% physicians); Williams et al. (32);
Lomas et al. (48); Spinelli et al. (49); Melnyk

et al. (50) (physicians and registered nurses);
Imbulana et al. (55) (intensive care personnel);
Kletter et al. (54); Kriakous et al. (52); Morley et
al. (33); Salvado et al. (51) (primary care staff);
Stuber et al. (56).

Table 1 shows that just over half (n=18) of the identified reviews had a broad
focus on healthcare professionals, regardless of the environment in which
they work. Nine reviews focused on registered nurses, while eight focused on
physicians.

Interventions in the reviews

The workplace-based interventions for achieving improved psychosocial work
environment in the health and medical care sector described in the included
reviews can be roughly divided into individual-level and organisational-

level interventions. Other included interventions cannot be easily classified

as individual or organisational-level interventions, and have therefore been
assigned to the “Other” category.

Individual-level interventions

Individual-level interventions are also referred to as “person-directed
interventions” (22), but many other terms are used, including “psychological
health interventions” (23), “psychosocial interventions” (24), and “cognitive-
behavioural interventions” (25).
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Common to the vast majority of individual-level interventions is that

they primarily aim to promote employees’ mental health and well-being
through various types of training, for example, in mindfulness as a tool for
managing work-related stress. Interventions aimed at physical health, such as
physical exercise regimes and dietary advice, may also occur. individual-level
interventions are usually conducted in groups. It is noteworthy, however, that
many descriptions of individual-level interventions do not define the actual
meaning of the term; instead, they offer various examples of this type of
intervention.

Organisational-level interventions

Correspondingly, organisational-level interventions are ascribed various
names, but “organisation-directed interventions” (26, 27) and “organisational
interventions” (22) appear to be the most common terms. There is no uniform
description of the content of organisational-level interventions. In most
reviews, this type of intervention is defined using exemplifications. However,
these descriptions share certain common traits. They all concern interventions
that focus on the work situation and/or the organisation, with the aim of
reducing work-related stress and improving employees’ health and well-being.
If individual-level interventions can be said to seck to change employees
themselves, organisational-level interventions strive to change their work-related
conditions.

Ruotsalainen et al. (22) describe organisational-level interventions as being
“focused on organisational or social environments”, as exemplified by
“organisational restructuring, training, and altered job design”. West et al.
(28) argue that such interventions consist of “changes to shift times, various
modifications to clinical work processes, and shorter shifts”. Panagioti et al.
(26) posit that this type of intervention may include “simple alterations of work
schedules and reduction of workload”, as well as “more ambitious changes to
processes and entire healthcare organisations”. Here they offer the examples
of “improved teamwork, changes in job evaluations, monitoring to reduce the
demands of work and increase control over work, and increasing the level of
influence in decision-making”.

Instead of organisational-level interventions, Brand et al. (29) apply the concept
of “whole-system approaches”, by which they mean interventions aimed at all
staff in a healthcare setting. Ruotsalainen et al. (22) use the term “person-work
interface interventions” for interventions that aim to improve the alignment
between the person and the organisation (e.g., role conflicts/ambiguity,
relationships, employee engagement in decision-making)”.

DeChant et al. (27) divide organisational-level interventions into four
categories:

* Teamwork: for example, initiatives to increase team accountability or improve
communication between co-workers
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* Time: Initiatives to change work schedules, working hours, and the like
* Transitions: Initiatives to alter work processes and implement policy changes

¢ Technology: Implementation or improvement of electronic health records
gy: lmp p

Other interventions

It was deemed necessary to create an “Other” category to capture workplace-
related interventions that are neither distinctly individual nor organisational

in nature. Mentorship programmes, which appeared in two reviews (30, 31),
are one example of such interventions. These interventions certainly focus on
the individual, but they do not primarily aim to improve stress management or
promote health and well-being (i.e., Component B of the model in Figure 1),
although such effects may be achieved. Rather, the aim is to achieve favourable
outcomes related to the workplace (Component C of the model in Figure 1),
including increased job satisfaction and non-termination of employment (30).

The “Other” category also includes so-called multimodal interventions (32),
also referred to as “multicomponent interventions” (22) and “bundles of
interventions” (33). These entail several different interventions that are carried
out in parallel.

Categorisation of the interventions

With the guidance of the above, workplace-based interventions intended to
promote a good psychosocial work environment in the healthcare sector have
been categorised as follows:

* Individual-level interventions. These aim to improve employees ability to
handle work-related stress and other consequences of deficiencies in the
psychosocial work environment through various forms of training, thus
promoting health and well-being among the employees who participate in
such training.

* Organisational-level interventions. These aim to change employees’ work
situation and/or the organisation as such, in order to reduce work-related
stress and thereby promote the health and well-being of all affected
employees.

* Other interventions. These include multimodal interventions (comprising
two or more simultaneous interventions) and interventions that are difficult
to describe as individual or organisational.

Table 2 compiles information on the types of interventions that were the focus

of the included reviews. The total number of interventions exceeds 35, as several
reviews included more than one type of intervention.
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Table 2: Interventions in the included reviews.

Category Number Reviews

Individual-level | 31 reviews With the exception of four reviews: Chen & Lou

interventions (30); Zhang et al. (31); Brand et al. (29); DeChant
et al. (27).

Organisational- | 8 reviews Ruotsalainen et al. (22); Ruotsalainen et al. (34);

level West et al. (28); Brand et al. (29); Panagioti et

interventions al. (26); Williams et al. (32); De-Chant et al. (27);
Paguio et al. (35)

Other 6 reviews Ruotsalainen et al. (22); Chen & Lou (30);

interventions Ruotsalainen et al. (34); Zhang et al. (31);

Wil-liams et al.
(32); Morley et al. (33).

Table 2 points to a preponderance of reviews that examined individual-level
interventions (n=31). All but four reviews covered individual-level interventions
in the workplace. Two of the exceptions were reviews (30, 31) that examined
mentorship programmes for registered nurses. Eight reviews (22, 26-29, 32, 34,
35) presented various types of organisational-level interventions.

Outcomes in the reviews

A wide range of outcomes were reported in the included reviews. However,
with the guidance of Figure 1 it has been possible to categorise the vast
majority of them. Furthermore, the categorisation of various outcomes is
complicated by the wide array of terms and concepts applied in the reviews.
Some outcomes are indicated at different levels of abstraction. Thus, certain
reviews examine, for example, mental illness, while others specify components
of this broad concept. The same applies to terms such as “burnout” and
“stress”. Another challenge is that despite the use of different terms, many
concepts are essentially identical or overlap, as in the case of “absenteeism”,
“sickness absence”, and “sick leave”, or “job satisfaction” and “work
satisfaction”. Table 3 should be regarded as a compilation of examples of the
studied outcomes.

27



Table 3: Outcomes in the included reviews.

Category Number | Reviews Studied outcomes
(reference to (English terms)
Figure 1)
Health and 33 All reviews except: Chen Quality of life; Stress;
well-being (B) reviews | & Lou (30); Zhang et al. Psychological strain; Burnout;
(31). Depersonalisation; Emotional
exhaustion; Emotional health;
General health; Psychological
distress; Moral distress; Fatigue;
Anxiety; Depression; Satisfaction
with life; Spiritual well-being;
Spiritual integrity; Empathy;
Emotional competence; Resilience;
Mindfulness; Relaxation; Serenity;
Self-compassion; Acceptance;
Compassion fatigue; Suicidal
ideation; Insomnia; Various
physiological outcomes (including
Body Mass Index (BMI), weight,
physical activity, blood pressure,
heart rate variability, and
medication intake).
Work-related 14 Buchberger et al. (23); Turnover intentions; Turnover
consequences reviews | Chen & Lou (30); Zhang rate (at the individual level); Job
at the individual et al. (31); Guillaumie satisfaction; Work satisfaction;
level (C) et al. (40); Gilmartin Motivation; Organisational
et al. (47); Haggman- commitment; Work engagement;
Laitila & Romppanen Work performance; Competence;
(43); DeChant et al. (27); Work self-efficacy; Caring
Melnyk et al. (50); Niskala | efficacy; Communication skills;
et al. (45); Paguio et al. Work energy; Coping with
(35); Scheepers et al. (36); | workload; Role overload; Role
Stanulewicz et al. (44); boundary; Autonomy; Academic
Kletter et al. (54); Stuber performance; Performance on
et al. (56). tasks of attention; Analysis
of complex situations;
Adherence to evidence-based
practice; Sensitivity to patients’
experiences; Perception of
leadership; Capabilities for
transformational leadership.
Consequences Seven Chen & Lou (30); Teamwork; Sickness absence;
at the collective | reviews | Haggman-Romppanen Absenteeism; Sick leave; Staff
level (D) (43); DeChant et al. (27); retention; Staff turnover rates;
Niskala et al. (45); Paguio | Productivity; Cost-effectiveness;
et al. (35); Stanulewicz et | Quality of care.
al. (44); Kletter et al. (54).
Implications for | Five Gilmartin et al. (47); Patient satisfaction; Diagnostic
patients (E) reviews | DeChant et al. (27); errors; Adverse events; Errors;

Paguio et al. (35);
Stanulewicz et al. (44);
Jung et al. (41).

Medical negligence; Patient falls.

There were also some reported outcomes that were not considered to be actual
outcomes, such as the duration, which should be regarded as a process measure.
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As shown in Table 3, there is a strong emphasis on investigating the effects of
workplace interventions on the health and well-being of healthcare employees
(Component B in Figure 1). In the 33 reviews that focused on interventions
aimed at promoting employee health and well-being, over 20 different types
of outcomes were examined. However, there is a great deal of overlap between
the various kinds of health and wellness outcomes and many different terms
for essentially the same type of outcomes. Most reviews focused on mental
health, but some reviews also reported interventions that focused on physical

health.

14 reviews examined interventions that focused on work-related consequences
at the individual level (Component C of Figure 1). Several different types of
outcomes were reported, but slightly fewer than for health and well-being.
Here, too, there are many similar and/or overlapping outcomes.

Seven reviews reported interventions in which outcomes at the collective level
(Component D in Figure 1) were examined, while only five reviews concerned
interventions in which outcomes at the patient level (Component E in Figure
1) occurred.

Results of the individual-level interventions
in the reviews

The literature search identified a total of 31 reviews that examined the

effects of individual-level interventions. Six of these reviews also studied
organisational-level interventions, which is why they are described in the next
section together with the other reviews of organisational-level interventions.
Of the 25 reviews presented here, six concerned physicians, six focused on
registered nurses, and 13 studied mixed groups of healthcare professionals.
The review provided below distinguishes between reviews that deal with
interventions aimed at physicians, registered nurses, and mixed groups of
healthcare professionals.

Interventions targeting physicians

The six reviews that evaluated individual-level interventions targeting
physicians addressed the effects of mindfulness-based interventions on
physician well-being and performance, interventions to increase physician
resilience, interventions to manage work-related stress and burnout,
interventions to improve mental health, and interventions to reduce suicidal
ideations and symptoms of common mental health disorders (especially
anxiety and depression) among physicians. These six reviews are described in
the sections below.

Scheepers et al. (36) examined how mindfulness-based interventions affect
physicians’ well-being and work-related performance. The study population
included both resident physicians and specialists with various areas of
expertise.

29



The authors included 24 original studies that were identified through a
systematic literature review.

The included original studies were of moderate scientific quality, due to several
methodological shortcomings (small populations, short timeframe for follow-
up of the various interventions, and a lack of randomised controlled trials).
Most of the studies had insufficient data to be able to calculate effect size or
perform meta-analyses. The findings indicated that physicians experienced
some positive effects from mindfulness-based interventions, such as greater
understanding of themselves and others, and increased well-being.

A disadvantage of this intervention was that it could be difficult to find time
to perform the mindfulness-based exercises. Due to the shortcomings in
quality of the included studies, no conclusions could be drawn about the
standardised introduction of mindfulness-based exercises in the healthcare
sector. However, the authors suggested that this intervention could be offered
to employees who have a personal need for it.

Two reviews (37, 38) evaluated the efficacy of the interventions in increasing
physician resilience. One review included 22 original studies, the other

17. Fox et al. (37) reported, among other things, psychosocial skills

training intervention, mindfulness-based interventions, and relaxation
interventions. The authors found it difficult to comment on the results due
to methodological shortcomings in the studies and a lack of clarity as to

how they defined the concept of resilience. The interventions in the review
compiled by Venegas et al. (38) were similar and included stress management
courses, resilience training, discussion groups with elements of relaxation
exercises and mindfulness-based exercises. The authors concluded that in
terms of increased resilience among physicians, there is little evidence to
support the argument that any specific intervention is better than another.
They noted moderate improvements with regard to burnout in observational
studies, but this could not be substantiated in randomised controlled trials, in
which such improvement was not evident.

In another review, Clough et al. (24), evaluated interventions for improved
management of work-related stress and burnout among physicians. The
population included a wide range of physicians from both outpatient and
inpatient settings.

However, the majority of the participants in the included studies were general
practitioners. A total of 23 studies were included in the review, and it was
possible to confirm a reduction in stress levels in particular, as well as a certain
positive impact on burnout. The authors pointed out that the included studies
are of low quality and that there is a great need for randomised trials in the

field.

In one of the reviews by Murray et al. (25), the authors studied general
practitioners with a focus on interventions to improve the overall mental
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health of this cohort. The interventions included those that were CBT-
oriented, focused on stress management training, or mindfulness based. In
the short term, there was an improvement in overall mental health, such as
lower levels of psychological stress or burnout, as well as increased empathy.
However, none of the included studies examined how this improvement
was maintained. The authors’ assessment of the studies was that they were
generally of low quality. They emphasised the need for more high-quality
research in this important field.

Petrie et al. (39) examined interventions to reduce suicidal ideations and
symptoms of common mental illnesses, particularly anxiety and depression,
among physicians. These interventions consisted of cognitive behavioural
therapy (CBT) and mindfulness exercises, conducted both in groups and
individually. The prevalence of depression, anxiety, general psychological
distress and suicidal ideations was examined. The findings indicate that

the interventions were associated with a minor reduction in symptoms

of common mental illnesses among physicians. In their conclusion, the
authors note that there is a lack of research focusing on organisational-level
interventions aimed at improving physicians’ mental health through changes
in their psychosocial work environment.

Interventions targeting registered nurses

Of the six reviews that examined interventions targeting nurses, two were
about mindfulness-based mind-body interventions; one review concerned
interventions in the form of coping strategies to reduce burnout among nurses;
one examined the effects of interventions targeting nurses in managerial
positions; one examined the effectiveness of lifestyle interventions, while one
concerned interventions whose purpose was to increase nurses’ job satisfaction.
These six reviews are described in the sections below.

The two reviews (40, 41) that examined mindfulness-based interventions,

such as relaxation and meditation, pointed to slightly different outcomes and
effects of the interventions. Jung et al. (41) reported no significant results that
demonstrated that these interventions would reduce burnout among registered
nurses. However, one of the original studies included in the review showed, with
statistical significance, that practicing yoga succeeded in reducing the prevalence
of some of the criteria included under the umbrella of burnout, namely,
depersonalisation (feelings of unreality and uncertainty about self-identity)

and emotional exhaustion. However, in the review conducted by Guillaumie

et al. (40), a certain effect from mindfulness-based interventions was observed,
namely, in terms of reducing anxiety and depression. The authors concluded
that mindfulness interventions could be part of workplace wellness programmes.

Lee et al. (42) studied how coping strategies can reduce burnout among
registered nurses. They reported that interventions in the form of coping
strategies (including stress management, team-based support and training in
coping skills) resulted in reduced burnout among registered nurses. This effect
persisted for 6 to 12 months post intervention.
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The review by Higgman-Laitila & Rompanen (43) studied the effects of
interventions (stress management, leadership development) targeting registered
nurses in management positions. The included original studies examined a
variety of outcome measures, such as burnout, stress, anxiety and the level of
job satisfaction. A certain effect was observed in the form of reduced perceived
stress. Job satisfaction was unaffected.

The authors concluded that the interventions related to stress management were
most successful, but unfortunately the follow-up periods were short, making it
impossible to say anything about the long-term effect. The authors called for
more higher-quality studies.

Stanulewicz et al. (44) investigated the effectiveness of lifestyle interventions for
registered nurses. These included training in stress management and emotional
regulation, as well as interventions to increase physical activity, mindfulness and
relaxation.

They observed that the best results concerned registered nurses’ well-being, level
of physical activity, and stress level. For work-related outcome measures, such as
job satisfaction, the effects were minor to non-existent.

Niskala et al. (45) examined interventions to improve job satisfaction among
registered nurses. The authors concluded that only two different interventions
improved registered nurses’ job satisfaction; namely, a programme for
professional identity development and a programme with a spiritual focus in
which the participants received training in addressing ethical issues and taking
an empathetic and flexible approach to their everyday lives.

Interventions targeting various healthcare professionals

A total of 13 reviews were identified in which the interventions were aimed at
healthcare professionals in general, without focusing on a specific occupational
cohort. The majority of these reviews (eight in total) concerned mindfulness-
based and psychosocial interventions. The remaining reviews examined
interventions to reduce moral distress (stress that occurs in situations in
which a person is prevented from following their personal moral compass);
leadership interventions to improve employees’ mental health; interventions
to improve physicians’ and registered nurses’ > mental and physical health

and lifestyle, and workplace health promotion interventions. These thirteen
reviews are described below.

Six of the reviews that examined mindfulness-based interventions (46-51)
reported positive effects of the interventions in the form of reduced levels

of burnout, anxiety and depression, among other benefits. The authors also
commented on the deficient quality of the original studies, including the

low number of participants. A review by Kriakous et al. (52) reported similar
positive effects on anxiety and depression, but noted that mindfulness proved
less effective in reducing burnout or increasing resilience. Other interventions
(such as positive psychology, i.e., the science of human beings” inherent
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resources and how these can be developed) appeared to have a certain positive
effect on the well-being of healthcare professionals, but the included original
studies were of deficient quality. Hill et al. (53); Kletter et al. (54) called for
further research in this field, in order to ascertain the effects of this type of
intervention.

The reviews conducted by Morley et al. (33) and Imbulana et al. (55)
examined interventions aimed at reducing moral distress among healthcare
professionals. These included self-reflection, group reflection/debriefing and
narrative writing.

Imbulana et al. (55) focused specifically on intensive care personnel, while
Morley et al. (33) examined the effect on healthcare professionals in general.
The results showed a slight reduction in moral distress among employees,
although some original studies included in the review were unable to
demonstrate any effect at all.

Buchberger et al. (23) examined studies involving interventions in the form
of, among other things, stress management courses, conflict management
programmes and knowledge exchange between colleagues. Among other
things, the results showed that employees experienced more positive feelings
regarding their colleagues, patients and themselves. Employees also managed
their workload better after participating in the interventions.

The remaining review article, Stuber et al. (56), examined interventions
targeting healthcare leaders/managers and the effects these have on employees’
mental health. Such interventions could consist of mentorship or training
programmes about positive feedback and its relationship to employees’
psychological well-being. In four of the seven included studies, positive effects
on employees’ mental health were observed (e.g., level of satisfaction with the
workplace, work-related stress and self-reported psychological stress).

Results of the organisational-level interventions
in the reviews

Organisational-level intervention studies are included in eight of the

35 reviews. Two of the identified reviews only examined studies with
organisational-level interventions (27, 29), while the other six reviews
included studies with both organisational-level interventions and individual-
level interventions (22, 26, 28, 32, 34, 35).

Four of the reviews examined healthcare professionals in general, in different
care settings (22, 26, 32, 34). Two of the reviews focused on physicians

(27, 28), and one only studied registered nurses (35). All reviews examined
outcomes in terms of impact on the health and well-being of healthcare
professionals (Component B in the model). Two reviews (27, 35) also studied
work-related consequences (Component C), as well as consequences at the
collective level (Component D) and implications for patients.
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Interventions targeting physicians

West et al. West et al. (28) examined the effects of interventions to prevent
and reduce burnout among physicians. The review includes 15 randomised
controlled trials and 37 observational studies (cohort studies). Of these, a total
of 20 studies were organisationally oriented (three randomised trials and 17
observational studies). Organisational-level workplace interventions (referred
to as “structural interventions” in this review) consisted of, for example,
shortening physicians’ work shifts and/or modifying their work processes.
According to the review, both individual and organisational-level interventions
can reduce burnout among physicians.

The authors point out that no studies have examined the effects of
combinations of individual-level interventions and organisational-level
interventions. They believe that such combinations could prove most effective,
as they posit that both types of interventions are required to reduce burnout.
At the same time, they note that there is a dearth of randomised trials focusing
on organisational-level interventions, and call for such studies. In addition,
according to the authors, there is a need for assessments of the feasibility of
interventions, as well as cost estimates.

Panagioti et al. (26) studied the effects of interventions to reduce burnout
among physicians. The authors examined the extent to which various types
of interventions (physician-targeted or organisational-level), physician
characteristics (professional experience) and care settings (primary or
secondary healthcare) were associated with burnout-related improvements.
The selected studies comprised randomised trials and controlled “before/
after” studies of interventions targeting physician burnout. Nineteen studies
were included. The review concluded that organisational-level interventions
were associated with moderate yet significant reductions in burnout. These
interventions concerned workload, scheduling, communication, teamwork,
quality management and discussion groups. One conclusion is that
organisational-level interventions can be effective and have many benefits in
reducing burnout among physicians. However, this evidence is from studies
conducted in different physician groups and healthcare settings. Furthermore,
organisational-level interventions were few and far between. The authors argue
that this underscores the need for organisational-level interventions, because
burnout presents a problem for the entire health/medical care organisation,
not just for individuals.

In the review conducted by DeChant et al. (27), the aim was to assess the
impact of organisational-level workplace interventions on burnout, stress and
job satisfaction. The focus was on physicians in various healthcare settings.
The review included a total of 50 studies. According to the authors, most of
the studies were of poor quality. They called for more randomised controlled
trials to adequately test the effects of organisational-level interventions on
physician burnout. However, the authors pointed to some evidence from
high-quality organisational-level interventions studies regarding the reduction
of burnout among physicians. In these studies, the interventions consisted of
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improving workplace processes, promoting team-based care, and reducing the
administrative burden that electronic health records could cause. Furthermore,
it was demonstrated that interventions that brought about changes in work
schedules significantly reduced burnout among physicians.

Interventions targeting registered nurses

The review by Paguio et al. (35) aimed to evaluate the current evidence on the
effects of interventions targeting registered nurses. They identified 14 studies.
The review highlighted organisational-level interventions that improved
registered nurses’ work environment, job satisfaction, autonomy and workplace

leadership.

Effective interventions were characterised by a focus on process improvements
to the work environment, the use of a participatory approach as an
intervention strategy, and the involvement of both frontline and executive
registered nurses. It was also advantageous for implementation to occur at

the unit level. The review observed a significant mix of studies, which made

it more difficult to draw general conclusions about which organisational-level
interventions are best suited to improve the work environment of registered
nurses. The authors point out that research in the field of organisational-level
interventions is full of gaps.

Interventions targeting various healthcare professionals
Ruotsalainen et al. (22) evaluated the impact of various interventions,
including organisational-level interventions, on reducing work-related

stress among healthcare professionals. A systematic literature search was
conducted to identify literature that focused on reducing stress and burnout
among these health professionals. The review includes 19 studies in which
the organisational-level interventions were categorised as organisational and
related to “person-work interfaces”. These interventions focused on changes
in the organisational and social environment of the workplace, for example,
in terms of participation in decision-making, organisational restructuring and
training. It was concluded that there is limited evidence of any small (but likely
relevant) reduction in the stress levels of healthcare professionals as a result of
organisational-level interventions.

In a later review, Ruotsalainen et al. (34) evaluated different interventions
with regard to their ability to prevent work-related stress among healthcare
professionals. The review identified 58 studies, 21 of which examined
organisational-level interventions. These organisational-level interventions
comprise changes in working conditions, organisation of support, improved
communication skills and changes in work schedules. The results provided
little evidence that changes in work schedules can lead to reduced stress. Other
organisational-level interventions had no evident effect on stress levels. The
authors point out that their conclusions are based on a relatively small number
of studies.
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A review conducted by Brand et al. (29) aimed to identify “whole-system
healthy” workplace interventions in healthcare settings, in order to determine
whether they improve the health and well-being of professionals in this sector.
The review included studies on the reported outcomes of interventions that
included all healthcare professionals within a specific care setting (e.g., a
hospital or ward) and engaged them in collective activities to improve their
physical or mental health and/or promote healthy habits. The review identified
eleven studies. The researchers felt that the studies provided evidence that
whole-system interventions can improve health and well-being, as well as
promote healthier behaviours among healthcare professionals.

The aim of the review compiled by Williams et al. (32) was to systematically
review the literature on health and well-being interventions targeting
healthcare professionals, in order to assess their effectiveness. A total of 41
studies were identified. Of these, only five studies included organisational-level
interventions, which concerned changes in working methods.

These organisational-level interventions gave rise to measurable improvements
in health and well-being, such as reduced emotional exhaustion and work-
related exhaustion. Yet at the same time, the authors emphasised that the
studies had methodological shortcomings.

Results of the other interventions in the reviews

Six reviews addressed interventions that fell into to the “Other” category, being
neither specifically individually nor organisationally oriented. Ruotsalainen et
al. (22, 34) and Williams et al. (32) studied multimodal interventions, as well
as various individual and organisational-level interventions.

These reviews have been lumped together with the organisational-level
interventions. Morley et al. (33) examined multimodal interventions, but also
studied individual-level interventions, which is why this review is addressed
together with the individual-level interventions.

Two reviews (30, 31) examined mentorship programmes for registered nurses.
They only studied recently graduated or newly registered nurses. The authors
of both of these studies commented that there is a shortage of studies with
control groups comparing the effectiveness of mentorship programmes for
newly graduated registered nurses with another group that lacks access to such
programmes.

Chen and Lou (30) studied a mentorship programme that incorporated
feedback and reflection sessions, as well as the development of problem-solving
skills. The outcome measures used included, for example, employee turnover,
competence, job satisfaction and communication skills. The results indicated
reduced staff turnover, lower turnover-related costs and fewer medical errors.
Furthermore, improved job satisfaction, communication skills and competence
were observed among the registered nurses, as well as better interpersonal
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relationships. The authors concluded that mentorship programmes for recently
registered nurses can benefit both the nurses and their mentors. Zhang et al.
(31) reported similar results in terms of the positive effects of mentorship
programmes (including both technical and emotional support) for both
registered nurses and mentors, as well as for the organisation as a whole
(through reduced staff turnover).

The findings of the reviews of Swedish interventions

Relatively few Swedish intervention studies are included in the identified reviews.
Seven original studies were identified on the basis of the reviews of the included
studies. However, one (58) of these was not found to be an interventional
study, because it concerned how changes in the healthcare sector have affected
the quality of care, staff abilities, and organisational efficiency, according to

a survey of doctors and registered nurses in one region. This means that no
conscious, planned intervention was studied, which is why it has been excluded
from this report. Thus, only six original Swedish studies are presented here.

Three of the six included intervention studies that studied healthcare
professionals in general, while two studies focused on registered nurses (59, 60)
and one on physicians (61). Three of the studies reported on individual-level
interventions, while another three (59, 62) can be classified as falling into the
“Other” category. With the exception of Ohrling and Hallberg (60), all the
studies identified outcomes in terms of health and well-being (Component B
of the model). Petterson et al. (59, 63) also studied work-related consequences
(Component C). Ohrling and Hallberg (60) studied these too, as did Petterson
and Arnetz (62) and Bergman et al. (61). The latter also examined certain
consequences at the collective level (Component D).

Original study: Lokk and Arnetz (64)

Lokk and Arnetz (64) investigated how staff at a hospital’s geriatric clinic
were affected by an organisational change. The intervention is described as an
“empowerment programme’, in which 14 people at the clinic met in groups
with an experienced licenced psychologist on a regular basis, starting 10
weeks before the organisational change was to take place and ending 10 weeks
after. Due to scheduling challenges, staff attended these group meetings every
two weeks. The intervention itself comprised two parts. In the first part, the
psychologist taught the participants about various types of stress reactions. In
the second part, group members were encouraged to talk and discuss matters
among themselves, with the psychologist taking on a more facilitating role.
When the participants met with the psychologist for a final session, they
summarised what they had learned and which problem-solving strategies they
found helpful. At the same hospital, twelve people at a control clinic were not
provided the same access to a psychologist compared to the intervention group.
In the control group, the same psychologist who took part in the intervention
group only participated as an observer at the clinic’s staff meetings. Various
stress-related biomarkers were studied as outcomes. The conclusion was that
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“psychosocial empowerment programmes are beneficial when organisational
changes are implemented in healthcare settings”.

Original study: Petterson and Arnetz (62)

Petterson and Arnetz (62) studied different departments at a large regional
hospital that implemented interventions to improve the work environment and
the health of its staff. The interventions themselves are not described in detail
in the article. To create a baseline, personnel in each department were asked

to complete a questionnaire regarding their experiences of the following areas:
the quality of their work (skills and competence development, work-related
requirements, workload, organisational climate and clarity of objectives); support
at work (social climate, control over their work, coping skills); and health
(psychosomatic symptoms, exhaustion). One year after the implementation

of the interventions, these areas were followed up with a new questionnaire.
The results of this department were then compared with their own previous
values. Each department was able to choose the improvement targets on which
it wanted to focus, based on indications from the baseline measurement for
their particular department. A local project team ensured the continuity of the
work. Departments that were highly active in their improvement measures were
compared with departments characterised by low activity.

According to the authors, the study showed that positive effects of interventions
at the organisational level can be achieved through a combination of different
key factors. Foremost among these were a strong foundation of support within
the organisation prior to implementation and a positive attitude among
employees and committed managers.

Original study: Ohrling and Hallberg (60)

Ohrling and Hallberg (60) studied various aspects of the supervision of registered
nurses in a qualitative interview study. The intervention consisted of supervision
during the registered nurses’ clinical practice, in the third year of their training.
The study focused on the experiences of the supervisors. The conclusion was that
this kind of supervision can facilitate the student nurses’ learning and constitute a
kind of protective shield during their period of learning (“sheltering the students
when learning”).

Original study: Petterson et al. (59)

Petterson et al. (59) examined interventions targeting the staff, the workplace and
the organisational level in 12 retirement homes. The aim of the interventions was
to empower assistant nurses and care assistants to improve their own health, well-
being and working conditions, as well as the quality of care. Measurements were
obtained through a survey conducted before and after an 18-month intervention
period.

Changes in the studied outcomes were minor and not statistically significant. One

conclusion is that middle managers should be involved in project planning and
decision-making.
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Original study: Bergman et al. (61)

Bergman et al. (61) studied how eight dialogue groups comprising a total of 60
physicians at a hospital’s paediatric clinic influenced various psychosocial work
environment outcomes. The groups aimed to improve communication, build
consensus and solve problems by giving physicians the opportunity to “think
together”. This was investigated through a survey conducted before and after
the implementation of the dialogue groups. Several different outcomes were
studied, including the participants’ perceptions of the social climate, leadership,
organisational efficiency, work-related exhaustion, mental energy and workload.
The conclusion was that “dialogue groups can be a way to improve physicians’
psychosocial work environment”.

Original study: Peterson et al. (63)

Peterson et al. (63) examined the effects of participation in a “reflecting peer
support” group, with regard to health, burnout and perceived changes in working
conditions. The group offered opportunities for discussion and reflection with
colleagues, with a focus on work-related stress and burnout. The intervention
was offered to 660 people in various healthcare professions. Of these, 51 people
participated in the intervention group and 80 in a control group, which did not
participate in these meetings. Meetings were held over a period of 10 weeks, with
a two-hour meeting each week and a follow-up meeting four weeks later. Several
favourable outcomes were noted, among them improvements in the health,
quantitative work demands and opportunities for participation and support at
work of the intervention participants.

Results from other original Swedish studies
and reports

In addition to the Swedish studies included in the reviews, three original
Swedish studies were identified. One of these studies was identified by searching
for dissertations, and one report was discovered in the grey literature from the
searches for interventions conducted in a Swedish context. In two of the studies
(65, 66), the study population was made up of registered nurses, and in one
study (67), it comprised a combination of healthcare professionals. One of the
studies examined individual-level interventions (65) and two examined the
effects of interventions classified as “Other” (66, 67). Two of the studies (65, 67)
reported outcomes in terms of health and well-being (Component B). Jochim
and Rosengren (66) identified outcomes in the form of consequences at the
collective level (Component D) and implications for patients (Component E).

The report (68) was prepared by the Swedish Agency for Health Technology
Assessment (SBU) and concerned registered nurses and assistant nurses. The
focus was on individual scheduling, which can be seen both as an individual-
level intervention (since employees’ schedules can vary) and as an organisational-
level intervention (since it aims to change the employees’ work situation).

The measured outcomes included job satisfaction and reduced staff turnover

(Components C and D).
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Original study: Dahlgren et al. (65)

Dahlgren et al. (65) conducted a randomised controlled trial to investigate
the effects of a “proactive intervention” aimed at improving the recovery from
stress of registered nurses. The study included 99 registered nurses in the
intervention group and 108 in the control group. The intervention consisted
of group training comprising three sessions (2.5 hours) over the course of
one month. The intervention was based on cognitive behavioural therapy
techniques and motivational interviewing. The primary outcomes of the study
were the impact on sleep, burnout, fatigue, cognitive fatigue, work-induced
fatigue and somatic symptoms. Secondary outcome measures related to
perceived stress, tension and lethargy, as well as dysfunctional thoughts and
attitudes regarding sleep. The results were mixed. After three course sessions,
beneficial effects were noted for somatic symptoms, burnout and fatigue
symptoms. No statistically significant improvements in other outcomes were
noted.

Original study: Jochim and Rosengren (66)

Jochim and Rosengren (66) studied the effects of mentorship (“preceptorship”)
among registered nurses. The project investigated the effects of employment
for one year of two experienced registered nurses in an internal medicine
department at a 167-bed hospital in Sweden. Both qualitative and quantitative
methods were used. Six measures of the work environment were obtained from
the hospital’s annual survey: professional development, workload, support at
work, knowledge, support from colleagues and collaboration.

Data were collected on staff turnover and short-term sickness absence among
the registered nurses. With respect to the quality of care provided to patients,
four indicators were studied. Two focus group interviews were conducted
with registered nurses in order to broaden their understanding of the
importance of mentorship for the work environment. Improvements in the
work environment and quality of care were limited. On the other hand, both
staff turnover and sickness absence decreased significantly. The focus group
interviews indicated that the mentorship model had many strengths.

Original study: Holmberg (67)

One of the studies included in Holmbergs dissertation (67) evaluated the
efficacy of an intervention focused on communication skills training, which
aimed to improve the psychological health of all staff in an anaesthesia clinic
(including intensive care, surgical and anaesthesiology personnel).

The study had a before/after design, but lacked a control group. 100 employees
in an intensive care unit participated. The intervention comprised one day

of training in large groups and three group meetings lasting two hours each.
The group meetings were led by a psychologist, and the employees had

the opportunity to share and discuss challenging situations at work. They
practiced listening, asking for help, showing appreciation, saying “no”, and
sharing mistakes in their work. Before, during and after the intervention, the
employees completed a questionnaire with questions about various aspects of
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their mental health. The results showed significant differences in levels of stress
and general mental health. No significant changes were noted with regard to
psychological flexibility and work engagement. The author concluded that the
findings support the use of the intervention, but that it needs to be studied
further in larger, better-designed studies.

Report: SBU (68)

The report summarised the results from four literature reviews. Two of these
were systematic literature reviews, while two were integrative reviews that
included both quantitative and qualitative studies. The authors of the reviews
concluded that individual scheduling supports more flexible work schedules
and can benefit healthcare professionals and their organisations, but that it can
be challenging to implement and maintain such systems. Two of the reviews
reported that individual scheduling decreased employee turnover.
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7. Discussion

This systematic literature review is about the factors that contribute to creating
healthy and prosperous workplaces in the healthcare sector. A systematic
literature search of reviews in the field was conducted in order to compile
knowledge about the effects of workplace interventions aimed at achieving

a better psychosocial work environment in the healthcare sector. Among the
reviews were six original Swedish studies, which were also included. We also
examined three original Swedish studies that were not included in the reviews,
as well as a report from the grey literature that was identified during an
additional search of databases and websites.

This chapter summarises and discusses the main findings of the included
reviews. This is followed by an account of knowledge gaps that we have
identified on the basis of the literature review, as well as advice regarding these
knowledge needs.

A methodological discussion follows, after which the chapter ends with our
conclusions.

Summary of the main findingst

This systematic literature review is based on two different literature searches.
The first search was conducted in 2019 and the second in 2021, with the

aim of updating the first one and identifying reviews published after 2019. A
total of 35 relevant reviews were identified. These included only six original
Swedish studies, conducted between 1997 and 2008. This timeframe is
somewhat outdated, given the increasingly highlighted psychosocial work
environment problems in the healthcare sector. In addition to the Swedish
studies cited in the reviews, three original Swedish studies not included in the
reviews were identified, as well as one report in the grey literature.

All 35 reviews relate to the healthcare sector. Despite this, there was a
marked heterogeneity in terms of occupational groups, interventions and
outcomes. This makes it difficult to draw clear conclusions about which
workplace-related interventions are most effective. There was a distinct focus
on individual-level interventions; indeed, individual-level interventions were
presented in 31 of the reviews. Only eight reviews dealt with organisational-
level interventions, i.e., interventions that focus on changing the organisation,
rather than individuals. Of the eight identified reviews that included
organisational-level interventions, only two (27, 29) focused solely on
organisational-level interventions. The other reviews studied both individual-
level interventions and organisational-level interventions. The dearth of
organisational-level interventions was highlighted by the authors of many of
the reviews.
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The individual-level interventions were typified by a focus on interventions
aimed at promoting health and well-being (Component B of Figure 1)
and achieving increased job satisfaction and improved work performance

(Component C).

Thus, in most cases, it is assumed that solutions to psychosocial work
environment problems are to be found at the individual level. Common
individual-level interventions included various forms of mental and
psychological exercises, often conducted in groups. These included
mindfulness training, stress management courses, relaxation exercises, coping
strategies and cognitive behavioural therapy. According to several reviews,
these interventions produced some positive results for employees’ health and
well-being. However, many studies lack comparison groups, and the number
of participants was often low. Several reviews also pointed out that short
follow-up periods make it difficult to draw conclusions about the long-term
effects of the interventions.

The organisational-level interventions focused on the organisational

and social aspects of the workplace. For example, they could comprise
initiatives for changing working hours and schedules, reducing workloads,
and improving teamwork and communication. Most organisational-level
interventions primarily aimed to improve health and well-being (Component
B). According to many reviews, these interventions can improve health and
well-being. However, few general conclusions could be drawn, because the
primary studies included in the reviews were often marred by methodological
shortcomings. Moreover, several reviews contained relatively few
organisational-level interventions, which also makes it more difficult to draw
conclusions about their effectiveness.

In general, both individual-level and organisational-level interventions yielded
only minor effects. In several reviews, the authors concluded that based on
the studies alone, it was difficult to discern clear patterns and draw clear
conclusions about what is most effective. Many reviews bemoaned the scarcity
and small size of the primary studies. For this reason, we can neither point

to certain interventions as being most effective in all situations, nor identify
specific “success factors” for improving the psychosocial work environment in
the healthcare sector.

The four reviews that examined the effects of multimodal interventions
identified a reduction in moral distress, as well as in overall stress, anxiety and
general symptoms. The authors of these reviews pointed out that the original
studies had some methodological flaws that make generalisability difficult. The
authors concluded that more research is needed (9, 19-21).

A variety of outcomes were examined in the reviews. Figure 1 allowed for a
rough breakdown of the outcomes, but research on the psychosocial work
environment appears to be quite heterogeneous with respect to outcomes.
The primary outcome was health and well-being (Component B in Figure 1),
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including stress, burnout, depression and quality of life. This was studied in
33 of the 35 reviews. Significantly fewer reviews (14 in total) studied various
work-related outcomes at the individual level (Component C), including the
effect of interventions on job satisfaction, job performance, organisational
commitment, as well as considering leaving the profession. Consequences

at the collective level (Component D) were examined in seven reviews.
These included sickness absence, staff turnover and quality of care. Five
reviews studied implications for patients (Component E), including patient
satisfaction and the risk of adverse events.

Need for knowledge

Problems with the psychosocial work environment in the healthcare sector are
not a new phenomenon, but this systematic literature review indicates that the
relevance of the topic has increased. The first search was conducted in 2019
and identified 18 relevant reviews published between 2008 and 2018, while
the second search resulted in 17 reviews published between 2019 and 2021.
This points to a marked increase in research focused on the psychosocial work
environment of healthcare employees.

The COVID-19 pandemic has further underscored the need for efforts to improve
the psychosocial work environment in this sector. The Chair of the Swedish
Medical Association, together with the Chair of the Swedish Association

of Health Professionals, has called on the Government to establish a crisis
committee to investigate the work environment in the healthcare sector (53).

This begs the question: In light of these known problems and the knowledge
compiled and analysed in this systematic literature review, what kind of
research is needed? Several reviews pointed to important knowledge gaps
regarding workplace interventions and their effects on the psychosocial work
environment in the healthcare sector. The authors of several reviews called

for randomised controlled trials, as this study design creates the most optimal
conditions for establishing internal validity, i.e., for ensuring that the achieved
effects are truly contingent upon the implemented intervention. Furthermore,
studies of the long-term effects of the interventions and their cost-effectiveness
were requested.

There is a need for further research on organisational-level interventions; these
are in short supply, yet can also be assumed to be more effective and provide
greater long-term effects than individual-level interventions, the purpose of
which is to strengthen the individual’s mental ability to deal with the demands
and stress in their work environment. Individual-level interventions primarily
focus on various approaches to changing the thinking and behaviours of the
individual, with the aim of affecting their health and well-being.

In addition to intervention studies, we believe there would be great value in

identifying successful workplaces (and other units) in the healthcare sector
at which promising results have been achieved with respect to work-related
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outcomes at the individual level (e.g., job satisfaction, engagement at work and
work performance), as well as positive outcomes at the collective level (such

as a better work climate and less sickness absence). The aim would thus be to
study successful cases in order to identify what it is that keeps employees happy
and healthy in their workplace. This would require research to systematically
identify potentially successful cases, after which case studies would be
conducted to describe and analyse how these workplaces have addressed

the psychosocial work environment, as well as evaluate relevant outcomes.
Comparative case study research could allow for the identification of success
factors in achieving a better psychosocial work environment. This approach
could thus be an alternative to studies based on researcher-led interventions.
We believe that both approaches have merit.

Methodology discussion

This systematic literature review has been drafted in accordance with
established principles for conducting systematic reviews, such as the
international standard used by the Cochrane Database of Systematic Reviews.
The method follows a stringent process for defining and delineating a research
question, systematic searches of references in several electronic databases,

the screening of references, and relevance and quality reviews of full-text
articles that can contribute to answering the research question. The process

is transparent in the sense that readers should be able to interpret the study’s
findings based on its research question, inclusion and exclusion criteria, and
any other applied restrictions. To the extent possible, the selection process and
data extraction must also be carried out by at least two independent reviewers,
thereby reducing the risk that results could be included that distort the overall
portrayal of the knowledge compiled. Within the context of this systematic
literature review, four people have reviewed every aspect of this process.

The literature searches on which this systematic literature review is based

were conducted in three digital databases: PubMed (Medline), Cinahl and
PsycINFO. The searches were carried out in collaboration with literature
search experts at Lund University. The searches have been restricted to studies
that are themselves systematic reviews. This limits our ability to map issues that
other researchers have chosen to study. We also chose to consider and review
all Swedish primary studies included in these reviews.

The quality of the systematic reviews included in this systematic literature
review has been assessed using the AMSTAR instrument. However, we have
not assessed the quality of the primary studies that the authors of each study
in our compilation included in their own review. One of the criteria for a
moderately well-conducted systematic review is that the authors must have
assessed the quality of the primary studies they included. However, we have
not passed judgment on the accuracy of the authors” assessments. Likewise,
we have neither assessed (i.e., evidence graded) the reliability of the authors’
conclusions, nor assessed whether they are relevant and transferable to a
Swedish context.
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In the compilation of knowledge about interventions to improve the
psychosocial work environment in the healthcare sector, the definition

of concepts can prove challenging. The concept of a “psychosocial work
environment” can be interpreted slightly differently within different specialist
and subject areas and research disciplines. Our starting point has been a
broad interpretation of the concept that captures the psychological, individual
and group perspective, as well as the social interactions that occur between
individuals and within groups. Other interpretations, search strategies and
restrictions would of course affect the results.

We have chosen not to include systematic reviews of studies whose
interventions were limited to yoga or other physical activities. On the other
hand, reviews about mindfulness and other stress-reducing interventions are
included, provided that they were implemented in a workplace context.

A broader definition of types of interventions that may affect the psychosocial
work environment would probably have led to the inclusion of more studies.

Recommendations

It is difficult to make recommendations on the basis of the findings of the
reviews we have studied, as they are neither convincing nor conclusive.
However, we posit that organisational-level interventions have the greatest
potential to contribute to creating a good and sustainable psychosocial work
environment for healthcare employees. Unfortunately, few studies focus on
preventive interventions for improving the work environment. Instead, most
studies address interventions aimed at curing and alleviating symptoms at the
individual level, rather than influencing the psychosocial work environment
(for example, by changing schedules or changing work tasks) (68).

In individual-level interventions, the responsibility for health and well-being
is placed on the individual, rather than on the work environment, the work
organisation and the employer. We believe there is great value in so-called
“primary interventions”, whose purpose is to address the root causes of work-
related stress and other problems related to employees’ health and well-being
(69,70). Primary interventions may include, for example, changes in work
tasks and improved social support and leadership.

Workplace-oriented interventions that combine organisational, group and
individual levels are considered to be the most effective, as they yield the
most sustainable and long-term benefits for both the individual and the
organisation (69, 70). At the same time, organisational-level interventions
are likely to pose greater methodological challenges, as it is more difficult to
control contextual and other factors that may affect the implementation and
outcome of such interventions.
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Conclusions

The aim of this systematic literature review was to identify the systematic
literature reviews that have examined workplace-related interventions to
improve the psychosocial work environment in the healthcare sector, and
to review the results of these interventions. We identified 35 reviews that
were quite heterogeneous with respect to the studied occupational groups,
interventions and outcomes. This makes it difficult to draw straightforward
conclusions about which workplace interventions are the most effective in
improving the psychosocial work environment in the sector.

Of the 35 reviews, 31 reported on individual-level interventions, while
eight reviews included organisational-level interventions. Several authors
highlighted that too little research has been conducted on organisational-
level interventions. In general, the effects of both individual-level and
organisational-level interventions were negligible.

The primary outcome in the reviews was the effects of the interventions on
the health and well-being of healthcare staff. Other outcomes were examined
less frequently: work-related outcomes at the individual level (e.g., effect on
job satisfaction and performance), consequences at the collective level (e.g.,
sickness absence and staff turnover), as well as consequences for patients (e.g.,
patient satisfaction and frequency of adverse events).

The systematic literature review also aimed to examine the original Swedish
studies that appeared in these literature reviews. We found only six Swedish
studies, published between 1997 and 2008. All of them focused on
individual-level interventions. We also examined three original Swedish
studies that were not included in the 35 reviews, as well as a report from the
grey literature that was identified during an additional search of databases and
websites. However, the dissimilarity of these studies precludes any conclusions
being drawn about which interventions are most effective.
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