Appendix C.
C1. Detailed Sample Characteristics

Table C1 reports the study and sample characteristics of interventions. Regarding the healthcare sector, we identified four studies (Micek et al., 2022; Shan et al., 2024; Kiser et al., 2024; Wang et al., 2024); one study for the construction sector (Cedstrand et al., 2022) and one study involving a TICTM setting (Falk et al., 2022). Regarding the healthcare sector, Shan et al. (2024) involved head nurses in a large general hospital in China. The intervention group comprised 40 participants (100% female) with an average age of 47.3 years (SD 6.7), while the control group had 40 participants (100% female) with an average age of 46.4 years (SD 6.9). Kiser et al. (2024) also conducted an RCT including physicians in various departments within the Massachusetts General Physicians Organization in the USA. 52 (77.6%) were female participants in the randomized-to-intervention sample, 14 (20.9%) males and 1 (1.5%) preferred not to say. Regarding the received coaching intervention group, 40 (76.9%) were female, 10 (19.2%) were males and 1 (1.9%) preferred not to say. 57 (80.3%) were females in the control group. The study does not provide the mean and standard deviation of the participant’s age, but the authors provide the proportion by age group. Overall, most of the participants are younger than 40 years old, with 77.6% in the randomized-to-intervention group, 76.9% in the received coaching intervention group, and 80.2% in the control group.  The third identified study implementing a mental health promotion intervention at the organisational level is by Micek et al. (2022). The sample  consisted of primary care physicians in 34 primary care clinics within the University of Wisconsin Health system in the USA. The females in the intervention group were 23 (62%) and in the control group 46 (68%). Wang et al. (2024) implemented a Psychological first aid (PFA) training program. The intervention group comprised 39 (89.7%) female participants and 43 (90.2%) females participated in the control group. 33 (76.9%) participants in the intervention group were aged between 21 and 30 years, and 11 (23.1%) were older than 30. The respective values for the control group are 36 (73.2) and 11 (26.8).
For the construction sector, we identified one study by Cedstrand et al. (2022), who implemented a non-randomized controlled trial for professionals, including first-line managers, site managers, project managers, and project or production engineers, and trade workers in two regions within a Swedish construction company. There were 41 (20.2%) female participants in the intervention group with a mean age of 39.4 (SD=12.5) and 20 (16.1%) females in the control group with an average age of 44.2 (SD=12.9). The last study refers to a TICTM setting by Falk et al. (2022), who implemented an RCT for university employees in the USA. Their intervention, described in more detail in the next part, includes 19 (79.2%) females in the Desk Only intervention group and 16 (76.2%) females in the Program Only and Desk Plus Program intervention groups. The participants’ average age in the Desk Only group is 46.5 (SD=10.03), 43.1 (SD=12.32) in the Program Only group and 42.0 (SD=9.36) in the Desk Plus Program group. There were 19 (82.6%) females in the control group with an average age of 45.2 (SD=10.79).   
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Table C1. Detailed Study and sample characteristics
	Study
	Country
	Type of Study/Design
	Intervention Group
	Control Group
	Employment Type and Occupations
	Number and Size of Organisations

	
	
	
	Sample Size Female (%)
	Age (SD) or N (%)
	Sample Size Female (%)
	Age (SD) or N(%)
	
	

	Health Care 
	
	
	
	
	
	
	
	

	Kiser (2024)
	USA
	RCT
	Randomized to intervention: 52 (77.6)
Received coaching intervention: 40 (76.9)
	Randomized to intervention: 
31-40 years: 28 (41.8%)
41-50 years: 24 (35.8%)
51-60 years: 10 (14.9%)
>60 years: 5 (7.5%)
Received coaching intervention  
31-40 years: 19 (36.5%)
41-50 years: 21 (40.4%)
51-60 years: 9 (17.3%)
>60 years: 3 (5.8%)
	57 (80.3)
	31-40 years: 28 (39.4%)
41-50 years: 29 (40.8%)
51-60 years: 9 (12.7%)
>60 years: 5 (7.0%)
	Full-time physicians
	Departments within the Massachusetts General Physicians Organization / Large

	[bookmark: _Hlk175691914]Micek (2022)
	USA
	Non-randomized controlled trial
	23 (62)

	-

	46 (68) 
	-
	Primary care physicians 
	34 primary care clinics within the University of Wisconsin Health system/ Large

	Shan (2024)
	China
	RCT
	40 (100) 

	47.3 (6.7)
	40 (100)
	46.4 (6.9)
	 Head nurses

	General hospital/Large

	Wang (2024)
	China
	RCT
	39 (89.7)
	21–30 years:  33 (76.9%)
> 30 years: 11 (23.1)
	43 (90.2)
	21–30 years:  36 (73.2)
> 30 years: 11 (26.8)
	Front-line healthcare workers
	Second Xiangya Hospital, Central South University/ Large

	TICTM
	
	
	
	
	
	
	
	

	Falk (2022)
	USA
	RCT
	Desk Only: 19 (79.2)
Program Only: 16 (76.2)
Desk+Program: 16 (76.2)
	Desk Only: 46.5 (10.03)
Program Only: 43.1 (12.32)
Desk+Program: 42.0 (9.36)
	19 (82.6)
	45.2 (10.79)
	University employees
	-

	Construction 
	
	
	
	
	
	
	
	

	Cedstrand (2022)
	Sweden
	Non-randomized controlled trial
	41 (20.2)
	39.4 (12.5)
	20 (16.1)
	 44.2 (12.9)
	Professionals, including first-line managers, site managers, project managers, and project or production engineers, and  trade workers​
	Two regions within Swedish construction company/Large



C2. Intervention Characteristics
Table C2. Intervention characteristics of the included studies
	Study/Sector
	Primary Aim
	Intervention Details
	Duration of intervention
	Follow-up- measurement points

	Kiser (2024)/ Healthcare
	The study aimed to explore the effect of individualized coaching by professionally trained peers on burnout and well-being among physicians
	Participants in the intervention group received six coaching sessions facilitated by a peer coach over three months. These sessions included an initial 1.5-hour coaching session followed by five additional 60-minute sessions. The coaches were physician peers certified by a training company endorsed by the American College of Sports Medicine and the American College of Lifestyle Medicine. The coaching sessions were personalized to the participant's needs and goals​.
	3 months
	Immediately after the intervention (3 months)

	Micek (2022) / Healthcare
	The primary aim of the study was to evaluate the impact of a remote scribe programme on physician wellness, Electronic Health Record (EHR) satisfaction, and objectively determined measures of EHR use among primary care physicians.
	The intervention used in the study was a remote scribe programme, developed for supporting primary care physicians through documentation-related work during clinical encounters. Scribes were trained personnel provided by an external contractor (AQuity Solutions), worked remotely and were paired with physicians via an audio-only cellphone connection. This allowed the scribes to listen to patient encounters in real time and document clinical notes and pending orders directly into the Electronic Health Record (EHR) system. Every scribe was thus assigned to a specific physician to ensure consistency and continuity, and their responsibilities included documenting clinic notes and preparing orders for the physician's review and co-signature. This setting indicated that the scribes were mostly working remotely, thus not being physically present in the clinic but can support documentation tasks, which may decrease the physicians’ burden regarding EHR-related tasks and enhance their well-being and satisfaction at their workplace.
	1 year


	1 year
The follow-up measurements were initially planned at 6 months and 1 year after the intervention began. However, due to the COVID-19 pandemic, the 6-month assessment was cancelled.

	Shan (2024)/ Healthcare
	The aim of the study was to explore the effectiveness of Balint groups in reducing burnout and improving self-efficacy among head nurses in a Chinese hospital.
	The intervention comprised a Balint group, which is a form of group therapy that deals with and focuses on the improvement of participants’ professional relationships, particularly, the doctor-patient relationship (in this case the nurse-patient relationship). The intervention consisted of two lectures and ten one-hour small group discussions. The sessions were designed to help participants reflect on challenging nurse-patient interactions, aiming at the reduction of burnout and the enhancement of their self-efficacy.
	3 months
	immediately after the intervention (3 months)

	Wang (2024)/ Healthcare
	The aim of the study was to determine the feasibility and acceptability of the culturally adapted Psychological First Aid (PFA) training intervention in supporting the mental health and well-being of front-line healthcare workers (HCWs). 
	The intervention consisted of a culturally adapted Psychological first aid (PFA) training program, entitled "READ-Y" PFA training, specifically for Chinese healthcare workers (HCWs). The adaptation included modifications to cultural norms amongst Chinese people such as the tendency to suppress emotions, viewing crises as opportunities for growth, and collectivist values. The training encompassed five elements of trauma recovery and inclusive PFA training techniques and case studies that were culturally adapted. An additional self-care component, "Yourself," was added to emphasize the importance of self-healing and seeking help.
	3 months
	After the completion of the training (2 weeks)
Midway through the follow-up period (2 months)
At the end of the follow-up period (3 months). 

	Falk (2022)/ TICTM
	The aim of the study was to evaluate whether a sedentary behavior reduction programme impacted occupational sedentary behavior, mental well-being, and work performance among employees working from home during the COVID-19 pandemic.
	Height-Adjustable Desk Provision (Desk Only): Participants received a Varidesk ProPlus 36 model height-adjustable desk and a Varidesk anti-fatigue standing mat. They were advised to use the desk to reduce sitting time while working.
Online Sedentary Behavior Modification Program (Program Only): Participants received weekly online behavioral modules designed to promote feasible, progressive changes in sedentary behavior and physical activity. The program included behavior-changing techniques like goal setting, problem-solving, self-monitoring, social support, and habit formation.
Combined Intervention (Desk + Program): Participants received both the height-adjustable desk and the online behavioral program.
Control: Participants did not receive any intervention during the study period.
	12 weeks
	immediately after the intervention (12 weeks)

	Cedstrand (2022)/ Construction
	The aim of the study was to evaluate the effectiveness of a co-created occupational health intervention on stress and psychosocial working conditions within the construction industry in Sweden. 
	The intervention involved two main components:
Duties Clarification: Aimed at improving role clarity among professionals.
Structured Roundmaking: Focused on planning and removing obstacles for smoother project execution, primarily targeted at first-line managers.
	24 months
	12 months after baseline and immediately after the intervention (24 months)



C3. Detailed Descriptions of the Trials

The systematic review identified a range of organizational interventions across the healthcare, TICTM, and construction sectors. The primary outcomes were burnout, depression, anxiety, and perceived job stress. Table 5 summarises the effectiveness results for the primary outcomes of this review, and across the different sectors, the interventions varied in their effectiveness.

Healthcare Sector 

The first study identified is by Micek et al. (2022), which aimed to evaluate the impact of a remote scribe program on primary care physicians' well-being and burnout. The study found a significant reduction in burnout among physicians who used remote scribes. According to the Mini-Z measure, the burnout for the remote scribe users decreased from 70.3% to 51.4%, while for the control group, burnout increased from 50.0% to 60.3%
This resulted in a significant between-group difference, with scribe users having 85% reduced odds of burnout compared to controls. There was a significant improvement in the “Joyful Workplace” score for scribe users, with a mean increase of 2.83 points (95% CI 0.60, 5.06; p = 0.01) compared to controls. Scribe users also reported improvements in perceptions of a supportive work environment and reduced work pace/EHR stress compared to controls, with significant mean differences of 1.43 points (95% CI 0.16, 2.70; p = 0.03) and 1.33 points (95% CI 0.12, 2.54; p = 0.03), respectively.
The introduction of a remote scribe program was associated with significant reductions in burnout and improvement in the perceptions of the work environment. The program also successfully reduced the time physicians spent on EHR tasks, especially outside of scheduled hours, potentially contributing to better work-life balance. Overall, the study suggests that the use of remote scribes can be a viable strategy to improve physician mental well-being and reduce the administrative burden associated with EHR use in primary care settings.
The second study is by Shan et al. (2024), which investigated the impact of Balint group interventions on reducing burnout and improving self-efficacy among head nurses in a Chinese hospital. The study found a significant reduction in burnout in terms of personal achievement (PA) among the nurses who participated in the Balint group.
The mean score on the MBI-PA subscale increased significantly in the Balint group after the intervention, indicating a reduction in burnout related to personal achievement (95% CI: 8.28, 11.12; p = 0.003). However, the findings show insignificant differences between the Balint and control groups regarding emotional exhaustion (EE) and depersonalization (DP) subscales of burnout. Both groups showed similar levels of emotional exhaustion and depersonalization before and after the intervention, with no statistically significant changes (EE: p = 0.740; DP: p = 0.387). The study did not find a significant improvement in self-efficacy as measured by the General Self-Efficacy Scale (GSES). The scores for self-efficacy slightly increased in both the Balint and control groups, but the differences were not statistically significant (p = 0.403). The study concludes that while the Balint group intervention effectively improved the personal achievement aspect of burnout among head nurses, it did not significantly impact emotional exhaustion, depersonalization, or self-efficacy. The authors suggest that longer or more intensive Balint group interventions might be required to observe more substantial changes in these areas. Hence, the findings highlight the potential of Balint groups as a supportive intervention to enhance personal achievement and reduce some aspects of burnout in healthcare settings, though the effectiveness might be limited in addressing other dimensions of burnout and self-efficacy without extended interventions.
The third study is by Kiser et al. (2024). We should highlight that Table 2 presents baseline characteristics for two groups: "Randomized to intervention" and "Received coaching intervention." The distinction between these two groups is important for understanding the study's analysis and results. "Randomized-to-intervention" refers to all participants who were initially allocated to the intervention group, regardless of whether they actually received the coaching. "Received coaching intervention" refers specifically to those participants within the randomized group who completed at least one coaching session. However, as we discuss in the next section, in Table 3, the authors only present data for one intervention group, which is the "Received coaching intervention" group. This is followed because the authors are interested in the effects of the actual coaching intervention on the participants who received it.
The reason for this approach is linked to the use of a modified intention-to-treat (mITT) analysis, which excludes participants who were randomized to the intervention but did not receive it. This approach is used to provide a more accurate estimate of the intervention's effect by focusing only on those who actually received the intervention.
This study implemented individualized coaching sessions facilitated by professionally trained peer coaches. The intervention significantly improved professional fulfilment and reduced burnout among physicians. In particular, the intervention group, which received individualized coaching, showed a significant reduction in overall burnout compared to the control group. The mean burnout score decreased by 21.6% in the intervention group, while the control group saw a slight increase of 2.5% (absolute difference: -0.79 points (95% CI, -1.27 to -0.32 points; p = 0.001). The reduction in interpersonal disengagement was also notable, with a 30.1% decrease in the intervention group versus a 4.1% increase in the control group (absolute difference: -0.94 points; 95% CI, -1.48 to -0.41 points; p = 0.001). However, there was no statistically significant difference in the work exhaustion subscale between the intervention and control groups. The intervention group experienced a 10.7% increase in professional fulfilment, whereas there was no change in the control group. The absolute difference is 0.59 points (95% CI, 0.01-1.16 points; p =0.046). Another outcome explored is the work engagement, which was improved by 6.3% in the intervention group compared to a decrease of 2.2% in the control group (absolute difference: 0.33 points; 95% CI, 0.02-0.65 points; p = 0.04). 
According to the findings, personalised coaching is an effective approach to enhance professional fulfilment and work engagement, as well as to mitigate burnout. This intervention can be a promising approach to addressing physician well-being, particularly in high-stress environments. However, additional research is required to evaluate the long-term effects of such interventions.
The fourth study identified for the healthcare sector is by Wang et al. (2024), who used a feasibility randomized controlled trial (RCT) design to compare the effects of Psychological first aid (PFA) training with a psychoeducation control group. The retention rate was higher for the in-person PFA training compared to the online sessions. The PFA training was well-received, with 86% of participants finding the training very helpful, and the satisfaction rate was 74.25%. Approximately 47% of participants reported they were able to apply their PFA skills in real-life settings.  As we mentioned in Table 3, there are three follow-up assessments indicated by T1 (2 weeks post-training), T2 (2 months post-training) and T3 (3 months post-training). The primary outcomes, as described in Table 5, were Depression, Anxiety, and Stress Scale using the 21-Item Depression, Anxiety, and Stress Scale (DASS-21). Other outcomes of main interest include burnout and secondary traumatic stress (STS), and the measurement used is the Professional Quality of Life (ProQOL). 
The mean depression score in the intervention group (PFA training) decreased from 8.17 at baseline to 4.39 at the 3-month follow-up, indicating a significant reduction in depression symptoms over time (p < 0.001, 95% CI: −23.93 to −9.50). The reduction was sustained across all follow-up points. For the psychoeducation control group, the depression scores increased slightly from 8.30 at baseline to 8.60 at the 3-month follow-up, but the change was statistically insignificant. Regarding the difference between the intervention and control group, a significant group-by-time interaction effect was found with an F-statistic=2.874 (p = 0.046), suggesting that the PFA training had a greater impact on reducing depression symptoms compared to the control group (psychoeducation training).
For the second outcome of interest, anxiety, the mean score decreased from 6.61 at baseline to 4.50 at the 3-month follow-up in the intervention group, with statistically significant reductions at each follow-up point (p <0.001, 95% CI: −23.74 to −8.46). The anxiety scores in the control group slightly decreased from 6.00 at baseline to 6.20 at the 3-month follow-up, but the changes were statistically insignificant. Moreover, based on the F-statistic = 1.453 (p = 0.235), the reductions in anxiety were not statistically significantly different between the two groups.
The third outcome is stress, which decreased significantly in the intervention group from 11.67 at baseline to 5.78 at the 3-month follow-up period (p < 0.001). Regarding the control group, the stress scores decreased from 10.90 at baseline to the 3-month follow-up, but the only significant reductions were recorded during the 2-week follow-up period (p < 0.05).  
Burnout decreased in both intervention and control groups and over time compared to baseline. Moreover, a significant group-by-time interaction effect was observed (F-statistic = 3.729, p = 0.018), indicating that the PFA training was more effective in reducing burnout than the psychoeducation training. On the other hand, for secondary traumatic stress (STS), the study found insignificant changes over time and in all follow-ups, compared to baseline in both intervention and control groups. Additionally, the difference between the groups was insignificant (F-statistic = 2.282, p = 0.080).
Wang et al. (2024) also evaluated other outcomes, including knowledge, skills, and attitudes (KSA), resilience, self-efficacy, coping styles, and post-traumatic growth. Overall, while these outcomes may have presented an improvement over time, there were no statistically significant differences between the intervention and control groups, except for the KSA, where the findings show the PFA training was more effective than psychoeducation in enhancing participants' KSA.

TICTM

Falk et al. (2022) explored the impact of sedentary behaviour interventions on mental well-being and work performance among university employees working from home during the COVID-19 pandemic. The authors explored various outcomes, including stress, fatigue and mood measured by the Positive and Negative Affect Schedule (PANAS). The study found a significant improvement in positive effect among participants who received both the height-adjustable desk and the online sedentary behaviour modification program (Desk + Program arm). The effect size for positive affect in this group was large (d = 1.106), indicating substantial improvement in mood. The participants in the Program Only group reported a moderate improvement (d = 0.566). On the other hand, the Desk Only arm did not show significant changes in positive affect. Regarding the negative effect, there was a reduction in the Desk + Program arm, but the effect size was not as large as for positive affect (d = -0.266). The Program Only arm showed minimal changes, and the Desk Only arm experienced a slight worsening of negative affect (d = 0.434). 
All groups have reported decrease in stress levels, but the changes did not present considerable effect size, while improvements in fatigue (duration, interference with activities, and severity) were reported primarily in the Desk + Program arm, with moderate effect sizes for fatigue duration (d = -0.533) and interference with activities (d = -0.648). The Program Only group also showed a moderate effect size for fatigue severity (d = 0.577), indicating a reduction in fatigue severity.
The findings of this study (Falk et al., 2022) suggest that a combination of environmental interventions, such as height-adjustable desks, and behavioural, including online sedentary behaviour modification can be effective in improving mental well-being among remote employees during the pandemic. The participants in the Desk and Program intervention reported the most considerable improvements in positive mood. The Program Only intervention also presented some positive effects, though to a lower degree. The Desk Only intervention did not experience a significant impact on the outcomes explored. The results highlight the importance of a multi-faceted approach to reducing sedentary behaviour and enhancing employee well-being in remote work settings.
However, we should notice that this study reported the effect sizes using Cohen's d values, and without statistical significance, the effectiveness of interventions should be treated with caution. Large effect sizes indicated by high Cohen's d values suggest substantial differences. However, without statistical methods, such as F-Stat, t-tests, p-values and confidence intervals, we cannot be sure these effects are not due to random variation.


Construction Sector

The study identified for the construction sector is by Cedstrand et al. (2022), who evaluated the impact of a co-created occupational health intervention on stress and psychosocial working conditions in the Swedish construction industry. At the 12-month follow-up, the intervention group experienced marginally lower increases in stress levels compared to the control group. More specifically, the intervention group experienced a lower increase in average stress levels (+1.4 points) compared to the control group, which reported a higher rise (+6.1 points). The difference between the intervention and control groups was statistically significant, indicating that the intervention had a substantial mitigating impact on stress levels throughout the initial year (p = 0.015), as shown by the 12-month follow-up period in Table 5. However, the study found insignificant differences between the two groups in the 24-month follow-up period. Thus, the intervention was effective in reducing stress at the 12-month follow-up, demonstrating its potential to have short-term benefits. On the other hand, the loss of significance in the 24-month results suggests that the initial benefits of the intervention were not sustained over time. This could be due to various factors, such as the ongoing pressures of the work environment, external factors like the COVID-19 pandemic, or the possibility that the intervention’s intensity or scope was insufficient to maintain long-term improvements.

[bookmark: _Hlk204523230]Table C3. Detailed Results of the effectiveness of health promotion interventions
	Study/Sector
	Outcome/
Measurement
	Scale/
Range
	Pre-intervention Intervention Group
	Post-intervention Intervention Group 
	Pre-intervention Control Group 
	Post-intervention Control Group 
	Measure of effect (95%)

	



















Kiser (2024) / Healthcare






	Emotional exhaustion burnout
And Depersonalization burnout / Modified Maslach Burnout Inventory (mMBI)

	Two single-item measures of emotional exhaustion and depersonalization, each measured on a 7-point scale ranging from 0 to 6 points, with higher scores indicating greater burnout.
	Mean (SD) Randomized to intervention:
Emotional exhaustion burnout: 3.31 (1.61)
Depersonalization burnout: 1.87 (1.61)
Received coaching intervention:
Emotional exhaustion burnout: 3.23 (1.59)
Depersonalization burnout: 1.85 (1.67)
	Absolute change, mean
(95% CI), points Received coaching intervention:
Emotional exhaustion: −0.12 (−0.51 to 0.26)
Depersonalization: −0.2 (−0.6 to 0.2)
	Mean (SD) Emotional exhaustion: 3.35 (1.68)
Depersonalization: 2.18 (1.73)
	Absolute change, mean
(95% CI), points Emotional exhaustion: −0.04 (−0.37 to 0.30)
Depersonalization: 0.1 (−0.2 to 0.5)
	Absolute difference,
intervention vs control
(95% CI), points 
Emotional exhaustion: −0.09 (−0.60 to 0.42)
P-value=0.73
Depersonalization: −0.4 (−0.9 to 0.2) 
P-value=0.18

	
	Burnout/Work
exhaustion and interpersonal disengagement subscales of the Stanford Professional Fulfillment
Index (PFI).
	16 items measured on a 5-point Likert scale. The overall burnout score from the PFI ranges from 0 to 10 points, with higher scores indicating greater burnout
	Randomized to intervention:
Work
Exhaustion: 4.28 (1.76) 
Interpersonal disengagement: 2.77 (1.73)
Received coaching intervention:
Work
Exhaustion: 4.10 (1.73)
Interpersonal disengagement: 2.73 (1.88)
	Received coaching intervention:
Work
Exhaustion: −0.51 (−1.02 to 0.00)
Interpersonal disengagement: −0.82 (−1.23 to −0.42)
	Work
Exhaustion: 4.39 (2.15)
Interpersonal disengagement: 2.90 (1.88)
	Work
Exhaustion: 0.01 (−0.43 to 0.45) Interpersonal disengagement: 0.12 (−0.23 to 0.47)
	Work
exhaustion: −0.52 (−1.19 to 0.15)
P-value=0.13

Interpersonal disengagement: −0.94 (−1.48 to −0.41) 
P-value=0.001

	
	Overall Burnout score/ Stanford Professional Fulfillment Index (PFI) is calculated by combining the scores from two subscales: Work Exhaustion (WE) and Interpersonal Disengagement (ID).
	Work Exhaustion Subscale (WE): This subscale includes items 7-10 of the PFI, which are measured on a 5-point Likert scale.
Interpersonal Disengagement Subscale (ID): This subscale includes items 11-16 of the PFI, also measured on a 5-point Likert scale.
The mean scores from these two subscales are averaged and then multiplied by 2.5 to produce the overall burnout score. This overall score ranges from 0 to 10 points, with higher scores indicating higher levels of burnout​
	Randomized to intervention:
Overall burnout:
3.37 (1.52)
Received coaching intervention:
Overall burnout:
3.28 (1.58)


	Received coaching intervention:
Overall burnout:
−0.71 (−1.06 to −0.35)

	Overall burnout:
3.50 (1.83)
	Overall burnout:
0.09 (−0.22 to 0.40)
	Overall burnout:
−0.79 (−1.27 to −0.32)
P-value=0.001




Table C3 (Cont.) Detailed Results of the effectiveness of health promotion interventions
	Study/
Sector
	Outcome/
Measurement
	Scale/
Range
	Pre-intervention Intervention Group
	Post-intervention Intervention Group 
	Pre-intervention Control Group 
	Post-intervention Control Group 
	Measure of effect (95%)

	















Micek (2022)/ Healthcare 
	Burnout/Mini-Z: Burnout (Single-item, dichotomized)/Likert variable
	1-5
1-2 (not burned out) 3-5 (burned out
	n (%)
26 (70.3%) 
	OR (95% CI)
OR =0.3  (0.05, 1.17)
	n (%)
34 (50.0%)
	OR (95% CI)
OR =0.15 (0.03, 0.71)
	Unadjusted OR (95% CI) OR =0.15 (0.03, 0.71)
p-value=0.02, p-value(Benjamini-Hochberg)= 0.048
Adjusted OR (95% CI) OR = 0.15 (0.03, 0.70) p-value=0.02, p-value(Benjamini-Hochberg)= 0.02

	
	Mini-Z: Joyful Workplace/ Likert variable-sum of scores.
Higher scores indicate a more joyful workplace
	1-5

	Mean (SD)
27.11 (4.74) 
	Mean (SD)
2.89 (6.04) 
	Mean (SD)
28.24 (7.09)
	Mean (SD)
0.06 (3.89)
	Unadjusted- Δ  (95% CI)  2.83 (0.60, 5.06)
p-value=0.01, p-value(Benjamini-Hochberg)= 0.048
Adjusted- Δ  (95% CI)  β = 3.05 (0.96, 5.13) 
p-value=0.005, p-value(Benjamini-Hochberg)= 0.02

	
	Mini-Z: Supportive Work
Environment Subscale/ Likert variable-sum of scores
Higher scores indicate a more supportive workplace
	1-5

	Mean (SD)
15.73 (2.89) 
	Mean (SD)
0.81 (3.32)  
	Mean (SD)
16.28 (3.82)
	Mean (SD)
-0.62 (2.65)
	Unadjusted- Δ  (95% CI)  1.43 (0.16, 2.70)
p-value=0.03, p-value(Benjamini-Hochberg)= 0.048
Adjusted- Δ  (95% CI)  β = 1.55 (0.30, 2.80)
p-value=0.02, p-value(Benjamini-Hochberg)= 0.02

	
	Work Pace and Stress/Mini-Z: Work Pace and EHR Stress / Likert variable-sum of scores
Higher scores indicate less stress related to work pace and EHR.
	1-5

	Mean (SD)
11.38 (2.59) 
	Mean (SD)
2.00 (3.21) 
	Mean (SD)
11.96 (3.78)
	Mean (SD)
0.67 (2.31)
	Unadjusted- Δ  (95% CI)  1.33 (0.12, 2.54)
p-value=0.03, p-value(Benjamini-Hochberg)= 0.048
Adjusted- Δ  (95% CI)  β = 1.46 (0.29, 2.62)
p-value=0.01, p-value(Benjamini-Hochberg)= 0.02

	
	Professional Fulfillment/ Professional Fulfillment Index (PFI) /6 items, each answered on a 5-point Likert scale.  
Higher scores indicate greater professional fulfillment.
	6-30
	Mean (SD)
19.57 (3.93) 
	Mean (SD)
0.00 (4.00) 
	Mean (SD)
20.06 (4.62)
	Mean (SD)
-0.45 (3.26)
	Unadjusted- Δ  (95% CI)  0.45 (- 1.11, 2.02)
p-value=0.56, p-value(Benjamini-Hochberg)= 0.68
Adjusted- Δ  (95% CI)  β = 0.94 (- 0.61, 2.48)
p-value=0.23, p-value(Benjamini-Hochberg)= 0.28

	
	Burnout/PFI / 10 items that measure work exhaustion and interpersonal disengagement. These items are also rated on a 5-point Likert scale. Total score is the sum of responses, with higher scores indicating higher levels of burnout.
	10-50
	Mean (SD)
22.59 (5.70) 
	Mean (SD)
-0.17 (7.86) 
	Mean (SD)
22.61 (7.73)
	Mean (SD)
0.29 (5.90)
	Unadjusted- Δ  (95% CI) -0.46 (-3.46, 2.55) 
p-value=0.76, p-value(Benjamini-Hochberg)= 0.76
Adjusted- Δ  (95% CI)  β = -0.28 (-3.25, 2.69) 
p-value=0.85, p-value(Benjamini-Hochberg)= 0.85





Table C3 (Cont.) Detailed Results of the effectiveness of health promotion interventions
	Study/Sector
	Outcome/
Measurement
	Scale/
Range
	Pre-intervention 
(mean ± SD) Intervention Group
	Post-intervention 
(mean ± SD) Intervention Group
	Pre-intervention 
(mean ± SD) Control Group
	Post-intervention 
(mean ± SD) Control Group
	Measure of effect 
Difference between groups (95% CI)

	














Shan (2024) / Healthcare
	Burnout/Maslach Burnout Inventory-Emotional Exhaustion (MBI-EE)/ feelings of being emotionally overextended and exhausted
	0 (never felt) to 6 (felt every day). Higher scores on this subscale represent more burnout. Severity is categorized as low (below 19), medium (19–26), and high (above 26).
	32.42 ± 11.71
	(mean± SD)
28.30 ± 7.73
	(mean± SD)
31.85 ± 11.33 
	(mean± SD)
27.65 ± 3.64
	0.49 (−1.53, 2.51)
Cohen’s d=0.002
F-statistic= 0.110,   p-value=0.740

	
	Impersonal and detached response towards patients /Maslach Burnout Inventory- Depersonalization (MBI-DP)
	0 - 6. Higher scores on this subscale indicate more burnout, with severity classified as low (below 6), medium (6–9), and high (above 9)
	(mean ± SD)
8.88 ± 7.14 

	(mean± SD)
6.18 ± 3.74
	(mean ± SD)
8.87 ± 6.74 

	(mean± SD)
7.97 ± 2.45
	−1.87 (−3.22, 0.51)
Cohen’s d= 0.011
F-statistic= 0.757,   p-value=0.387

	
	Competence and successful achievement in one’s work with people/Maslach Burnout Inventory- Personal Achievement (MBI-PA)
	0-6, with higher scores representing less burnout. The severity is categorized as low (above 34), medium (26–34), and high (below 26)​
	(mean ± SD)
26.91 ± 10.26 

	(mean± SD)
31.15 ± 4.60
	(mean ± SD)
27.30 ± 9.74 
	(mean± SD)
21.70 ± 4.72
	9.70 (8.28, 11.12)
Cohen’s d=0.119
F-statistic= 9.598,   p-value=0.003

	
	Self-Efficacy/General Self-Efficacy Scale (GSES)
	10 items, with each item rated on a 4-point Likert scale: 1(Completely Incorrect) to 4 (Completely correct).
The total score is obtained by summing the responses, with higher scores indicating a higher level of general self-efficacy.
	(mean ± SD)
1.97 ± 0.73

	(mean± SD)
2.24 ± 0.23
	(mean ± SD)
2.02 ± 0.16 

	(mean± SD)
2.29 ± 0.18
	−0.05 (−0.15, 0.04)
Cohen’s d=0.010
F-statistic= 0.709,   p-value=0.403

	






Wang (2024) / Healthcare
	Depression, Anxiety and Stress/21-Item Depression, Anxiety, and Stress Scale (DASS-21)
	Each subscale (Depression, Anxiety, Stress) ranges from 0 to 21 (7 items × maximum score of 3) and total scores multiplied by 2/ 0-42
	mean ± SD
Depression: 8.17 ± 7.68
Anxiety: 6.61 ± 7.79
Stress: 11.67 ± 10.57

 
	mean ± SD 
T1: N=43,  T2: N=42 T3: N=38,
Depression- T1: 6.06 ± 6.18
T2: 4.61 ± 5.29, T3: 4.39 ± 6.41
Anxiety- T1: 3.89 ± 5.01
T2: 3.33 ± 5.19, T3: 4.50 ± 5.90
Stress- T1: 8.11 ± 8.4 
T2: 6.67 ± 8.55, T3: 5.78 ± 7.00
	mean ± SD
Depression: 8.30 ± 8.61
Anxiety: 6.00 ± 7.19
Stress: 10.90 ± 9.36

	mean ± SD 
T1: N=46, T2: N=46, T3: N=42
Depression- T1: 5.90 ± 7.30, 
T2: 7.50 ± 11.78,  T3: 8.60 ± 10.18
Anxiety- T1: 4.25 ± 5.55, 
T2: 4.90 ± 8.07,  T3: 6.20 ± 11.20
Stress- T1: 6.30 ± 7.89
T2: 7.20 ± 9.33, T3: 8.35 ± 11.93
	Depression: F-stat= 2.874, p-value=0.046
Anxiety: F-stat= 1.453, p-value=0.235
Stress: F-stat= 1.995, p-value=0.123

	
	Burnout and Secondary traumatic stress (STS) / Professional Quality of Life (ProQOL)
	30 items including five subscales with a Likert range 1-5 and taking the total sum of scores /10-50
	mean ± SD
Burnout: 25.55 ± 6.06
STS: 25.74 ± 5.86

	mean ± SD 
Burnout- T1: 23.61 ± 5.34 T2: 22.57 ± 5.69, T3: 22.67 ± 5.17
STS- T1: 24.00 ± 5.67 T2: 23.59 ± 5.38, T3: 25.65 ± 5.41

	mean ± SD 
Burnout: 8.17 ± 7.68
STS: 6.61 ± 7.79

	mean ± SD 
Burnout- T1: 23.66 ± 5.08
T2: 23.06 ± 5.22, T3: 23.51 ± 5.47
STS- T1: 24.31 ± 6.57
T2: 24.19 ± 5.97, T3: 25.08 ± 5.11

	Burnout: F-stat= 3.729, p-value=0.018
STS: F-stat= 2.282, p-value=0.080



Table C3 (Cont.) Detailed Results of the effectiveness of health promotion interventions
	Study/Sector
	Outcome/Measurement
	Scale/Range
	Pre-intervention Intervention Group
	Post-intervention  Intervention Group
	Pre-intervention  Control Group
	Post-intervention Control Group
	Measure of effect 

	




















Falk (2022)/ TICTM
	Mood- Positive
and Negative Affect Schedule (PANAS)/ Positive Affect reflects the extent to which a person feels enthusiastic, active, and alert.
Negative Affect reflects a general dimension of subjective distress and unpleasurable engagement 
	PANAS consists of 20 items, with 10 items each for PA and NA. Respondents rate the extent to which they have experienced each particular emotion in a specific timeframe (e.g., the past week) on a scale from 1 to 5, where: 1 = Very slightly or not at all and 5= Extremely/ Ranges from 10 to 50.
	Mean (SD) Positive Effect 
Desk Only: 31.9 (9.0)
Program Only: 32.0 (8.4)
Desk+Program: 27.7 (6.4)
Negative Effect 
Desk Only: 17.3 (4.4)
Program Only: 20.6 (6.4)
Desk+Program: 19.3 (6.8)
	Mean (SD) Positive Effect 
Desk Only: 34.7 (9.7)
Program Only: 36.8 (7.1)
Desk+Program: 36.6 (7.0)
Negative Effect 
Desk Only: 18.1 (6.2)
Program Only: 17.9 (5.5)
Desk+Program: 16.8 (5.1)
	Mean (SD)
Positive Effect 
33.6 (6.6)

Negative Effect 
19.2 (7.1)
	Mean (SD)
Positive Effect 
35.7 (8.1)

Negative Effect 
17.7 (5.4)

	Cohen’s d 
Positive Effect 
Desk Only: 0.135
Program Only: 0.566
Desk+Program: 1.106 Negative Effect 
Desk Only: 0.434
Program Only: -0.124
Desk+Program: -0.266

	
	Stress/Perceived Stress Scale (PSS)
	Four-item version of the PSS. Respondents rate how often they have felt or thought a certain way over the past month on a scale from 0 to 4, where 0=Never to 4 = Very often/ Ranges from 0 to 16.
	Desk Only: 9.2 (2.7)
Program Only: 9.7 (2.5)
Desk+Program: 9.4 (2.9)

	Desk Only: 8.8 (2.3)
Program Only: 8.4 (3.0)
Desk+Program: 8.3 (2.6)
	8.4 (2.7)
	7.6 (2.6)
	Cohen’s d 
Desk Only: 0.156
Program Only: -0.177
Desk+Program: -0.147

	
	Fatigue Duration- Measures how long the respondent has felt fatigued/Fatigue Symptom Inventory (FSI)
	Respondents rate their fatigue on a scale from 0 to 10 for each item, where higher scores indicate longer duration/ 2 questions for fatigue duration are averaged to yield a total score for each dimension
	Desk Only: 4.2 (1.6)
Program Only: 4.1 (1.8)
Desk+Program: 5.3 (1.7)
	Desk Only: 4.0 (1.6)
Program Only: 4.0 (1.9)
Desk+Program: 4.0 (2.4)
	4.5 (2.0) 
	4.0 (2.0)
	Cohen’s d 
Desk Only: 0.134
Program Only: 0.182
Desk+Program: -0.533

	
	Fatigue Interference-Assesses the extent to which fatigue interferes with daily activities/Fatigue Symptom Inventory (FSI)
	Respondents rate their fatigue on a scale from 0 to 10 for each item, where higher scores indicate greater interference / 7 questions are averaged to yield a total score for each dimension
	Desk Only: 2.4 (1.7)
Program Only: 2.7 (2.0)
Desk+Program: 2.9 (2.3)
	Desk Only: 2.0 (1.8)
Program Only: 1.7 (1.7)
Desk+Program: 1.9 (1.9)
	2.3 (1.8) 
	2.1 (1.9)
	Cohen’s d 
Desk Only: -0.076
Program Only: -0.484
Desk+Program: -0.688

	
	Fatigue Severity-Measures the intensity of the fatigue experienced by the respondent/Fatigue Symptom Inventory (FSI)
	Respondents rate their fatigue on a scale from 0 to 10 for each item, where higher scores indicate more severe fatigue / 4 questions are averaged to yield a total score for each dimension 
	Desk Only: 3.6 (2.0)
Program Only: 3.2 (1.6)
Desk+Program: 3.8 (1.7)
	Desk Only: 3.5 (1.7)
Program Only: 3.5 (2.2)
Desk+Program: 2.9 (2.3)
	4.1 (2.0) 
	3.5 (2.3)
	Cohen’s d 
Desk Only: 0.228
Program Only: 0.577
Desk+Program: -0.191

	Cedstrand (2022)/ Construction
	Stress/Copenhagen Psychosocial Questionnaire (COPSOQ)
	0-100
	34.8 (18.5)
	12 Months: 36.2 (23.4)
24 Months: 39.8 (22.1)
	29.5 (17,8)
	12 Months: 31.5 (22.1) 
24 Months: 35.6 (19.7)
	12 Months: β=−7.04, CI=−12.7–(-1.37)  p-value=0.015 
24 Months: β=−4.17,  CI=−0.290-8.6  p-value=0.067



C4. Level of evidence by type of intervention- Detailed Descriptions   
Intervention Type: Job and task modifications
This category includes interventions that involve changing how tasks are structured or allocated within the workplace, and resulting from organisational, administrative, and/or technical changes or increased professional competence. For instance, the study by Guimaraes (2013) focused on optimizing work systems for live-line electricians by reorganizing tasks to consider circadian rhythms, heat effects, and fatigue. These changes aimed to reduce physical and mental workload, thereby improving employee well-being. Across the different contexts, the research evidence points towards the fact that job and task modifications are beneficial in most ways in achieving the goal of stress reduction and enhancing employees’ well-being.  
Another study (Saffari et al., 2021) evaluated a skill-based educational program designed to improve job-related competencies among Intensive Care Unit (ICU) nurses. The results indicated that the program was effective in reducing stress and anxiety in the short term (up to 15 months), though the effects diminished over time, suggesting the need for continuous training to maintain benefits. Redhead et al. (2011) implemented an intervention which aimed to modify tasks and enhance the professional competence of the staff. The results were mixed, showing that while qualified staff benefited from reduced stress and improved job satisfaction, the intervention was less effective for unqualified staff, highlighting the importance of tailoring interventions to the specific competencies of the participants. On the other hand, White and Winstanley (2010) and Deneckere et al. (2013) found that team-oriented and job task modifications in healthcare settings aiming to improve collaboration and reduce stress were found positive. The study by Micek et al. (2022) found significant improvements in physician well-being, and in particular, reducing burnout, and the amount of time physicians spent on EHR tasks. This suggests that modifying the physical work environment by incorporating remote scribes can positively affect physician well-being and efficiency.


Intervention Type: Flexible Work and Scheduling Changes
The study by Ali et al. (2011) focused on the impact of flexible scheduling in intensive care units, particularly reducing continuous work hours and providing more rest periods for physicians.  It was evident that there were significant changes in burnout status and a decrease in the amount of distress among the physicians. Possible implications of flexible scheduling for job satisfaction, relaxation, and stress level were also examined in this work. Likewise, Garland et al. (2012) tested the implications of a flexible workplace schedule for health care workers. Positive changes are detected concerning the work-life balance and the alleviation of numerous problems connected to job overload. It also pointed out certain instances of an increase in role ambiguity, thus suggesting that while using flexibility at work can lower employee burnout rates and increase organisational satisfaction, new role indeterminacy sources appear. 
However, both studies were of moderate methodological quality, and results were not entirely consistent across all mental health outcomes. While flexibility appears promising in reducing burnout and improving work–life balance, the strength of evidence is moderate, and findings cannot yet be considered conclusive. Further high-quality trials are needed to confirm sustained effects and rule out potential drawbacks, such as increased role ambiguity.

Intervention Type: Changes in the physical work environment
The study by Falk et al. (2022) in TICTM settings demonstrated moderate to large effect sizes on positive effect and reductions in fatigue following the provision of height-adjustable desks combined with online behavioural modules. However, statistical significance values were not reported, making it difficult to determine the robustness of these findings and making the results exploratory. 
Earlier studies in healthcare settings (Cordoza et al., 2018; Emani et al., 2020; van Woerkom, 2021) also showed beneficial effects of environmental modification, such as noise reduction and ergonomic adjustments, on employee well-being. Yet, these studies were mostly small-scale and of moderate methodological quality. Overall, while physical environment changes show potential in improving mental well-being and reducing stress, the strength of evidence remains moderate, and further large-scale, high-quality trials are needed to confirm these findings.

Intervention Type: Participatory and enabling workplace change interventions
The study by Cedstrand et al. (2022) showed that encouraging employees to be involved in decision-making processes related to workplace changes may significantly improve their sense of control and engagement, leading to better job satisfaction and performance. In addition, Wang et al. (2024) examined team behaviours in organizational context with a specific emphasis on better communication and collaboration among teams that may enhance teamwork. Also, the results derived from the studies by Bourbonnais et al. (2011), Havermans et al. (2018), and Kossek et al. (2019) demonstrate that interventions involving employees in the development and implementation of stress-reduction strategies lead to significant reductions in job-related stress and improvements in mental health. On the other hand, West et al. (2014) and Uchiyama et al. (2013) found either insignificant effects or mixed results.

Intervention Type: Relational and team dynamics interventions
Regarding this intervention type, Shan et al. (2024) found a positive effect of Balint groups on reducing burnout related to personal achievement but did not find significant changes in emotional exhaustion or depersonalization. This suggests that while changes in the way patient work is handled can improve some aspects of burnout, other factors may require different or more prolonged interventions​. 
Kiser et al. (2024) have further provided a study of a well-executed relational intervention with regard to peer coaching that plays a significant role in improving healthcare professionals’ well-being and decreasing burnout rates. Likewise, those studies by Leiter et al. (2011) and Jakobsen et al. (2017) have found that relational interventions aimed at increasing interpersonal communication and support between team members can be effective in preventing or mitigating burnout and reducing job stress.

Intervention Type: Improvement of employees’ mental health through changes in the way (patient) work is done
On the other hand, Tran et al. (2010) did show improvements in job satisfaction, but the anticipated reduction in stress did not materialize as strongly as expected and the impact of their intervention on stress levels was not statistically significant. Likewise, Barcons et al. (2019) also found that staff morale and role clarity were enhanced by the changes in structured communication protocols and workflow. However, the changes had no substantial measurable effect on stress or burnout levels.
Therefore, it can be concluded that the positive outcome of interventions strongly depends on how tailored and suitable the method is for the targeted workers. In addition, using such changes may not be enough to tackle stress and burnout since other measures may be required apart from working or communicating differently. This implies that interventions should be within a framework that is part of a broader strategy and encompasses other forms of support as a way of complementary measures, such as psychological support, training, and ongoing feedback mechanisms.

Overall summary across intervention types
Evidence from the reviewed studies suggests that workplace interventions can improve employee well-being. However, their effectiveness varies across types and context. More specifically, modifications to the physical work environment, such as sit-stand desks, and ergonomic changes and redesigns, show moderate evidence for improving well-being, particularly in TICTM settings where long sitting hours and blurred work–life boundaries are common. Flexible work and scheduling changes can help reduce burnout and improve work–life balance, though evidence remains limited and context-dependent. Psychological interventions, such as Balint groups and peer coaching, show mixed results, as some dimensions of burnout improve, but others do not unless organisational changes (e.g., workload adjustments, support structures) are also implemented. Tailoring interventions to sector-specific challenges and embedding them within broader organisational strategies appears essential for sustaining mental health benefits.
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