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ABSTRACT
Introduction  The vital role of medical workforce well-
being for improving patient experience and population 
health while assuring safety and reducing costs is 
recognised internationally. Yet the persistence of poor 
well-being outcomes suggests that current support 
initiatives are suboptimal. The aim of this research study 
was to work with, and learn from, diverse hospital 
settings to understand how to optimise strategies to 
improve doctors’ well-being and reduce negative impacts 
on the workforce and patient care.
Methods  Realist evaluation consistent with the 
Realist And Meta-narrative Evidence Synthesis: Evolving 
Standards (RAMESES) II quality standards. Realist 
interviews (n=124) with doctors, well-being intervention 
implementers/practitioners and leaders in eight hospital 
settings (England) were analysed using realist logic.
Results  There were four key findings, underpinned 
by 21 context-mechanism-outcome configurations: (1) 
solutions needed to align with problems, to support 
doctor well-being and avoid harm to doctors; (2) doctors 
needed to be involved in creating solutions to their 
well-being problems; (3) doctors often did not know 
what support was available to help them with well-being 
problems and (4) there were physical and psychological 
barriers to accessing well-being support.
Discussion and conclusion  Doctors are mandated 
to ’first, do no harm’ to their patients, and the same 
consideration should be extended to doctors themselves. 
Since doctors can be harmed by poorly designed or 
implemented well-being interventions, new approaches 
need careful planning and evaluation. Our research 
identified many ineffective or harmful interventions that 
could be stopped. The findings are likely transferable to 
other settings and countries, given the realist approach 
leading to principles and causal explanations.

INTRODUCTION
Poor well-being in doctors has been 
recognised across healthcare settings 
globally.1 Even prior to the COVID-19 
pandemic, doctors’ well-being was in 
crisis with high levels of burnout, stress, 

mental ill-health, suicide and substance 
abuse.1–6 Despite growing attention, the 
problem continues, suggesting the current 
approach is not working well enough to 
resolve it.7 Since 2020, the situation has 
only worsened, as healthcare systems 
face increasing pressures and doctors 
are placed under strain with increasing 
workloads and feeling unable to deliver 
high-quality patient care.8 9 Doctors face 
a vicious cycle in which high workload 
and pressures reduce job satisfaction and 

WHAT IS ALREADY KNOWN ON THIS 
TOPIC

	⇒ Despite a growing focus on healthcare 
workforce well-being, the problem 
continues.

	⇒ Understanding how to support 
doctors’ well-being at work would 
benefit doctors, patients and the wider 
healthcare system.

WHAT THIS STUDY ADDS

	⇒ There is often misalignment between 
what doctors perceive to be the 
problems for well-being and the 
solutions offered.

	⇒ This misalignment is not just neutral but 
can cause harm to well-being, leading 
to feelings of frustration, cynicism and 
being undervalued.

HOW THIS STUDY MIGHT AFFECT 
RESEARCH, PRACTICE OR POLICY

	⇒ For interventions to be meaningful and 
effective, doctors need to be involved 
in identifying problems and creating 
solutions relevant to their well-being.
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increase burnout, leading to more doctors leaving or 
working fewer hours, which in turn increases work-
load and pressures.9 Stress and well-being are cited as 
key reasons for doctors delaying taking up specialty 
training and needing to take a break.10 11

The Quadruple Aim of healthcare recognises work-
force well-being as integral to achieving the other 
three aims of healthcare: improving patient experience 
and population health and reducing costs.2 Doctors’ 
well-being is linked to organisational performance 
and healthcare service delivery as well as patient care 
and safety.12–14 The financial implications are signifi-
cant. Sickness absence in the National Health Service 
(NHS) costs £1.1 billion a year,15 and additional 
staffing (agency and bank) costs totalled £9.2 billion 
in 2021–22.16 Training a UK doctor to Foundation 
Year 2 represents an investment of £327 074 and to 
consultant level, it is £584 102.17 Therefore, along-
side moral and ethical imperatives to improve doctors’ 
well-being, there is also a strong business case.18

Previous research explored and explained the 
complex factors leading to poor well-being, using 
theories and frameworks from psychology, sociology, 
education and business among others, but much less 
is known about how to better implement support for 
doctors at work. Despite multiple approaches, there 
is no conclusive evidence about which interventions 
are effective.19 20 This is unsurprising, since with 
complex problems, different things work in different 
ways in different settings. We need to understand this 
complexity and gain nuanced insights to underpin the 
design of evidence-based solutions that are tailored 
to settings. There remains a pervasive narrative 
within medicine emphasising individual resilience 
and doctors’ responsibility for their own well-being.5 
However, this ignores system influences in causing 
well-being problems.5 21 22 More research is needed 
about which interventions work for different doctors 
and how individual and system interventions can be 
combined.23

Realist research is well suited to the study of complex 
interventions, since it provides deeper insights into the 
nature of programmes and implementation contexts. 
Our previous work, using realist approaches, explored 
how to improve existing interventions rather than 
developing new ones.24–26 Carrieri et al concluded 
that doctors were more likely to experience mental 
ill-health when they felt isolated, unable to do their 
job or feared the repercussions of help-seeking.24 25 
Taylor et al observed that it is difficult to promote 
staff psychological wellness within blame cultures; that 
system needs often override staff psychological well-
being and that interventions tend to be fragmented, 
individual-focused and insufficiently recognise cumu-
lative chronic stressors.26

While there have been growing calls for system-
based change, it remains unclear how to enact these 
due to a paucity of research and implementation 

guidance.21 24 25 27 Therefore, this research used a 
realist approach to develop context-sensitive causal 
understandings that can guide implementation in 
practice.

METHODS
Aim
To work with, and learn from, eight diverse hospital 
settings to understand how to optimise strategies to 
improve doctors’ well-being and reduce their nega-
tive impacts on the workforce and patient care. The 
research question was: What works, for whom, in 
what circumstances, how and why (not) in supporting 
hospital doctors’ well-being?

Study design and terminology
This was a realist evaluation, a form of theory-driven 
research well suited to complex interventions, since it 
recognises that what works in one situation may not 
work in another, and provides deeper insights into the 
nature of programmes and implementation contexts.28 
The protocol was published previously.29

The term ‘well-being’ referred to broad work-
place mental health and well-being experiences, from 
promoting psychological well-being to supporting 
those with specific mental health problems.30 The 
term ‘intervention’ referred to a wide range of support 
offerings, including those that improve workplaces 
(eg, shared social spaces), those that improve staff 
resources (eg, stress management training) and those 
that resolve problems (eg, counselling).31

Study context
The eight hospital settings were called ‘trusts’, which 
are organisational units within the NHS in England, 
generally serving either a geographical area or a 
specialised function. We recruited Acute NHS trusts, 
which provide secondary care services. The data were 
collected in 2023–2024, 3 years after the COVID-19 
pandemic onset and during a period of doctors’ indus-
trial action regarding pay and conditions.

Initial programme theory
The initial programme theory (IPT) (table 1) was devel-
oped based on previous published research24–26 31–33 
and iterative discussions within the research team.

Data collection
Eight Acute NHS trusts in England were purposively 
sampled using several data sources (online supple-
mental appendix 1), as per Emmel’s guidance.34 Stake-
holders in each trust were engaged throughout the 
project, to champion the study, facilitate recruitment 
and provide feedback on analysis. Site visits facilitated 
recruitment and contextualised the findings.

Based on the IPT, three groups of participants were 
purposively sampled within each trust (some fitted 
more than one category).
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1.	 Doctors, as intervention recipients, covering all career 
stages and employment types (eg, consultants, doctors 
in training, trust grade/locally employed doctors, special-
ty and specialist doctors, UK-trained and international 
medical graduates).

2.	 Staff with roles supporting doctors, who put well-being 
strategies into action through making decisions about 
interventions or delivering interventions (eg, medical 
education managers, human resources and occupational 
health staff, counsellors, psychologists, chaplains).

3.	 Leaders with strategic roles in relation to well-being, who 
determine trust policies and influence the trust’s culture 
and well-being strategy (eg, Head of Organisational 
Development, Directors of Medical Education, Chief 
Executive Officer, Freedom to Speak Up Guardians).

Participants were recruited through posters, emails, 
key contacts and snowballing. A Participant Informa-
tion Sheet was emailed in advance of the interview and 
informed consent was given at the start.

Realist interviews
Realist interviews35 were undertaken to develop 
an explanatory account of how different inter-
ventions within and across trusts are working, for 
whom, under what circumstances, how and why 
(not) and to understand participants’ insights about 
the different contexts, mechanisms and outcomes 
that may be important. The topic guide (see online 
supplemental appendix 2) explored perceptions of 
well-being, organisational culture and well-being 
interventions. Development of the topic guide was 
informed by the aims and objectives of our study (see 
published protocol),29 the IPT (see table 1) and feed-
back provided by our stakeholder group (see later). 
We conducted 124 online interviews between 9 
May 2023 and 4 January 2024 via Microsoft Teams 
(12–23 interviews per trust). Participants received a 
£20 Amazon voucher. Interviews were recorded and 
transcribed verbatim by professional transcribers. 
Interviews lasted 47 min on average. Reflective notes 

written immediately afterwards captured inter-
viewers’ initial thoughts and impressions.

Data analysis
Interview transcripts were uploaded to NVivo. Data 
analysis was concurrent with data collection. Each 
new element of relevant data was used to refine 
aspects of the programme theory, and as it was 
refined, data sources were re-scrutinised to search 
for data relevant to the revised programme theory 
that may have been missed initially. Guided by the 
RAMESES II quality standards,28 we used a realist 
logic to make sense of the IPT, building causal expla-
nations in the form of context-mechanism-outcome 
configurations (CMOcs) for the programme theory. 
This coding was inductive, deductive (informed 
by the IPT and substantive theory including self-
determination theory, Maslow’s hierarchy of needs 
and the job demands-resources theory)36–38 and 
abductive. Data were first interpreted to ascer-
tain if they pertained to context (C), mechanism 
(M), outcome (O), the relationships between C, M 
and O and/or the relationships between CMOcs. 
Interview notes were considered alongside coding, 
and repeated rounds of coding and team discus-
sion (often using mind maps) facilitated further 
insights. We used interpretive cross-case comparison 
to understand and explain how and why observed 
outcomes had occurred, for example, by comparing 
interventions where improving well-being was 
deemed ‘successful’ in some trusts and not others, to 
understand how context was influential. We moved 
iteratively between analysis of particular examples 
from the data, refinement of programme theory and 
further testing of subsections of programme theory. 
We used multiple analytic reasoning processes to 
make sense of the data: juxtaposing evidence sources; 
reconciling evidence sources; adjudicating evidence 
sources and consolidating evidence sources.39 To 
preserve anonymity, we changed some intervention 

Table 1  IPT, which provides an overarching understanding of and approach to the issue, and informs the development of the final 
programme theory

IPT area Examples of content

Wider context Professional culture affecting doctors’ expectations of their role based on professional norms, and NHS context 
affecting the conditions within which doctors work.

Workplace context System pressures placing demands on doctors to deliver care and put patient needs before their own, and culture 
and leadership affecting the perception of well-being in the trust and interventions offered.

Workplace well-being strategy The types of interventions offered to support well-being determined by timing, funding structures, responsible 
persons’ expertise and power to influence senior leadership.

Work environment The extent to which doctors’ basic needs are met at work (eg, hydration, parking, breaks), psychological safety of 
work environments and doctors’ relationships with colleagues.

The doctor’s situation and relationship 
to work

Extent to which doctors feel able to carry out their role, type of role (eg, in a training programme, locally 
employed, specialty and specialist doctors, consultant) and international medical graduates.

Please note that, according to the RAMESES II standards, initial programme theories may take different formats and may or may not be realist in nature 
at the outset, since they will be ‘re-cast’ in realist terms through the evaluation process.
IPT, initial programme theory; NHS, National Health Service.
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names and removed parts of quotes, indicated by 
square brackets […].

Team reflexivity
The multidisciplinary team of experienced researchers 
and clinicians, with topic area and methodological 
expertise, brought diverse perspectives (eg, psycho-
logical, sociological, educational, clinical, implemen-
tation science) to the research. The medically qualified 
team members came from diverse medical specialties 
including general practice, psychiatry, anaesthetics and 
emergency medicine. These aspects of diversity were 
important given the complexity of the problem of 
well-being in doctors.

Stakeholder engagement
Since complex interventions are more likely to be 
successful when researchers co-create them with 
practitioners,40 41 we were supported by an online 
stakeholder group, who met regularly to discuss and 
provide feedback on research processes, findings, 
outputs and dissemination. Stakeholders included 
doctors from shortage specialties, doctors who have 
experienced mental ill-health, other healthcare profes-
sionals and managers, patient representatives, doctor 
support organisations, relevant academic experts and 
trust representatives.

FINDINGS
Characteristics of settings and participants
Key characteristics of the eight trusts are outlined in 
online supplemental appendix 3. Key characteristics of 
the interview participants are outlined in table 2.

Four key findings, based on the realist analysis
There were four key findings, linked to four areas 
of programme theory, underpinned by 21 CMOcs 
(table 3). The four key findings from the programme 
theory were: (1) solutions needed to align with prob-
lems, to support doctor well-being and avoid harm; 

(2) doctors needed to be involved in creating solutions 
to their well-being problems; (3) doctors often did not 
know what support was available to help them with 
well-being problems and, even when doctors did know 
what well-being support was available, (4) there were 
physical and psychological barriers to accessing well-
being support. Examples from the data were mapped 
to key findings (table 4).

Solutions needed to align with problems, to support doctor well-being 
and avoid harm (CMOcs 1–7)
Participants often reported misalignment between 
doctors’ essential needs at work and what the work 
environment provided, which impacted negatively on 
well-being (see table 3, CMOc 1 and 2 quotes). The 
resulting harm occurred both through the sense of 
not feeling cared about, as well as the physical impact 
of not being able to function well and/or having to 
deal with additional problems that create unnecessary 
stress. These essential needs included physiological 
needs (eg, rest/breaks, food, hydration, toilet breaks, 
sleep); physical environment needs (eg, space to work, 
functioning IT systems, space to put belongings, rest/
break spaces), social/belonging needs (eg, team connec-
tion and belonging, feeling recognised and valued) 
and safety needs (eg, physically and psychologically 
safe work environments, staffing levels). For example, 
many doctors reported being unable to access hot food 
at night or a quiet space to work or rest during shifts. 
Sometimes, staff shortages meant they had to work 
extended hours without a break.

There was also misalignment reported between the 
solutions offered by trusts and the problems doctors 
perceived as affecting well-being (see table 3, CMOc 
3 and 4 quotes). This meant that well-being was not 
improved by these offerings and was often viewed as 
tokenistic, leading to reduced faith in trusts and harm 
through feelings of frustration and not being valued. 
This dissatisfaction could worsen well-being. For 
example, if well-being ‘problems’ were seen to arise 

Table 2  Key characteristics of the 124 interview participants

Characteristic Diversity achieved

Doctor interviewees (n=92) Medical career stages 11 Foundation training, 11 locally employed, three clinical fellows, six core training, 19 specialty 
training, seven specialty and specialist, 35 consultants

Medical specialties Anaesthetics, clinical genetics, emergency medicine, general medicine, genitourinary medicine, 
geriatric medicine, haematology, intensive care, neurology, obstetrics & gynaecology, occupational 
medicine, oncology, ophthalmology, paediatrics, pathology, psychiatry, radiology, rehabilitation 
medicine, renal medicine, respiratory medicine and surgery

Other staff interviewees Educators, senior leaders, managers, human resource and occupational health specialists, 
chaplains, psychologists, Freedom to Speak Up Guardians, Guardians of Safe Working, well-being 
and equality, diversity and inclusion leads

Age range 23–68 years (mean=41 years)
Gender 71% female

29% male
Ethnicity 73% White British and White other

19% Asian
8% Black, mixed race or other
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Table 3  CMOcs with supporting evidence derived from the realist interviews with eight trusts

Number CMOc Supporting evidence (exemplar quote(s) in italics)

1 When doctors’ essential needs are not met at 
work (C), they may feel that their needs are 
not prioritised or cared about by the hospital 
trust (M) worsening their well-being (O). 

“You have to get the basics right first before you start your well-being because otherwise 
you undermine the well-being. [But] they're invisible to anyone in any sort of management 
position because people assume the basics are covered. Having paper in the printer, or paper 
that is accessible out of hours when we do lots of our printing, having hand towels to dry 
your hands, having somewhere to store your lunch, somewhere to change if you cycle to 
work, somewhere you can sit and have a coffee with a colleague [or] a room you can meet 
your trainees in if there’s a problem”. Participant 707.D.

2 When doctors’ essential needs are not met 
at work (C), or the working environment 
hinders their work (C), additional stresses 
may be experienced (M), making it harder for 
doctors to care for their patients (O), leading 
to reduced job satisfaction (O) and worsening 
their well-being (O). 

“Our doctors’ office on the ward at present is a little cupboard. It has no windows, it has 
two computers, so you literally sit like next to each other, like, shoulder to shoulder […] we 
don’t have a workspace that’s conducive to good work. [And] that feels really frustrating, 
because it feels like that should just be a given. Like if you need to pick up the phone, you’re 
not [thinking] ‘Which phone can I use?’. Given so much of our job is being on the computer 
or being on the phone, it feels like there should be plenty of resources available for you to be 
able to do that. [It] feels completely broken [and] actually trying to support doctors with the 
job they have to do would go such a long way, way more than any support [and] resources 
for well-being”. Participant 211.D.

3 When doctors are offered well-being solutions 
that are misaligned with the causes of 
problems (C), they perceive these offerings as 
tokenistic and superficial (M), causing them to 
disengage with well-being initiatives (O).

“I feel it’s quite half-hearted. They're going, ‘Oh, look, there’s these things you can do. Aren't 
we nice?’. But they're not addressing the real issues of [the] workforce crisis, the hours [and] 
pressures being unsustainable, the rota gaps, all of those things that actually cause us strain 
and stress. And the attitudes of certain doctors who are bullies, it’s just done as a ‘Oh look, 
we've gone cold water swimming’”. Participant 804.D.
“I don’t think petting a dog, or a donkey, or a parrot, is going to help with my problems, and 
I think to try and suggest that it does is embarrassing. I don’t want to go to a cake sale, I 
don’t want to have my feet massaged, I just want somebody to make my day-to-day job as 
efficient and easy as it can be. So, fix the IT, that would help with my well-being”. Participant 
314.D.

4 When doctors are offered misaligned solutions 
(C), they feel they are not being listened to or 
understood by leaders (M), resulting in feeling 
unvalued, frustrated and dissatisfied (O) and/or 
worsened well-being (O).  

“So often they've got their rather expensive but useless idea. So, I think every department 
will send a box, the little goodie bag for like well-being. Basically what was in the goodie 
bag was a teabag and a biscuit and some card or whatever. [It’s] really insulting [and] if they 
did that for every single person in the hospital, that must have cost quite [a lot of] money 
and just… annoyed people. You know, honestly, they got it all wrong, you don't need that. 
You're not preschool children. The other thing was that someone actually thought it was a 
good idea”. Participant 214.D.

5 Doctors’ well-being is improved (O) when 
the work environment supports them (C) and 
allows them to carry out their role effectively 
(C) because their psychological needs for 
autonomy, relatedness and competence are 
satisfied (M).

“In the department I'm in, we have enough juniors that you don't feel like your entire job is 
service. You get opportunities to learn. And because of that [it means] that one day where 
you're not going to be in, it’s not going to cause a department to collapse”. Participant 
413.D.
“For junior well-being, the consultant team well-being is really important, I think, because 
you learn from them, you take your cues from them, and they set up this culture”. Participant 
803.D.

6 When the working patterns and environment 
enable doctors to rest, eat and drink, and sleep 
appropriately (C), their physiological needs are 
met (M) and their well-being is improved (O). 

“There is an appropriate staff room [which] gives a place for you to relax, with mugs, with 
hot water supply, with tea supply. There are vending machines so you can get food if you 
need a snack. There’s a bed, with an actual mattress and easy access to sheets that you 
are allowed to sleep in, and there’s a computer, easily accessible. Which just means that 
I can have efficient, high output work without having to spend half an hour looking for a 
computer to log into to start working on”. Participant 509.D.

7 When well-being solutions are linked to and 
tackle identified workforce issues (C) they are 
more likely to align with problems (O), have 
a preventative/proactive focus (O) and be 
considered favourably by doctors (O), because 
they are more likely to focus on addressing the 
underlying causes that impact on well-being 
(M). 

“[Having] the ability to talk through what you need and making reasonable adjustments 
makes an enormous difference to people and can potentially stop them from becoming 
totally overwhelmed. And that’s really powerful in terms of […] feeling connected to the 
people you work with and feeling held by your organisation. And then that kind of buy 
in and loyalty helps with staff retention and, you know, all those other challenges as an 
organisation”. Participant 203.S.

8 When those responsible for doctors’ well-
being improvement engage with doctors to 
understand the issues that they experience 
(C) and are supported by senior leadership to 
find solutions to well-being problems (C), they 
are able to make meaningful changes based 
on doctor input (M), so solutions are better 
aligned to the problems (O). 

“We went through a bit of a phase of slightly gimmicky well-being interventions which 
thankfully seem to have disappeared now. […] We’ve introduced some new systems. We’ve 
introduced some new people that have significantly reduced the amount of work that the 
junior doctors have to do, so they’re no longer being overwhelmed. And we’ve taken away 
the bleep [because] they were being pulled in 101 different directions. We’ve got someone 
who triages the bleeps and then just gives them the jobs [which has] had a huge impact and 
a lot of that has come from the junior doctors. They told us what the problem was and we’ve 
got a brilliant chief registrar who is leading that piece of work and is continuing to make 
improvements to the functioning of the hospital out of hours”. Participant 204.L.
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Number CMOc Supporting evidence (exemplar quote(s) in italics)

9 When senior doctors are supported to identify 
and make local changes to improve well-being 
(C) and have sufficient resources and authority 
to make changes (C), they may perceive that 
they have greater agency to make change (M) 
and develop local solutions that improve well-
being (O) and create a positive local culture 
(O). 

“[At] the beginning of Covid, [we] arranged for a psychologist who does some [deanery] 
work so people could self-refer through to them because our [staff support line] wasn't very 
well set up. And at that stage, doctors were really hesitant to use the [staff support line]. And 
then [we did] a lot of promotion around the [staff support line], and we have noticed the 
numbers of senior doctors referring themselves has increased”. Participant 202.D.S.

10 When doctors are not enabled to make local 
changes (C), they can feel frustrated and 
demoralised (M), worsening their well-being 
(O). 

“I think over the years, when you come up with ideas, if they get shot down, you reach a 
point where you think ‘It’s not worth it, can't be bothered. It’s just a waste of breath’. So 
eventually you just think ‘Well, what’s the point?’ [and] you think ‘Well, I'll put my energy 
and focus into other things where, actually, I know I'm going to get good, positive results’”. 
Participant 414.D.
“I think it’s very control and command and hierarchical, and it doesn't give people to space 
to work… independently, and be creative, because of this multilayered thing you've got 
to go through to get things signed off and… yeah, it’s frustrating, I find it frustrating”. 
Participant 703.S.

11 Solutions are likely to be better aligned to the 
problems that influence well-being (O) when 
those initiating changes/interventions have 
time allocated to engage with feedback and 
design interventions (C) because they are able 
to think through the problem and identify 
appropriate solutions (M). 

“You know, we hear pockets of team activities, that somebody has an interest so they take 
the lead, certainly in areas such as critical care, ED, where you’ll get an individual who has a 
passion, so they try and do that team level support. [But] from what I’m hearing, everybody 
is just too busy just trying to survive their day, and that ability, to do some blue sky 
thinking, or to take time out to put some mechanisms in place, I don’t believe there’s much 
opportunity to do that”. Participant 711.S.

12 When people do not have sufficient time 
allocated to engage with and address 
feedback (C), then they are less able to think 
through the design interventions and potential 
implications (M), so solutions are more likely 
to have unintended consequences (O). 

“We spend two min talking about the problem, then jump to a solution, and then work out 
how we're going to implement the solution. And what I think increasingly I'm finding is that 
if you can fit in there [and as a group, say] ‘Let’s stop thinking of solutions, let’s really define 
the problem’ and again, that’s something for leadership support, then you're much more 
likely to find the right solution”. Participant 202.D.S.

13 When there are clear and confidential 
processes for raising and resolving concerns 
and problems (C), doctors feel heard and 
valued (M), supporting their well-being (O) 
and/or positive perceptions of the organisation 
(O). 

“I mean, our department has [these] support forums that will happen every now and 
then, and we can anonymously raise our concerns and frequently we have [a] workplace 
championship meeting, so we can discuss […] any concerns. Fortunately, I never had a very 
bad encounter, [but] I know that when something is being raised, that is being addressed. I 
know a few occasions where that has been addressed and it has been resolved”. Participant 
516.D.

14 When processes for raising issues have 
repercussions for doctors (C), they feel 
frustrated, unsafe and/or victimised and also 
not listened to (M), so well-being is worsened 
(O) and/or doctors disengage from processes 
for raising issues (O).

“Before starting, I heard from people ‘Don’t exception report because then they kind of 
you know, they just write a response basically saying that you’re incompetent, and it’s your 
own fault that you’re having to stay overtime’. [And] my supervisor gets a report when I 
exception report as well [so] I’m not getting anything out of doing this, you know, it’s just 
that I’m… painting a target on my back [as] either troublemaker or lazy doctor who can’t, 
you know, do [their] job properly”. Participant 610.D.

15 When there is not clear communication 
about the support available to doctors who 
experience poor mental health or well-being 
(C), doctors feel unclear about where to go/
how they might be supported (M), so are less 
able and willing to seek support when needed 
(O). 

“And then there is kind of like a [directory] of available things. But I find it quite difficult to 
navigate in terms of it’s like all resources for all staff within [the trust and] that doesn’t just 
cover [my area], and it doesn’t just cover doctors, and it can be hard sometimes to figure out 
is that [a resource] that’s actually useful to me. And then if it is does it work in times that I’m 
not [working and] how do I access it? Do I have to make a phone call and it’s going to be a 
half an hour hold time or, you know, things like that. It feels like there are a lot of steps to 
actually finding the support you need”. Participant 211.D.

16 When doctors have a clear sense of who or 
where to go to for support (C), they feel secure 
knowing support is available if needed (M), 
and are more likely to seek support if needed 
(O). 

“When we have our meetings with our educational supervisors, or clinical supervisors, 
there’s a checkbox they have on our form which asks ‘Are you aware of the well-being 
services?’ or ‘Who you should speak to if there are any issues?’ So I think there’s a well-
being service within the hospital, and if there were any issues I could contact my educational 
supervisor, and he’s also said that to me before as well, so yeah”. Participant 513.D.

17 When doctors have supportive relationships 
with their colleagues (C), others can recognise 
when the doctor is not themselves (M) and 
offer support to them (O). 

“I've found my experience with my educational supervisor has been fantastic. He’s very 
attentive, and he actually realised I was struggling before I even realised I was struggling, 
because he’s got that experience of working with new doctors. I don't know how that goes 
as you work your way up the ranks but I think at the beginning they want you to adopt a 
good work-life balance and good well-being from the start”. Participant 811.D.
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from overwork and an inability to deliver optimum 
patient care due to time pressures and poor equip-
ment, then ‘solutions’ such as gifts of tea bags, yoga 
and animal visits were not seen as helpful. These initia-
tives neither solved nor addressed underlying prob-
lems, and doctors reported feeling that their trusts did 
not listen to, understand and/or care about the work-
place challenges they faced or the negative impacts on 
patient care. The following quote illustrates this well 
(participant identifiers are explained in table 3):

I don’t think petting a dog, or a donkey, or a parrot, is 
going to help with my problems, and I think to try and 
suggest that it does is embarrassing. I don’t want to go 
to a cake sale, I don’t want to have my feet massaged, 
I just want somebody to make my day-to-day job as 
efficient and easy as it can be. So, fix the IT, that would 
help with my well-being. Participant 314.D.

Participants explained that well-being solutions were 
more likely to align with problems, have a preventa-
tive/proactive focus and be considered favourably by 
doctors when trusts (eg, senior leaders) linked well-
being to high-level priorities such as patient safety and 
workforce issues (eg, staffing numbers, recruitment 
and retention metrics, sickness absence) (see table 3, 
CMOc 7 quotes).

One example of a positive intervention, relevant 
to this finding, was a ‘midnight huddle’, whereby the 
problem of many junior doctors feeling isolated and 
unsupported in their work at night was addressed by 
an opportunity for support, social connection and 

sustenance (eg, food) (see table  4, CMOc 5 and 6 
examples).

Doctors needed to be involved in creating solutions to their well-being 
problems (CMOcs 8–14)
Initiatives that were either doctor-led, or closely linked 
to doctor feedback, were perceived as more likely 
to be effective in improving doctor well-being (see 
table 3, CMOc 10 and 13 quotes). To create effective 
solutions, there needed to be sufficient understanding 
of both the problem and the potential impact of solu-
tions, through meaningful and regular engagement 
with those directly affected. However, this did not 
always occur, as this quote illustrates:

I think over the years, when you come up with ideas, if 
they get shot down, you reach a point where you think 
‘It’s not worth it, can’t be bothered. It’s just a waste of 
breath’. Participant 414.D.

Senior doctors were felt to have a significant influ-
ence over local cultures and well-being (both positively 
and negatively), if they felt able to identify and make 
local changes that supported the medical workforce 
in their team/department/specialty. For example, one 
senior doctor introduced a post ward round coffee, 
with the intention of helping more junior colleagues 
to feel a greater sense of belonging.

Well-being leaders and doctors reported needing the 
ability to make meaningful changes that addressed the 
problems they had identified. However, this depended 
on having sufficient time to think through solutions 

Number CMOc Supporting evidence (exemplar quote(s) in italics)

18 When solutions are not designed with doctors’ 
working patterns and environments in mind 
(C), doctors are less likely to engage with 
offers (O), because they perceive these to be 
inconvenient and inaccessible (M).

“[The well-being weeks run by the well-being team are] probably not positive for doctors 
and nurses, and that’s because a lot of the stuff […] would be on at 10 o’clock in the 
morning. There’s an opportunity to do yoga [but] the nurses absolutely can’t leave the ward 
and the doctors are all stuck on a ward round, so that’s “fab” [said ironically]. So it actually 
felt like there was this offer […] that we then couldn’t go to, which almost felt like ‘You’re 
not important. What we actually care about is the people in offices who are able to do 
that’”. Participant 302.D.S.

19 Doctors feel safe to engage with support 
solutions (O), when there are no perceived 
negative repercussions from accessing them 
(C), because this minimises the potential risk 
of accessing support (M). 

“[The well-being] support thing’s really good, and it’s quite nice that it’s not directly linked 
with the hospital as well, because… there’s still a stigma around it, so you don't want to 
be like, you know, walking around and seeing someone that has helped you around the 
hospital, because it probably feels like they're coming into your space”. Participant 811.D.

20 When support offerings are designed to 
protect confidentiality (C), doctors are more 
willing to access them (O) because they feel 
safe to do so (M). 

“I have in the past accessed PHP [an external NHS Practitioner Health Programme], and a 
mindfulness programme. All of which I thought were very useful, and which, as far as I'm 
aware, remained confidential, and didn't get discussed with anybody in my department, or 
training leads or anything like that”. Participant 110.D.

21 When doctors receive incomplete and/or 
insufficient well-being support (C), they may 
feel frustrated with the service provided 
(M) and/or regret engaging with well-being 
services/solutions (O) and/or may experience 
worsened well-being (O). 

“He was like 'We can only offer four sessions' [of psychological therapy] because they have 
a waiting list. And I thought ‘Gosh, like, just as I'm getting to the peak of what I'm, you 
know, feeling, and it just ends’. He himself said ‘A lot of people find it more beneficial when 
they have a few months of this'. And so four sessions just wasn't really going to cut it, so 
I kind of just left it, really. I don't know who thought that was a good idea, to be honest”. 
Participant 415.D.

Where a single quote can cover the complete CMOc well, only one quote is provided. After the quote the participant identifier is given, which comprises a 
unique number plus a suffix.
CMOcs, context-mechanism-outcome configurations; D, doctor; DS, joint doctor/support role; L, leadership role; S, support role.
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Table 4  Key findings mapped to CMOcs and examples of positive and negative support interventions sourced from data collected within 
the eight trusts

Finding Examples from the data

Solutions needed to align with problems, to support doctor well-being and avoid harm
Misalignment between doctors’ essential needs at work 
(physiological, physical environment, social/belonging, safety) and 
the work environment.
This caused harm through not feeling cared about, as well as the 
physical impact of not being able to function well.
CMOcs 1, 2

1.	 Encouragement from leaders to eat well was felt to be misaligned with the canteen food 
available.

2.	 Being asked to cover shifts when scheduled to take a day off did not meet the doctors’ needs 
for rest and recuperation, causing harm by making them feel uncared for.

3.	 Poor office equipment and a door that did not lock made work difficult and detracted from a 
sense of belonging and being valued.

4.	 Pressure to remove a coffee break after ward round (since this was deemed ‘not work’) made 
doctors feel undervalued.

Misalignment was frequent between the causes of well-being 
problems, as perceived by doctors, and the solutions offered by 
trusts.
Misaligned solutions often did not address well-being problems 
and were viewed as tokenistic or misguided. This caused 
harm through feelings of frustration, dissatisfaction and being 
undervalued.
CMOcs 3, 4

1.	 Problems of overwork and poor IT systems were not addressed by ‘solutions’ such as gifts of 
tea bags, yoga, animal visits and mindfulness.

2.	 Doctors felt unheard, misunderstood and insulted by the offer of resilience training.
3.	 Doctors felt irritated by ‘well-being emails’, which sometimes felt generic and unhelpful, while 

adding to already high workloads.

Doctor well-being was improved when there was better 
alignment between their working environment and their essential 
and psychological needs.
CMOcs 5, 6

1.	 A ‘midnight huddle’ with hot soup provided sustenance, social support and made doctors feel 
cared about.

2.	 A designated ‘quiet’ chair with headphones in the rest space for a doctor to be able to show 
they did not want to be disturbed.

3.	 Provision of beds for on-call staff.

Well-being solutions were more likely to align with problems 
when leaders linked well-being with patient safety and workforce 
issues.
CMOc 7

1.	 Workforce issues (eg, recruitment, retention) were used to make business cases for well-being 
initiatives.

2.	 Staff well-being was a default agenda item (alongside other workforce issues) at senior 
management meetings—and other meetings at multiple levels/within different directorates.

3.	 The well-being team created an explicit strategy to generate ‘buy in’ from senior leadership on 
well-being issues.

Doctors needed to be involved in creating solutions to their well-being problems
Initiatives that were doctor-led or doctor-informed were more 
likely to be effective.
Understanding the problem and potential impact of solutions 
was needed, through engagement with those directly affected.
Senior doctors often had a significant influence on the working 
environment and culture at a local level.
CMOcs 8, 9, 10

1.	 A bleep coordinator for night shifts was introduced as a result of junior doctor/Guardians of 
Safe Working feedback.

2.	 Relaxer chairs for junior doctors were bought using funding from senior doctor lecturing.
3.	 Senior doctors actively promoted a supportive/positive well-being culture, for example, 

introducing a coffee break after the ward round for doctors and medical students.
4.	 Doctors were encouraged to use exception reporting to identify concerns (eg, not getting 

breaks), which were followed up supportively by senior staff.
5.	 Meetings were introduced where doctors were encouraged to discuss concerns and how these 

could be resolved.

Staff needed to feel able to make meaningful change that 
addresses problems identified. They also needed time to think 
through solutions and potential impacts, to avoid harm.
Excessive bureaucracy could block efforts to make change.
Without supportive conditions, implementing change required a 
champion, who may face resistance.
CMOcs 11, 12

1.	 Doctors reported that they were allowed to attend a well-being activity but not given the 
autonomy to choose their own well-being solutions.

2.	 An extra day off for staff was given, but doctors were unable to take it due to understaffing 
and limited involvement of rota coordinators.

3.	 Funds were allocated for cocoon-style chairs to support on-call doctors to sleep but by the time 
the purchase was agreed, the funding had been spent elsewhere.

Clear processes were needed for doctors in different roles to 
safely raise/identify issues and for this feedback to be considered 
and acted on by leaders.
Harm could occur if feedback was not dealt with appropriately or 
if doctors experienced negative repercussions from raising issues.
CMOcs 13, 14

1.	 Multiple feedback mechanisms provided, for example, exception reporting, meetings with 
junior doctors, junior doctor forum, department meetings, surveys.

2.	 Exception reporting was sometimes interpreted negatively, for example, to suggest doctors 
were being slow or not prioritising effectively. This caused harm and discouraged doctors from 
raising subsequent issues.

3.	 Similarly, reports to Guardians of Safe Working could make doctors feel like a troublemaker or 
lazy. Yet in another trust, such reports led to additional medical staffing.

4.	 In one trust, the Freedom to Speak Up Guardians reported that felt bullying and harassment 
was not their business and, in another, they did not respond to emails from doctors.

Doctors often did not know what support was available to help them with well-being problems
Doctors were often unaware of the support services available 
that could help with specific problems. Few (if any) people had a 
comprehensive overview of all support available.
This could be exacerbated for those outside of formal training 
posts.
Sometimes the amount of information could feel overwhelming.
CMOc 15

1.	 Online information was often disorganised and scattered over many platforms.
2.	 Sometimes, even when doctors used phrases such as “I am feeling burnt out” or “I am really 

struggling”, their supervisors did not signpost/refer to support services.
3.	 Occupational health roles seemed to vary by trust, with some more involved in staff well-being 

than others.
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and their potential impacts, without which solutions 
could miss the mark and cause more harm (see table 3, 
CMOc 11 quote). It also depended on there not being 
excessive bureaucracy to block change efforts. Without 
supportive conditions, implementing change required 
a champion to push it through, but this person often 
faced resistance, and in unsupportive contexts the 
resulting change risked being dropped, for example, 
if the champion took on other roles/responsibilities or 
left.

There was a perceived need for clear processes 
through which doctors in different roles could safely 
raise/identify issues without fearing or experiencing 
negative repercussions, and for this feedback to be 
considered and acted on by those responsible for well-
being. Harm could result if feedback was not dealt 
with appropriately or if doctors alone were expected 
to solve their own problems. If doctors raised issues 
and these were ignored, they could feel demoralised 
and disengaged. Similarly, if doctors experienced 

blame or other negative repercussions from raising 
issues (eg, exception reporting, which is a mechanism 
through which doctors in training can report extra 
hours worked), well-being could be worsened (see 
table 3, CMOc 14 quote). For example, the Freedom 
to Speak Up Guardians (a role introduced as an addi-
tional route for healthcare workers to raise concerns) 
at one trust said that bullying and harassment was not 
their business (because they focused on ‘patient’ issues 
only, failing to acknowledge a connection between the 
two), and at another they often did not respond to 
doctors’ emails.

An example of a positive intervention identified, 
relevant to this finding, was the introduction of a ‘bleep 
coordinator’ for night shifts in response to feedback 
from junior doctors and the trust’s Guardian for Safe 
Working (see table 4, CMOc 8, 9 and 10 examples). 
A bleep (or pager) is still often used in hospitals, espe-
cially if wifi connection is patchy, as a means to contact 
a doctor on duty to request their assistance. On night 

Finding Examples from the data

Doctors did not need to know about all support available but did 
need to know where to go when support is needed (and feel safe 
to do so, see also CMOcs 19 and 20).
This required those in supervisory/line management/leadership 
roles to be able to signpost to support.
CMOc 16

1.	 Some well-being intranet pages and staff provided a clear and direct line to support options.
2.	 Toilet door posters seemed effective for communicating the options available.
3.	 A checklist for education supervisor meetings was introduced, including the item ‘knows how 

to access well-being support’.
4.	 Supervisor training was provided for how to signpost to support.

Doctors did not always recognise when they needed extra help 
or support.
Colleagues needed to be attuned to the well-being needs of 
others. This was more challenging for doctors rotating frequently 
or working transiently.
CMOc 17

1.	 Educational supervisor meetings were scheduled with a broader ‘check in’ focus, not just a 
training focus.

2.	 A clinical psychologist was embedded within the clinical team.
3.	 Daily team check-ins, led by the registrar, to ensure that everyone is okay and managing their 

workload for the day.
4.	 Consultant WhatsApp groups.
5.	 When doctors worked across multiple sites while on-call, there was limited opportunity to get 

to know people and access peer support or intervention.

There were physical and psychological barriers to accessing well-being support
Doctors reported that problem-focused solutions, for example, 
counselling, were often not accessible or timely, resulting in 
delays to accessing services and increased risk of worsening 
well-being/ill-health.
Support needed to be physically accessible to doctors (but those 
designing may not know the constraints for doctors).
CMOc 18

1.	 Doctors were unable to access a mental health triage phone call because the only available 
times were when they were on the ward.

2.	 Doctors were not always able to self-refer, for example, to occupational health, plus there were 
often very long waiting times.

3.	 Interventions designed to be preventative, such as yoga and well-being walks, were often 
unavailable to doctors due to their working patterns.

Support options needed to feel ‘safe’ so that doctors felt they 
could access them.
Improved psychological safety allowed people to raise issues 
earlier, so they could get resolved before becoming more serious.
Stigma remained around mental health among doctors, which 
could be influenced by cultural expectations, for example, for 
International Medical Graduates.
CMOcs 19, 20

1.	 Confidentiality of accessing support was compromised if doctors had to explain why they were 
leaving the ward.

2.	 Doctors felt that seeking support could impact their progression, especially if the clinical 
supervisor was both the gatekeeper to support and to career advancement.

3.	 External support services were seen as ‘safer’ by some doctors, for example, Practitioner Health 
Programme.

4.	 Modelling by senior staff was felt to impact on the acceptability of seeking support.

When support services for mental ill-health were poorly 
designed/implemented, this could create further problems and 
act as a barrier to accessing further help.
CMOc 21

1.	 One doctor was offered limited sessions of psychological therapy, such that the issues 
identified were not resolved within the timeframe.

2.	 Delays in referral processes and/or service delivery were frequently experienced, for example, 
occupational health.

3.	 When nothing changed after signalling for support (eg, saying I am feeling burned out), 
doctors felt it was pointless and a waste of time.

4.	 Occupational health support was sometimes perceived as more focused on steps back to work/
patient safety, rather than understanding the causes of workforce ill-health.

CMOcs, context-mechanism-outcome configurations.

Table 4 Continued
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shifts, where doctors may cover multiple wards, indi-
vidual doctors may receive a high volume of bleeps at 
the same time. Thus, having a bleep coordinator to 
monitor the bleeps centrally and allocate/coordinate/
prioritise the work was a welcome intervention.

Doctors often did not know what support was available to help them 
with well-being problems (CMOcs 15–17)
Most doctors were not aware of which support 
services were available within trusts to help them 
when experiencing difficulties (see table 3, CMOc 15 
and 16 quotes). Few people (if any) had a compre-
hensive overview of all the support available. A clear 
communication strategy about well-being support was 
often lacking, leading to an overwhelming amount of 
information that made it hard to identify appropriate 
support when needed. This seemed to be exacer-
bated for those outside of supervisory roles or formal 
training posts (eg, specialty and specialist doctors, 
locally employed doctors).

I find it quite difficult to navigate… it doesn’t just 
cover doctors, and it can be hard sometimes to figure 
out is that [a resource] that’s actually useful to me. 
Participant 211.D.

Participants felt doctors did not need to know about 
all support available, but they needed to have a clear 
sense of who/where to go when support was needed 
(and feel safe to do so). This required supervisors/line 
managers/leaders roles to be able to signpost others, 
but many doctors reported that supervisors were also 
unclear about support options.

Participants noted that doctors did not always recog-
nise when they needed extra help or support, in which 
case others (peers, seniors) needed to be attuned to 
the well-being needs of colleagues. This was more 
challenging for doctors rotating frequently or working 
more transiently, such as locum staff.

An example of a positive intervention identified, rele-
vant to this finding, was posters on the backs of toilet 
doors that clearly showed which options were avail-
able depending on the severity and type of problem 
(see table 4, CMOc 16 examples). The posters were 
visually clear and simple, making them memorable.

There were physical and psychological barriers to accessing well-being 
support (CMOcs 18–21)
Even when a support option had been identified and 
made available, participants reported physical barriers 
to accessing support (see table  3, CMOc 18 quote). 
In many cases, the support offered was not acces-
sible during normal working patterns, either because 
doctors were unable to leave the ward, or due to the 
lack of a confidential space to take telephone calls. 
This problem could be linked to the fact that those 
designing interventions were often not doctors or 
were distant from the working conditions of frontline 
doctors.

I’ve done a triage appointment before like in a corridor 
at work, and talking about how my work causes me 
anxiety… I’ve done it, actually, I sat on a toilet. I 
did… did my mental health triage appointment, sat 
on a toilet on a ward, because the appointments were 
Monday to Friday 9 to 5. Participant 418.D.

In addition to physical barriers, doctors reported 
psychological barriers to accessing support (see table 3, 
CMOc 19 quote). This included concerns about how 
this might be perceived, especially by senior colleagues. 
This seemed to be linked to the local workplace culture 
and professional culture of medicine, in which there 
is still stigma around mental health. It could also be 
affected by doctors’ backgrounds. For example, one 
participant who was an International Medical Grad-
uate doctor did not realise that well-being support is 
offered at work in the UK, as this may be less typical 
internationally.

When support services for doctors’ mental ill-health 
were poorly designed or implemented, this appeared 
to create additional problems. One example was when 
a doctor was only able to access a very limited number 
of sessions of psychological therapy, such that they 
started to open up about an issue but did not have 
sufficient supported time to resolve it.

Examples of positive interventions identified, 
relevant to this finding, were positive modelling by 
senior staff, which changed perceptions about the 
acceptability of help-seeking; and signposting to 
support outside of the organisation, which was seen 
as psychologically ‘safer’ (see table 4, CMOc 19 and 
20 examples).

The final programme theory, reflecting all four find-
ings, is represented graphically in figure 1.

DISCUSSION
The aim of this research was to work with, and learn 
from, eight diverse hospital settings to understand how 
to optimise strategies to improve doctors’ well-being 
and reduce their negative impacts on the workforce 
and patient care. The key findings were that well-being 
solutions needed to align with problems, that doctors 
needed to be involved in creating solutions, that doctors 
often did not know what support was available and 
that doctors experienced physical and psychological 
barriers to accessing support. Important contexts such 
as work environments not meeting doctor needs, lack 
of alignment of problem and solution, poor commu-
nication of support options, barriers to accessing 
support and poorly designed/implemented support 
interventions drove mechanisms such as not feeling 
heard or valued, feeling frustrated, feeling confusion 
about how to access support and feeling fearful of the 
consequences of help seeking, which led to outcomes 
such as reduced job satisfaction, finding it harder to 
care for patients, feeling dissatisfied with employers, 
disengaging from well-being offerings and contin-
uing to experience well-being problems. Doctors are 
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mandated to ‘first, do no harm’ to their patients, and 
in this paper, we argue the same consideration should 
be extended to doctors. This study’s findings, and the 
positive and negative examples from the data, will 
enable health services to avoid further harm.

Our research extends knowledge by offering an 
explanatory theory of whether and how existing inter-
ventions are working. It builds on our realist synthesis 
that reviewed interventions to tackle doctors’ and 
medical students’ mental ill-health and its impacts 
on the clinical workforce and patient care.24 25 Our 
study corroborates those findings and adds important 
novel insights, for example, that interventions that are 
misaligned to the issues they are trying to address are 
not just ineffective but can be harmful—contributing 
to doctors’ feelings of physical and emotional isolation.

These findings contribute to a growing body of 
evidence that recognises that poor well-being of 
healthcare professionals is often the result of organ-
isational problems (eg, high work demands, long 
working hours, low job control, top-down pressure, 
unrealistic expectations) rather than only individual 
ones.7 24–26 30 An important implication of this is that 
individual-level well-being interventions (such as resil-
ience training) are likely to be ineffective, at least in 
isolation, and that organisational interventions are 

also needed to prevent and reduce poor well-being at 
work.42

Previously, Gordon et al used multiple multidi-
mensional transitions theory to study how doctors’ 
transitions during COVID-19 impacted on social and 
cultural aspects of well-being.33 They found three 
factors contributing to well-being: being heard (eg, by 
colleagues asking how they are); feeling valued (eg, 
through provision of rest spaces) and being supported 
(eg, through regular briefing). Our realist evaluation 
highlights the nuanced ways in which participants 
associated a lack of being valued with their essential 
needs not being met. Interestingly, both studies high-
light rest spaces as an important intervention, despite 
a recent scoping review highlighting a lack of research 
investigating their effectiveness.43

Our realist evaluation supports other research that 
concludes there is an urgent need to rebalance and 
refocus work efforts on multilevel systems approaches 
that take account of the often-conflicting interests 
between serving patients and protecting staff well-
being.26 44 This will require broader definitions that 
include interventions that improve the work environ-
ment and systems. Individual-focused solutions are 
only effective within enabling environments.45

Figure 1  Graphical representation of final programme theory, focussing on the negative aspects of outcomes since these were more prevalent in the 
data. NHS, National Health Service.

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

b
y g

u
est

 
o

n
 M

arch
 5, 2026

 
h

ttp
://q

u
alitysafety.b

m
j.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

11 A
p

ril 2025. 
10.1136/b

m
jq

s-2024-017698 o
n

 
B

M
J Q

u
al S

af: first p
u

b
lish

ed
 as 

http://qualitysafety.bmj.com/


454 Melvin A, et al. BMJ Qual Saf 2025;34:443–456. doi:10.1136/bmjqs-2024-017698

Original research

Workforce well-being has often been seen by organ-
isational leaders as an optional extra, rather than crit-
ically interlinked with organisational performance. 
Our research adds to literature that positions staff 
well-being as critical for tackling workforce issues 
(eg, recruitment, retention), which, as reported by 
the Quadruple Aim of healthcare, is essential for 
achieving the other three aims: improving patient 
experience, enhancing population health and reducing 
costs.2 Participants reported that ineffective well-
being interventions can be harmful, consistent with 
prior research.22 Our research also surfaces examples 
where small changes, if properly developed and imple-
mented, create positive results.

Strengths and limitations
We identified three key strengths. First, realist meth-
odology was uniquely well placed to accommodate 
the complexity of topic and multiple settings. Second, 
the relatively large sample size and realist approach 
enabled us to make stronger claims about transfer-
ability of findings than we might otherwise have 
felt able to do. Although the data were collected in 
England, we anticipate that the causal explanations 
(in the form of CMOcs) may work similarly in other 
countries. For example, a US study of resilience inter-
ventions highlighted potential negative impacts.22 
Previous work also concluded there are more similari-
ties than differences in well-being experiences between 
healthcare professionals,46 so the key principles might 
be tailored for other groups within hospital settings. 
Third, the involvement of researchers and stakeholders 
with different disciplinary/professional backgrounds 
ensured that rich perspectives informed the research. 
As with all research, there were limitations as well. 
Although we sampled for diversity, the eight trusts 
were self-selecting since they agreed to be involved. 
Therefore, the findings may not represent all trusts in 
England. There are also limits to transferability. We 
anticipate that further research would be required to 
tailor the findings to primary care, mental health or 
social care settings. Finally, there were some impor-
tant perspectives that we were unable to engage in the 
research, most notably those from finance teams, so 
this is a priority for future research.

Implications for policy and practice
First, it is important for employers and policymakers 
to understand that, despite positive intentions, poorly 
designed well-being interventions can cause harm; in 
fact, many are doing so now. Therefore, new policies 
and interventions require careful planning and eval-
uation. Second, it is increasingly clear that, unless 
organisations prioritise workforce well-being, they 
will not achieve the positive workforce, finance and 
patient outcomes that they seek. Healthcare employers 
need to recognise doctor well-being as essential for 
high-quality health service delivery and prioritise it 

as an integral part of the trust’s work. While initia-
tives involving doctors are more likely to be effective, 
importantly, this does not mean that solving well-being 
issues at work should be solely doctors’ responsibility. 
Indeed, seeing it as such would miss opportunities 
to address the structural causes of the problems. A 
commitment to improvement requires a shared vision 
and breaking organisational silos, which will require 
critical allies.47

Third, our research identified many ineffective or 
harmful interventions that could be stopped, which 
would reduce costs, improve well-being and unlock 
other positive workforce and patient care outcomes.2 
Similarly, many of the positive examples identified 
were inexpensive to deliver, especially in compar-
ison with the huge cost of staff sickness and attrition. 
Finally, healthcare employers would be wise to invest 
time in proactively supporting doctors’ well-being 
(eg, improving the workplace, increasing personal 
resources), as well as resolving problems after they 
arise.31 Support options need to feel 'safe' and acces-
sible, without negative repercussions. Improving 
psychological safety would allow issues to be raised and 
resolved earlier (ie, when problems are still minor).12

Implications for future research
Realist approaches seem particularly well suited to 
this topic. Future research could test our programme 
theory in other countries or settings (eg, primary care, 
mental healthcare, social care). Specific implications 
for early career health professionals could be explored, 
to extend understanding of how workforce well-being 
interacts with education. Finally, health economic 
studies of well-being interventions (ideally at systems 
level) are urgently required, since small investments 
could have far-reaching positive impacts.

X Anna Melvin @anna_melvin_, Alison Pearson 
@AlisonpearsonSW, Jason Hancock @DrJasonHancock and 
Karen Mattick @KarenMattick

Acknowledgements  We would like to acknowledge the 
input of our stakeholder advisors, including Jill Maben, 
Cath Taylor, Alex Aylward, Jodie Blackadder, Luna Dolezal, 
Robert Fleming, Diana Frost, Ian Fussell, Derek Gallen, 
Linda Gask, Lorna Hardy, Jacky Hayden, Laura Hill, Barbara 
Jones, Kirsten Leslie, Florence Lock, Pauline McGlone, Vik 
Mohan, Lynn Monrouxe, Anita Randon, Jamie Read, Nigel 
Reed, Daisy Robinson, Anna Rowland, Geoff Smith, Susanne 
Smith, Lynn Tatnell, Kevin Teoh, Andrew Tresidder, Ciska 
Uys, John Ward, Kim Walker, Katrina Wyatt. We also wish 
to acknowledge our stakeholders in the NHS hospital trust 
research settings, although we do not mention them by name 
here since the settings are anonymised. Finally, we are grateful 
to the interview participants for their time in sharing their 
experiences.

Contributors  DC, KM, CP, MP and GW conceptualised the 
study. AP, AM, CB and DC collected the data and AP, AM, 
CB, HFC and SMcP led the data analysis, with input from 
DC, KM, JH, JS, MP, CP and GW. AM wrote the first draft 
of the manuscript and KM led the revision process of all 
subsequent iterations, with AP, DC, CB, JH, JS, HFC, SM, MP, 
CP and GW providing critical contributions and refinements 
to the manuscript. All authors read and approved the final 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

b
y g

u
est

 
o

n
 M

arch
 5, 2026

 
h

ttp
://q

u
alitysafety.b

m
j.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

11 A
p

ril 2025. 
10.1136/b

m
jq

s-2024-017698 o
n

 
B

M
J Q

u
al S

af: first p
u

b
lish

ed
 as 

https://x.com/anna_melvin_
https://x.com/AlisonpearsonSW
https://x.com/DrJasonHancock
https://x.com/KarenMattick
http://qualitysafety.bmj.com/


455Melvin A, et al. BMJ Qual Saf 2025;34:443–456. doi:10.1136/bmjqs-2024-017698

Original research

manuscript. KM is responsible for the overall content as 
guarantor.

Funding  This project was funded by the NIHR Health and 
Social Care Delivery Research (HSDR) Programme (NIHR 
132931).

Disclaimer  The views expressed are those of the author(s) and 
not necessarily those of the NIHR or the Department of Health 
and Social Care.

Competing interests  KM is a member of the funding 
committee for the National Institute for Health and Care 
Research (NIHR)’s Health and Social Care Delivery Research 
programme. DC is a member of the selection committee of the 
NIHR’s Undergraduate Internship Programme.

Patient consent for publication  Not applicable.

Ethics approval  This study was approved by the NHS Research 
Ethics Committee (reference 22/WA/0352, 22 December 
2022), along with approval from the Health Research 
Authority (HRA) on the same date, 22 December 2022. 
Participants provided informed consent before taking part in 
the study.

Provenance and peer review  Not commissioned; externally 
peer reviewed.

Data availability statement  No data are available. The data 
from this research are not available for sharing for ethical 
reasons. Due to the sensitive and confidential personal 
accounts given by participants, it was not possible to protect 
participants’ identities while retaining the value of the data.

Supplemental material  This content has been supplied by 
the author(s). It has not been vetted by BMJ Publishing 
Group Limited (BMJ) and may not have been peer-reviewed. 
Any opinions or recommendations discussed are solely 
those of the author(s) and are not endorsed by BMJ. BMJ 
disclaims all liability and responsibility arising from any 
reliance placed on the content. Where the content includes 
any translated material, BMJ does not warrant the accuracy 
and reliability of the translations (including but not limited 
to local regulations, clinical guidelines, terminology, drug 
names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or 
otherwise.

Open access  This is an open access article distributed in 
accordance with the Creative Commons Attribution 4.0 
Unported (CC BY 4.0) license, which permits others to copy, 
redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link 
to the licence is given, and indication of whether changes were 
made. See: https://creativecommons.org/licenses/by/4.0/.

ORCID iDs
Anna Melvin http://orcid.org/0000-0002-9096-0923
Alison Pearson http://orcid.org/0000-0003-4341-1267
Daniele Carrieri http://orcid.org/0000-0002-3143-8430
Jason Hancock http://orcid.org/0000-0002-6342-9555
Chrysanthi Papoutsi http://orcid.org/0000-0003-1189-7100
Geoff Wong http://orcid.org/0000-0002-5384-4157
Karen Mattick http://orcid.org/0000-0003-1800-773X

REFERENCES
	 1	 The Lancet. Physician burnout: a global crisis. Lancet 

2019;394. 
	 2	 Bodenheimer T, Sinsky C. From triple to quadruple aim: care 

of the patient requires care of the provider. Ann Fam Med 
2014;12:573–6. 

	 3	 Dyrbye L, Shanafelt T. A narrative review on burnout 
experienced by medical students and residents. Med Educ 
2016;50:132–49. 

	 4	 Elton C. Doctors can’t care for patients if the system doesn’t 
care for them-an essay by Caroline Elton. BMJ 2019;364:l968. 

	 5	 Shanafelt TD, Schein E, Minor LB, et al. Healing the 
Professional Culture of Medicine. Mayo Clin Proc 
2019;94:1556–66. 

	 6	 Søvold LE, Naslund JA, Kousoulis AA, et al. Prioritizing the 
Mental Health and Well-Being of Healthcare Workers: An 
Urgent Global Public Health Priority. Front Public Health 
2021;9:679397. 

	 7	 Fleming WJ. Employee well‐being outcomes from individual‐
level mental health interventions: cross‐sectional evidence 
from the United Kingdom. Ind Relat J 2024;55:162–82. 

	 8	 British Medical Association. NHS backlog data analysis. 2024. 
Available: https://www.bma.org.uk/advice-and-support/nhs-​
delivery-and-workforce/pressures/nhs-backlog-data-analysis 
[Accessed 13 Jun 2024].

	 9	 General Medical Council. The state of medical education 
and practice in the UK: workplace experiences 2023. General 
Medical Council, 2023.

	10	 Church HR, Agius SJ. The F3 phenomenon: Early-career 
training breaks in medical training. A scoping review. Med 
Educ 2021;55:1033–46. 

	11	 Lock FK, Carrieri D. Factors affecting the UK junior doctor 
workforce retention crisis: an integrative review. BMJ Open 
2022;12:e059397. 

	12	 Maben J, Ball J, Edmondson AC. Workplace conditions (elements 
of improving quality and safety in healthcare). In: The great big 
book of quality improvement. This Institute, 2023.

	13	 Tawfik DS, Profit J, Morgenthaler TI, et al. Physician 
Burnout, Well-being, and Work Unit Safety Grades in 
Relationship to Reported Medical Errors. Mayo Clin Proc 
2018;93:1571–80. 

	14	 Tawfik DS, Profit J, Morgenthaler TI, et al. In Reply-Burnout 
Is Not Associated With Increased Medical Errors. Mayo Clin 
Proc 2018;93:1683–4. 

	15	 Health Education England. NHS staff and learners’ mental 
wellbeing commission. Health Education England, 2019.

	16	 Ford M. NHS agency spend up 20% in England amid 
workforce gaps. Nurs Times 2022. Available: https://www.​
nursingtimes.net/news/workforce/nhs-agency-spend-up-20-in-​
england-amid-workforce-gaps-14-11-2022/

	17	 Jones K, Weatherly H, Birch S, et al. Unit costs of health and 
social care 2022 manual. Personal Social Services Research 
Unit, University of Kent; Centre of Health Economics, 
University of York, 2022.

	18	 Shanafelt TD, Goh J, Sinsky C. The Business Case for Investing 
in Physician Well-being. JAMA Intern Med 2017;177:1826–32. 

	19	 Fox S, Lydon S, Byrne D, et al. A systematic review of 
interventions to foster physician resilience. Postgrad Med J 
2018;94:162–70. 

	20	 Krishnan A, Odejimi O, Bertram I, et al. A systematic review 
of interventions aiming to improve newly-qualified doctors’ 
wellbeing in the United Kingdom. BMC Psychol 2022;10:161. 

	21	 Atherley A, Meeuwissen SNE. Time for change: Overcoming 
perpetual feelings of inadequacy and silenced struggles in 
medicine. Med Educ 2020;54:92–4. 

	22	 LaDonna KA, Cowley L, Touchie C, et al. Wrestling With 
the Invincibility Myth: Exploring Physicians’ Resistance to 
Wellness and Resilience-Building Interventions. Acad Med 
2022;97:436–43. 

	23	 West CP, Dyrbye LN, Erwin PJ, et al. Interventions to prevent 
and reduce physician burnout: a systematic review and meta-
analysis. Lancet 2016;388:2272–81. 

	24	 Carrieri D, Mattick K, Pearson M, et al. Optimising strategies 
to address mental ill-health in doctors and medical students: 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

b
y g

u
est

 
o

n
 M

arch
 5, 2026

 
h

ttp
://q

u
alitysafety.b

m
j.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

11 A
p

ril 2025. 
10.1136/b

m
jq

s-2024-017698 o
n

 
B

M
J Q

u
al S

af: first p
u

b
lish

ed
 as 

https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-9096-0923
http://orcid.org/0000-0003-4341-1267
http://orcid.org/0000-0002-3143-8430
http://orcid.org/0000-0002-6342-9555
http://orcid.org/0000-0003-1189-7100
http://orcid.org/0000-0002-5384-4157
http://orcid.org/0000-0003-1800-773X
http://dx.doi.org/10.1016/S0140-6736(19)31573-9
http://dx.doi.org/10.1370/afm.1713
http://dx.doi.org/10.1111/medu.12927
http://dx.doi.org/10.1136/bmj.l968
http://dx.doi.org/10.1016/j.mayocp.2019.03.026
http://dx.doi.org/10.3389/fpubh.2021.679397
http://dx.doi.org/10.1111/irj.12418
https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/pressures/nhs-backlog-data-analysis
https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/pressures/nhs-backlog-data-analysis
http://dx.doi.org/10.1111/medu.14543
http://dx.doi.org/10.1111/medu.14543
http://dx.doi.org/10.1136/bmjopen-2021-059397
http://dx.doi.org/10.1016/j.mayocp.2018.05.014
http://dx.doi.org/10.1016/j.mayocp.2018.08.014
http://dx.doi.org/10.1016/j.mayocp.2018.08.014
https://www.nursingtimes.net/news/workforce/nhs-agency-spend-up-20-in-england-amid-workforce-gaps-14-11-2022/
https://www.nursingtimes.net/news/workforce/nhs-agency-spend-up-20-in-england-amid-workforce-gaps-14-11-2022/
https://www.nursingtimes.net/news/workforce/nhs-agency-spend-up-20-in-england-amid-workforce-gaps-14-11-2022/
http://dx.doi.org/10.1001/jamainternmed.2017.4340
http://dx.doi.org/10.1136/postgradmedj-2017-135212
http://dx.doi.org/10.1186/s40359-022-00868-8
http://dx.doi.org/10.1111/medu.14030
http://dx.doi.org/10.1097/ACM.0000000000004354
http://dx.doi.org/10.1016/S0140-6736(16)31279-X
http://qualitysafety.bmj.com/


456 Melvin A, et al. BMJ Qual Saf 2025;34:443–456. doi:10.1136/bmjqs-2024-017698

Original research

“Care Under Pressure” realist review and implementation 
guidance. BMC Med 2020;18:76. 

	25	 Carrieri D, Pearson M, Mattick K, et al. Interventions to 
minimise doctors’ mental ill-health and its impacts on the 
workforce and patient care: the care under pressure realist 
review. Health Serv Deliv Res 2020;8:1–132. 

	26	 Taylor C, Maben J, Jagosh J, et al. Care Under Pressure 2: 
a realist synthesis of causes and interventions to mitigate 
psychological ill health in nurses, midwives and paramedics. 
BMJ Qual Saf 2024;33:523–38. 

	27	 West M, Coia D. Caring for doctors, caring for patients. 
General Medical Council, 2019.

	28	 Wong G, Westhorp G, Greenhalgh J, et al. Quality and 
reporting standards, resources, training materials and 
information for realist evaluation: the RAMESES II project. 
Health Serv Deliv Res 2017;5:1–108. 

	29	 Bramwell C, Carrieri D, Melvin A, et al. How can NHS 
trusts in England optimise strategies to improve the mental 
health and well-being of hospital doctors? The Care Under 
Pressure 3 (CUP3) realist evaluation study protocol. BMJ Open 
2023;13:e073615. 

	30	 Waddell A, Kunstler B, Lennox A, et al. How effective are 
interventions in optimizing workplace mental health and well-
being? A scoping review of reviews and evidence map. Scand J 
Work Environ Health 2023;49:235–48. 

	31	 Pearson A, Carrieri D, Melvin A, et al. Developing a typology 
of interventions to support doctors’ mental health and 
wellbeing. BMC Health Serv Res 2024;24:573. 

	32	 Walker KA, Gibson-Smith K, Gordon L, et al. To develop 
evidence-based interventions to support doctors’ wellbeing 
and promote resilience during COVID-19 (and beyond). 
Chief Scientist Office 2021. Available: https://www.​
scotlanddeanery.nhs.scot/yourdevelopment/scottish-medical-​
education-research-consortium-smerc/research/covid-19-​
wellbeing-study/

	33	 Gordon L, Scanlan GM, Tooman TR, et al. Heard, valued, 
supported? Doctors’ wellbeing during transitions triggered by 
COVID-19. Med Educ 2022;56:516–26. 

	34	 Emmel N. Sampling and choosing cases in qualitative research: 
a realist approach. London: SAGE 7. Publications Ltd, 2013.

	35	 Manzano A. The craft of interviewing in realist evaluation. 
Evaluation (Lond) 2016;22:342–60. 

	36	 Deci EL, Olafsen AH, Ryan RM. Self-determination theory in 
work organizations: the state of a science. Annu Rev Organ 
Psychol Organ Behav 2017;4:19–43. 

	37	 Maslow AH. A theory of human motivation. Psychol Rev 
1943;50:370–96. 

	38	 Bakker AB, Demerouti E. Job demands-resources theory: 
Taking stock and looking forward. J Occup Health Psychol 
2017;22:273–85. 

	39	 Pawson R. The science of evaluation: a realist manifesto. 
London: SAGE Publications Ltd, 2013.

	40	 Skivington K, Matthews L, Simpson SA, et al. A new 
framework for developing and evaluating complex 
interventions: update of Medical Research Council guidance. 
BMJ 2021;374:n2061. 

	41	 Greenhalgh T, Jackson C, Shaw S, et al. Achieving Research 
Impact Through Co-creation in Community-Based Health 
Services: Literature Review and Case Study. Milbank Q 
2016;94:392–429. 

	42	 Teoh K, Dhensa-Kahlon R, Christensen M, et al. 
Organisational wellbeing interventions: case studies from the 
NHS. 2023.

	43	 Uys C, Carrieri D, Mattick K. The impact of shared social 
spaces on the wellness and learning of junior doctors: A 
scoping review. Med Educ 2023;57:315–30. 

	44	 Brand SL, Thompson Coon J, Fleming LE, et al. Whole-
system approaches to improving the health and wellbeing 
of healthcare workers: A systematic review. PLoS One 
2017;12:e0188418. 

	45	 Francis-Auton E, Long JC, Sarkies M, et al. Four System 
Enablers of Large-System Transformation in Health 
Care: A Mixed Methods Realist Evaluation. Milbank Q 
2024;102:183–211. 

	46	 Taylor C, Mattick K, Carrieri D, et al. “The WOW factors”: 
comparing workforce organization and well-being for doctors, 
nurses, midwives and paramedics in England. Br Med Bull 
2022;141:60–79. 

	47	 Nixon SA. The coin model of privilege and critical allyship: 
implications for health. BMC Public Health 2019;19:1637. 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

b
y g

u
est

 
o

n
 M

arch
 5, 2026

 
h

ttp
://q

u
alitysafety.b

m
j.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

11 A
p

ril 2025. 
10.1136/b

m
jq

s-2024-017698 o
n

 
B

M
J Q

u
al S

af: first p
u

b
lish

ed
 as 

http://dx.doi.org/10.1186/s12916-020-01532-x
http://dx.doi.org/10.3310/hsdr08190
http://dx.doi.org/10.1136/bmjqs-2023-016468
http://dx.doi.org/10.3310/hsdr05280
http://dx.doi.org/10.1136/bmjopen-2023-073615
http://dx.doi.org/10.5271/sjweh.4087
http://dx.doi.org/10.5271/sjweh.4087
http://dx.doi.org/10.1186/s12913-024-10884-6
https://www.scotlanddeanery.nhs.scot/yourdevelopment/scottish-medical-education-research-consortium-smerc/research/covid-19-wellbeing-study/
https://www.scotlanddeanery.nhs.scot/yourdevelopment/scottish-medical-education-research-consortium-smerc/research/covid-19-wellbeing-study/
https://www.scotlanddeanery.nhs.scot/yourdevelopment/scottish-medical-education-research-consortium-smerc/research/covid-19-wellbeing-study/
https://www.scotlanddeanery.nhs.scot/yourdevelopment/scottish-medical-education-research-consortium-smerc/research/covid-19-wellbeing-study/
http://dx.doi.org/10.1111/medu.14698
http://dx.doi.org/10.1177/1356389016638615
http://dx.doi.org/10.1146/annurev-orgpsych-032516-113108
http://dx.doi.org/10.1146/annurev-orgpsych-032516-113108
http://dx.doi.org/10.1037/h0054346
http://dx.doi.org/10.1037/ocp0000056
http://dx.doi.org/10.1136/bmj.n2061
http://dx.doi.org/10.1111/1468-0009.12197
http://dx.doi.org/10.1111/medu.14946
http://dx.doi.org/10.1371/journal.pone.0188418
http://dx.doi.org/10.1111/1468-0009.12684
http://dx.doi.org/10.1093/bmb/ldac003
http://dx.doi.org/10.1186/s12889-019-7884-9
http://qualitysafety.bmj.com/

	Support for hospital doctors’ workplace well-­being in England: the Care Under Pressure 3 realist evaluation
	Abstract
	Introduction﻿﻿
	Methods
	Aim
	Study design and terminology
	Study context
	Initial programme theory
	Data collection
	Realist interviews
	Data analysis
	Team reflexivity
	Stakeholder engagement

	Findings
	Characteristics of settings and participants
	Four key findings, based on the realist analysis
	Solutions needed to align with problems, to support doctor well-being and avoid harm (CMOcs 1–7)
	Doctors needed to be involved in creating solutions to their well-being problems (CMOcs 8–14)
	Doctors often did not know what support was available to help them with well-being problems (CMOcs 15–17)
	There were physical and psychological barriers to accessing well-being support (CMOcs 18–21)


	Discussion
	Strengths and limitations
	Implications for policy and practice
	Implications for future research

	References


