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ABSTRACT
Introduction  The growing incidence of mental ill health in 
doctors was a major issue in the UK and internationally, even 
prior to the COVID-19 pandemic. It has significant and far-
reaching implications, including poor quality or inconsistent 
patient care, absenteeism, workforce attrition and retention 
issues, presenteeism, and increased risk of suicide. Existing 
approaches to workplace support do not take into account 
the individual, organisational and social factors contributing 
to mental ill health in doctors, nor how interventions/
programmes might interact with each other within the 
workplace. The aim of this study is to work collaboratively 
with eight purposively selected National Health Service 
(NHS) trusts within England to develop an evidence-based 
implementation toolkit for all NHS trusts to reduce doctors’ 
mental ill health and its impacts on the workforce.
Methods and analysis  The project will incorporate three 
phases. Phase 1 develops a typology of interventions 
to reduce doctors’ mental ill health. Phase 2 is a realist 
evaluation of the existing combinations of strategies being 
used by acute English healthcare trusts to reduce doctors’ 
mental ill health (including preventative promotion of well-
being), based on 160 interviews with key stakeholders. 
Phase 3 synthesises the insights gained through phases 
1 and 2, to create an implementation toolkit that all UK 
healthcare trusts can use to optimise their strategies to 
reduce doctors’ mental ill health and its impact on the 
workforce and patient care.
Ethics and dissemination  Ethical approval has been 
granted for phase 2 of the project from the NHS Research 
Ethics Committee (REC reference number 22/WA/0352). 
As part of the conditions for our ethics approval, the sites 
included in our study will remain anonymous. To ensure 
the relevance of the study’s outputs, we have planned a 
wide range of dissemination strategies: an implementation 
toolkit for healthcare leaders, service managers and 
doctors; conventional academic outputs such as journal 
manuscripts and conference presentations; plain English 
summaries; cartoons and animations; and a media 
engagement campaign.

INTRODUCTION
The growing incidence of mental ill health 
in doctors was a major issue in the UK and 
internationally, even prior to the COVID-19 
pandemic.1–3 This problem has significant 
and far-reaching implications, including; 
poor quality or inconsistent patient care, 
absenteeism, workforce attrition and reten-
tion issues, presenteeism, substance addic-
tion, and increased risk of suicide.4 5 The 
recent COVID-19 pandemic makes research 
into how to address this issue more crucial 
and timely, not only because of the addi-
tional physical, professional and psycholog-
ical strain it has exerted on doctors,6 but also 
due to surges in workload of non-COVID-19 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This research builds on earlier stages of the Care 
Under Pressure evidence-based and system-level 
research to optimise how National Health Service 
(NHS) trusts address workplace mental ill health (in-
cluding preventative promotion of well-being).

	⇒ Sampling and recruitment strategy that aims to 
maximise diversity and inclusivity.

	⇒ Engagement of different audiences (eg, doctors and 
healthcare leaders) to support the development of 
contextually sensitive workplace strategies.

	⇒ The findings may not be transferable beyond the 
UK hospital doctor context, yet we know research is 
also needed in other health professions, in primary 
care settings and beyond the UK.

	⇒ Phase 2 focuses only on acute NHS trusts/secondary 
care. While this excludes other types of NHS trusts, 
focusing on one setting allows in-depth research 
into key social, structural and organisational factors.
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patient care.7 8 Addressing mental ill health in doctors is 
vital to the sustainability of health services.9 10

The urgency and salience of the problem of mental ill 
health in doctors, even before COVID-19, is reflected by 
the growing number of systematic reviews and primary 
research studies11 opinion pieces,12 recommendations13 
and doctors’ memoirs.14 Feelings of isolation and lack of 
job control have been identified as major causes leading 
to mental ill health in doctors.11 15 Evidence suggests 
that both individual doctors and organisations have a 
role to play in addressing the issue of mental ill health.11 
Although all health services aim to keep their staff healthy, 
in the UK one of the main objectives of the 2020/2021 
National Health Service (NHS) People Plan (which sets 
out guidelines for employers and systems within the NHS) 
is ‘to keep our people safe, healthy and well—both phys-
ically and psychologically’ (p616). However, in 2021, the 
NHS Staff Survey found 46.8% of staff reported feeling 
unwell as a result of work-related stress, increasing from 
38.4% in 2017. 54.5% said they had gone to work in the 
last 3 months despite not feeling well enough to perform 
their duties, and 31.1% said that they often think about 
leaving the NHS.17

There is a significant evidence showing a link between 
doctors’ well-being, quality and safety of care provision, 
and broader organisational performance.18–20 Hospital 
settings that manage staff with respect and compassion are 
associated with better patient care and satisfaction; infec-
tion and mortality rates; Care Quality Commission (CQC) 
ratings and financial performance.21 Similarly, managing 
staff with ‘disrespect’ can pose a threat to patient safety, 
as it undermines individual and team morale, collegiality, 
teamwork and compliance with and implementation of 
new practices.22 This is in line with the conclusions of the 
2019 General Medical Council (GMC) report on doctors’ 
well-being23 and other research findings.24 The protocol 
presented here for the Care Under Pressure 3 (CUP3) 
study would underpin and drive improvements, and 
make a major difference to how doctors’ workplace well-
being in the NHS can be achieved and sustained, in line 
with achieving the NHS’s long-term plan aim of ‘making 
the NHS a consistently great place to work’ (p8625).

Mental ill health in doctors is unlikely to improve unless 
two important gaps in relevant research and practice are 
addressed. First, most research is undertaken within disci-
plinary silos without simultaneously considering the many 
dimensions (individual, organisational, professional, 
etc) that may negatively affect doctors’ well-being.26 The 
emphasis on resilience (and in the COVID-19 period on 
heroism27) places responsibility for well-being with the 
individual, but resilience training alone is unlikely to 
solve such a complex and multidimensional issue, and 
may even aggravate how doctors experience work-related 
pressures.28–31 Second, there is a lack of guidance on how 
to implement existing recommendations in organisa-
tional settings, to ensure they work in the ways intended, 
that is, how to put theory into practice.15 Existing work-
place support for doctors seems to be having limited 

effect in resolving the known problems, and interven-
tions often do not take into account the many different 
facets contributing to mental ill health.

The first realist review of interventions to tackle doctors’ 
mental ill health and its impacts on the clinical work-
force and patient care in the UK—the National Institue 
for Health and Care Research (NIHR)-funded CUP1 
review15—brought together evidence, and produced guid-
ance and recommendations to reduce doctors’ mental 
ill health in the workplace. One conclusion from CUP1 
was that we do not need more initiatives, but we need to 
improve the ones that we already have. CUP1 found that 
interventions were often implemented in ad hoc and/
or top-down ways and were not always tailored to the 
problem they were trying to solve. Rather than develop 
and implement new interventions, which are costly and 
time-intensive, CUP1 recommended the optimisation of 
existing interventions, of which there are many. In realist 
terms, existing interventions probably only work for some 
doctors some of the time. CUP2 is still in progress, and 
extends the CUP1 work to include nurses, midwives and 
paramedics.

CUP3 builds on CUP1 and CUP2.32 Thus, CUP3 
addresses a vital need: to operationalise contextually 
sensitive and evidence-based principles to change work-
place factors that are affecting doctors’ well-being, and 
patient care. It will underpin the important work of those 
organisations who support the NHS workforce.

We are using the term ‘mental ill health’ within this 
protocol as an umbrella term to encompass the wide range 
of interventions that address the mental and emotional 
well-being needs of doctors. We aim to capture the spec-
trum of preventative measures and optimising well-being 
through to the treatment of mental illness.

The focus on hospital doctors reflects the fact that NHS 
trusts (ie, secondary care) are the largest employers of 
doctors, together with the significant potential for sick 
doctors to cause harm to patients and the financial impli-
cations of doctors’ mental ill health.26 Similar studies are 
needed in primary care settings and beyond the UK but, 
given the significant structural and organisational diver-
sity between primary and secondary care, this is beyond 
the scope of the current study. Focusing on one staff 
group in one aspect of healthcare delivery allows us to 
conduct more in-depth research into specific social, struc-
tural and organisational elements, which we know to be 
important, and ensure that our findings will be relevant 
to hospital doctors and management. These findings may 
prove to be transferable to other groups to a greater or 
lesser extent, when explored through future research.

METHODS
Study aims
Our aim is to work with and learn from eight purposively 
selected NHS trusts, building on evidence-based princi-
ples previously published,15 to develop an implementa-
tion toolkit for all NHS trusts to optimise their strategies 
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to reduce doctors’ mental ill health and its impacts on the 
workforce and patient care.

Research questions
1.	 How can workplace mental health and well-being in-

terventions for doctors be conceptualised in a way that 
enables application of a consistent typology?

2.	 What works, for whom, in what circumstances, how 
and why (not) to support doctors’ mental health and 
well-being within acute NHS trusts?

3.	 What are the optimal components of a toolkit that 
would facilitate NHS trusts’ implementation of 
evidence-based strategies to reduce doctors’ mental ill 
health?

Study design
To achieve the research aim, we will undertake three 
sequential phases of research activity, mapping to 
the three research questions above, with each phase 
informing the next (figure 1).

	► Phase 1 aims to develop a typology of interventions to 
reduce doctors’ mental ill health.

	► Phase 2 will be a realist evaluation of the existing 
combinations of strategies to reduce doctors’ mental 
ill health in eight purposively selected UK acute NHS 
trusts in England.

	► Phase 3 aims to codevelop an implementation toolkit 
that all NHS trusts can use to optimise their strategies 
to reduce doctors’ mental ill health.

Throughout the phases, we will draw on the feedback 
from the project advisory and steering groups along with 
various other stakeholders (see figure 2, and the ‘Involve-
ment of patient and the public’ section).

Phase I: typology development
We will use the descriptions of workplace programmes/
approaches in the included sources from the CUP1 realist 
review to develop a typology of intervention.15 We will 
conceptualise and describe existing interventions—based 
on the mechanism they trigger and their theoretical 
basis. This is in line with Pawson and Tilley’s claim that 
we should not think of interventions as being different 
because they are called different things, but instead that 
interventions may be more fruitfully classified by the 
‘family’ they belong to.33 This typology will enable us to 
map intervention functions and will assist in informing 
the purposive sampling of eight acute NHS trusts for 
phase 2. Previous research and stakeholder engagement 
in CUP1 noted a wide range of interventions are provided 
by trusts to support doctors’ mental health, but there is no 
agreed systematic way of categorising them. The absence 
of agreed terminologies or categories made it hard to 
compare ‘like with like’ with any degree of confidence. 
CUP3 proposes to conceptualise and describe existing 
interventions—based on the mechanism they trigger and 
their theoretical basis. While there is likely to be varia-
tion between interventions, the CUP1 findings suggested 
that many interventions are based on a limited number 

of assumptions, captured in the key recommendations 
and principles for refining/designing strategies to reduce 
mental ill health in doctors.24

As part of the process, we will also evaluate how well 
these interventions are described (or not) using the 
template for intervention description and replication 
(TIDieR) framework34 and the Health Service and 
Delivery Research checklist,35 in order to encourage 
future publications to provide the detailed information 
needed to interpret the findings and/or implement them 
in other settings. To refine the typology, we will also draw 
on the programme theory from CUP115; wider method-
ological literature34; and relevant intervention studies/
evidence published recently (eg, mental health hubs for 
hospital staff traumatised by the impact of COVID-1936). 
This will allow us to ensure the wording and components 
of the typology are relevant for secondary care settings in 
England.

Phase 2: realist evaluation
We will work with eight acute NHS trusts to develop 
an explanatory account of how interventions aiming 
to support doctors challenged by mental ill health are 
assumed to work (and for whom), when they do work, 
when they do not achieve the desired change in practice, 
why they are not effective, and why they are not being 
used.37

Refining our initial programme theory
Our initial CUP3 programme theory will be developed by 
building on the findings from CUP1.15 We will also use 
any transferable insights from published CUP2 findings, 
the results of phase 1 typology development work, addi-
tional literature identified through purposive searching 
and forward citation chasing38 from CUP1,15 24 and 
other relevant literature including insights relevant to 
doctors’ experiences during and associated with interven-
tions related to the COVID-19 pandemic, for example, 
COVID-19 Doctor Well-being Study.39

Data collection
Eight acute NHS trusts in England will be purposively 
sampled to identify a diverse range of trusts using data 
from: CQC ratings; NHS Staff Survey; GMC national 
training survey; local deprivation data and other char-
acteristics, such as size, numbers of staff and location. 
Eight different trusts will be chosen to provide sufficient 
variability in the sites to make it more likely that findings 
would be transferable.

We aim to undertake up to 160 qualitative realist inter-
views40 across the 8 trusts—20 interviews per NHS trust, 
chosen as the optimal number that will give us the greatest 
insight without redundancy or repetition. We envisage 
the inclusion of doctors, HR managers, service managers, 
finance managers, well-being champions, occupational 
health, psychologists, chaplains, coaches and other rele-
vant staff involved in the design and delivery of support 
programme (including those who are not trust based). 
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Figure 1  Study design for Care Under Pressure 3 (CUP3). NHS, National Health Service.
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At the early stages of this project, we also identified areas 
that were less well represented (such as specialist, asso-
ciate specialist and specialty (SAS) doctors, Intenraltinal 
Medical Graduate (IMG) doctors) and targeted recruit-
ment to gain representations from these groups (see 
online supplemental file).

Participants will be recruited through posters, emails, 
and (where possible) promotion by key contacts within 
each trust. They will be given project information so 
that they can give informed consent before interviews 
commence.

The interviews will help develop an explanatory account 
of how different interventions within and across trusts are 
working, for whom, under what circumstances and why 
(not), and to understand participants’ insights about the 
different contexts, mechanisms and outcomes that may 
be important to promote well-being. Where possible, we 
will complement the interviews with workplace observa-
tions (eg, of relevant management meetings) and docu-
ment analysis.

Data analysis
Data analysis will take place alongside data collection, in 
line with realist conventions.40 It will be both inductive 
(themes created to categorise data identified through 
the analysis process) and deductive (themes created in 
advance of data extraction and analysis as informed by 
the initial programme theory). Underpinning this will be 
retroductive theorising, which is the process of unearthing 
causal mechanisms, and a key analytical process in realist 
methodology.41 This approach, of concurrent data collec-
tion and analysis, means that once we judge that we 
have reached theoretical saturation for any part of our 
programme theory we will revise our interview questions 
so that they focus more on areas of the programme theory 
that remain less well understood.

Synthesising the evidence and drawing conclusions
A realist logic of analysis builds causal explanations in 
the form of context-mechanism-outcome configurations 
(CMOcs) for the programme theory.42 Interpretive cross-
case comparison will be used to understand and explain 
how and why observed outcomes have occurred, for 
example, by comparing interventions where reducing 
mental ill health has been deemed ‘successful’ in some 
trusts against those which have not, to understand how 
context has influenced reported findings. This type of 
analysis will enable us to understand the behaviour of 
the most relevant and important mechanisms under 
different contexts, thus allowing us to build more trans-
ferable CMOcs. This process will allow us to explore why 
some interventions might work well for some doctors 
and in some contexts but not others. We will then use 
this in-depth understanding and explanation as a starting 
point for discussions with the stakeholders at each NHS 
trust site. We will look at specific interventions, for 
example, one at each ‘level’ (individual, organisational, 
etc), highlight their interdependencies, and develop an 
explanatory account of whether/how these interven-
tions are working, for whom, under what circumstances 
and why. We will also work with the stakeholders at each 
NHS trusts to develop transferable learning points that 
can help all trusts to improve their strategies to reduce 
doctors’ mental ill health.

Phase 3: codeveloping an implementation toolkit
Drawing on our refined programme theory, the evidence-
based tailored guidance for the eight participating trusts, 
and our experience gained through phases 1 and 2, we 
will codevelop an implementation toolkit for all NHS 
trusts using the Extended Reach, Effectiveness, Adoption, 
Implementation, and Maintenance (RE-AIM) frame-
work to structure discussion and development.43 We are 
aware of, and have extensive experience of applying a 
range of implementation frameworks and theories (The 

Figure 2  Management and governance of CUP3 and involvement of patients and the public. CUP3, Care Under Pressure 3; 
NHS, National Health Service.

https://dx.doi.org/10.1136/bmjopen-2023-073615
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Consolidated Framework for Implementation Research 
(CFIR), integrated Promoting Action on Research Imple-
mentation in Health Services (i-PARIHS), Normalization 
Process Theory (NPT)),44–46 but have chosen to focus 
on using the Extended RE-AIM framework in view of its 
explicit coverage of significant (but often overlooked) 
implementation issues (adaptation, equity, cost, multi-
level determinants of sustainability) and its pragmatic 
inclusion of key questions that can be used directly or 
tailored to structure discussion in the workshops.

We anticipate this implementation toolkit will provide 
a framework for NHS trust leads and service managers 
to work together with doctors and other key stakeholders 
to assess and improve the effectiveness of their existing 
strategies, with a focus on their maintenance and sustain-
ability.43 To create the implementation toolkit, we will 
hold workshops with our project advisory group and NHS 
trust local stakeholder groups from phase 2. Contributors 
will thus comprise those who have an interest and work in 
the NHS (including patients); doctors and other health-
care professionals. The diversity and richness of our 
contributors will reflect the complexity of hospital envi-
ronments, policies and processes. The planning of our 
workshops will be informed by the outcomes of phases 
1 and 2 and our engagement with the project advisory 
group and local stakeholder groups.

ETHICS
Ethical approval was obtained from the NHS Research 
Ethics Committee (REC reference number 22/WA/0352) 
on 22 December 2022. As part of the conditions for our 
ethics approval, the sites included in our study will remain 
anonymous.

Patient and public involvement
Patients and the public will be involved throughout the 
proposed research through memberships to both the 
project advisory group and steering group (see figure 2). 
The project advisory group will support all three phases 
of CUP3, providing content expertise for programme 
theory refinement. We will also work with site leads at 
each of the eight selected acute NHS trusts to facilitate 
recruitment of and engagement with local stakeholders 
(doctors, managers and patients) during phase 2 (see 
figure  2). These groups will meet regularly throughout 
the CUP3 project (via a blend of online and face-to-face 
meetings, flexible to members’ needs and any potential 
further COVID-19 pandemic scenarios), to discuss the 
research process, findings, outputs and dissemination. 
The members include individuals representing different 
perspectives including doctors from various specialties, 
doctors who have experienced mental ill health, other 
healthcare professionals, NHS managers, patients and 
the public, charities with an interest in mental ill health, 
and doctor support organisations such as the NHS Practi-
tioner Health Programme. The membership reflects the 
complexity of the problem we are investigating. Our aim 

is to incorporate different relevant perspectives and to 
maximise the dissemination our findings.

We will engage our project advisory group in relation 
to:

	► Development and refinement of the typology of inter-
ventions (phase 1).

	► Guidance for additional literature that may be rele-
vant to the project (phases 1–3).

	► Guidance on purposive sampling and recruitment of 
eight NHS trusts (phases 1–2).

	► Development of feasible and actionable implementa-
tion toolkit (phase 3).

	► Development and optimisation of dissemination 
materials (phase 3).

	► Dissemination of academic articles and other outputs 
to different audiences (phase 3).

The advisory group will meet on at least six occasions 
throughout the project—planned for months 2, 5, 10, 19, 
21, 23 of the 24-month project. These meetings are loaded 
towards the beginning and end of the research period, 
to maximise input at key development stages. Consider-
ation for additional meetings will be made according to 
progress and then planned in iteratively to support and 
maximise the valuable insights that this group can offer 
to optimise the projects outputs.

The project steering group comprises a small group of 
individuals with close interests in the topic area and rele-
vant methodological expertise, representing both univer-
sity and NHS settings. The steering group will monitor 
progress against milestones and spend against budget, 
provide advice where necessary, promote the project and 
facilitate communication (see figure  2). The steering 
group will meet on at least three occasions, in months 
4, 12 and 22 of the 24-month project, so as to guarantee 
input at each phase of the project, with the addition of 
extra meetings if deemed necessary at the mutual agree-
ment of the group.

We will also form local stakeholders groups at each of 
the eight acute NHS trusts (eg, doctors, managers, well-
being leads) during phase 2, to champion our study and 
facilitate recruitment, and provide feedback as our anal-
ysis progresses.

DISSEMINATION, OUTPUTS AND ANTICIPATED IMPACT
We want to ensure that CUP3’s outputs will be useful to 
the NHS, and tackle doctors’ mental ill health and its 
impacts on the clinical workforce and patient care. The 
project will produce five types of output. We will consult 
with our project advisory group, and where possible the 
NHS trust local stakeholder groups, and use their knowl-
edge and experience to refine the development, presen-
tation and dissemination of these outputs:
1.	 Implementation toolkit for NHS leaders, service man-

agers and doctors: We will cocreate an evidence-based 
doctors’ mental health support implementation tool-
kit aimed at NHS trusts in England.
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2.	 Conventional academic outputs: A report for publi-
cation in NIHR journals; at least two manuscripts for 
publication in a high-impact peer-reviewed; confer-
ence presentations (eg, Health Systems Global, Health 
Services Research UK).

3.	 Plain English summaries: The research findings will be 
tailored to different audiences (eg, doctors, patients, 
health service managers, medical educators, policy-
makers).

4.	 More innovative forms: We propose to translate some 
of our outputs into comics, animations and/or infor-
mation graphics that might be distributed more widely 
(eg, for notice boards on wards, inductions, teaching 
sessions) to help disseminate the implementation tool-
kit.

5.	 Media engagement strategy: We anticipate that 
more traditional forms of dissemination (eg, peer-
reviewed publication) will be ineffective in reaching 
some groups, but other routes (eg, Royal Colleges, 
UK Foundation Programme Office, Health Services 
Journal, Pulse, Politics Today, The Conversation, 
Twitter) may work better for these.

Author affiliations
1Health and Community Sciences, University of Exeter Medical School, Exeter, UK
2Department of Public Health and Sport Sciences, University of Exeter Medical 
School, Exeter, UK
3Devon Partnership NHS Trust, Exeter, UK
4Wolfson Palliative Care Research Centre, Hull York Medical School, University of 
Hull, Hull, UK
5Nuffield Department of Primary Care Health Sciences, University of Oxford, Oxford, 
UK

Twitter Mark Pearson @HSRMarkP

Contributors  KM and DC conceptualised the study with input from CP, MP and GW. 
CB wrote the first draft of this manuscript. CP, KM, MP, AM, AP, JH, JS, GW, CB and 
DC critically contributed to refined, read and approved the final manuscript.

Funding  This project is 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  None declared.

Patient and public involvement  Patients and/or the public were involved in the 
design, or conduct, or reporting, or dissemination plans of this research. Refer to 
the Methods section for further details.

Patient consent for publication  Not applicable.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  This study did not generate any new 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 Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 

properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Charlotte Bramwell http://orcid.org/0000-0001-8430-7867
Daniele Carrieri http://orcid.org/0000-0002-3143-8430
Mark Pearson http://orcid.org/0000-0001-7628-7421

REFERENCES
	 1	 The Lancet. Physician burnout: a global crisis. Lancet 2019;394. 
	 2	 Berwick DM. Choices for the "new normal" JAMA 2020;323:2125–6. 
	 3	 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. 

	 4	 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. 

	 5	 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. 

	 6	 Greenberg N, Docherty M, Gnanapragasam S, et al. Managing 
mental health challenges faced by healthcare workers during 
COVID-19 pandemic. BMJ 2020;368:m1211. 

	 7	 Bennett P, Noble S, Johnston S, et al. COVID-19 confessions: a 
qualitative exploration of healthcare workers experiences of working 
with COVID-19. BMJ Open 2020;10:e043949. 

	 8	 Carrieri D, Peccatori FA. Seeing beyond COVID-19: understanding 
the impact of the pandemic on oncology, and the importance of 
preparedness. Hist Philos Life Sci 2020;42:57. 

	 9	 Unadkat S, Farquhar M. Doctors’ wellbeing: self-care during the 
COVID-19 pandemic. BMJ 2020;368:m1150. 

	10	 Billings J, Ching BCF, Gkofa V, et al. Experiences of frontline 
healthcare workers and their views about support during COVID-19 
and previous pandemics: a systematic review and qualitative meta-
synthesis. BMC Health Serv Res 2021;21:923. 

	11	 Panagioti M, Panagopoulou E, Bower P, et al. Controlled 
interventions to reduce burnout in physicians a systematic review 
and meta-analysis. JAMA Intern Med 2017;177:195–205. 

	12	 The Lancet. Physician burnout: the need to rehumanise health 
systems. The Lancet 2019;394:1591. 

	13	 Health Education England. NHS staff and learners’ mental wellbeing 
commission. 2019. Available: https://www.hee.nhs.uk/sites/​
default/files/documents/NHS%20%28HEE%29%20-%20Mental%​
20Wellbeing%20Commission%20Report.pdf

	14	 Gask L. I remember, I remember: the therapeutic power of the 
medical memoir. Lancet Psychiatry 2019;6:472–4. 

	15	 Carrieri D, Mattick K, Pearson M, et al. Optimising strategies to 
address mental ill-health in doctors and medical students: ‘care 
under pressure’ realist review and implementation guidance. BMC 
Med 2020;18:76. 

	16	 NHS England. We are the NHS: people plan for 2020/2021–action for 
us all. 2020. Available: www.england.nhs.uk/ournhspeople

	17	 NHS England. NHS staff survey 2021 national results briefing. 2022. 
Available: https://www.nhsstaffsurveys.com/static/1f3ea5c952df62a9​
8b90afcf3daa29ac/ST21-National-briefing.pdf

	18	 Wallace JE, Lemaire JB, Ghali WA. Physician wellness: a missing 
quality indicator. Lancet 2009;374:1714–21. 

	19	 Kline R. Leadership in the NHS. Leader 2019;3:129–32. 
	20	 West M, Dawson J, Admasachew L, et al. NHS staff management 

and health service quality: results from the NHS staff survey and 
related data. Department of Health London; 2011.

	21	 Dixon-Woods M, Baker R, Charles K, et al. Culture and behaviour in 
the English national health service: overview of lessons from a large 
multimethod study. BMJ Qual Saf 2014;23:106–15. 

	22	 Leape LL, Shore MF, Dienstag JL, et al. Perspective: a culture of 
respect, part 1: the nature and causes of disrespectful behavior by 
physicians. Acad Med 2012;87:845–52. 

	23	 West M, Coia D. Caring for doctors. Caring for patients. How to 
transform UK healthcare environments to support doctors and 
medical students to care for patients. General Medical Council; 2019.

	24	 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. 

	25	 NHS. The NHS long term plan; 2019.
	26	 Wilkinson E. UK NHS staff: stressed, exhausted, burnt out. Lancet 

2015;385:841–2. 
	27	 Cox CL. 'Healthcare heroes': problems with media focus on heroism 

from healthcare workers during the COVID-19 pandemic. J Med 
Ethics 2020;46:510–3. 

https://twitter.com/HSRMarkP
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-8430-7867
http://orcid.org/0000-0002-3143-8430
http://orcid.org/0000-0001-7628-7421
http://dx.doi.org/10.1016/S0140-6736(19)31573-9
http://dx.doi.org/10.1001/jama.2020.6949
http://dx.doi.org/10.3389/fpubh.2021.679397
http://dx.doi.org/10.1370/afm.1713
http://dx.doi.org/10.1136/bmj.l968
http://dx.doi.org/10.1136/bmj.m1211
http://dx.doi.org/10.1136/bmjopen-2020-043949
http://dx.doi.org/10.1007/s40656-020-00351-w
http://dx.doi.org/10.1136/bmj.m1150
http://dx.doi.org/10.1186/s12913-021-06917-z
http://dx.doi.org/10.1001/jamainternmed.2016.7674
http://dx.doi.org/10.1016/S0140-6736(19)32669-8
https://www.hee.nhs.uk/sites/default/files/documents/NHS%20%28HEE%29%20-%20Mental%20Wellbeing%20Commission%20Report.pdf
https://www.hee.nhs.uk/sites/default/files/documents/NHS%20%28HEE%29%20-%20Mental%20Wellbeing%20Commission%20Report.pdf
https://www.hee.nhs.uk/sites/default/files/documents/NHS%20%28HEE%29%20-%20Mental%20Wellbeing%20Commission%20Report.pdf
http://dx.doi.org/10.1016/S2215-0366(19)30170-1
http://dx.doi.org/10.1186/s12916-020-01532-x
http://dx.doi.org/10.1186/s12916-020-01532-x
www.england.nhs.uk/ournhspeople
https://www.nhsstaffsurveys.com/static/1f3ea5c952df62a98b90afcf3daa29ac/ST21-National-briefing.pdf
https://www.nhsstaffsurveys.com/static/1f3ea5c952df62a98b90afcf3daa29ac/ST21-National-briefing.pdf
http://dx.doi.org/10.1016/S0140-6736(09)61424-0
http://dx.doi.org/10.1136/leader-2019-000159
http://dx.doi.org/10.1136/bmjqs-2013-001947
http://dx.doi.org/10.1097/ACM.0b013e318258338d
http://dx.doi.org/10.3310/hsdr08190
http://dx.doi.org/10.3310/hsdr08190
http://dx.doi.org/10.1016/S0140-6736(15)60470-6
http://dx.doi.org/10.1136/medethics-2020-106398
http://dx.doi.org/10.1136/medethics-2020-106398


8 Bramwell C, et al. BMJ Open 2023;13:e073615. doi:10.1136/bmjopen-2023-073615

Open access�

	28	 Panagioti M, Panagopoulou E, Bower P, et al. Controlled 
interventions to reduce burnout in physicians: a systematic review 
and meta-analysis. JAMA Intern Med 2017;177:195–205. 

	29	 Carrieri D, Gerada C, Thistlethwaite J. Health and well-being: time to 
be strategic. Clin Teach 2019;16:295–7. 

	30	 Cheshire A, Ridge D, Hughes J, et al. Influences on GP coping 
and resilience: a qualitative study in primary care. Br J Gen Pract 
2017;67:e428–36. 

	31	 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. 

	32	 Maben J, Carrieri D, Briscoe S, et al. Care under pressure 2: caring 
for the carers a realist review of interventions to minimise the 
incidence of mental ill-health in nurses, midwives and paramedics. 
2020. Available: https://fundingawards.nihr.ac.uk/award/NIHR129528

	33	 Pawson R, Tilley N. Realist evaluation. SAGE Publications, 1997.
	34	 Hoffmann TC, Glasziou PP, Boutron I, et al. Better reporting of 

interventions: template for intervention description and replication 
(TIDieR) checklist and guide. BMJ 2014;348:bmj.g1687. 

	35	 Dorling H, White D, Turner S, et al. Developing a checklist for 
research proposals to help describe health service interventions in 
UK research programmes: a mixed methods study. Health Res Policy 
Sys 2014;12:12. 

	36	 Carrieri D, Bewshea C, Walker G, et al. Ethical issues and best 
practice in clinically based genomic research: Exeter stakeholders 
meeting report. J Med Ethics 2016;42:695–7. 

	37	 Pawson R, Owen L, Wong G. The today programme’s contribution to 
evidence-based policy. Evaluation 2010;16:211–3. 

	38	 Greenhalgh T, Peacock R. Effectiveness and efficiency of search 
methods in systematic reviews of complex evidence: audit of primary 
sources. BMJ 2005;331:1064–5. 

	39	 Walker K, Smith K, Gordon L, et al. To develop evidence-based 
interventions to support doctors’ wellbeing and promote resilience 
during COVID-19 (and beyond) - CSO intial report. 2021. Available: 
https://www.scotlanddeanery.nhs.scot/your-development/scottish-​
medical-education-research-consortium-smerc/research/covid-19-​
wellbeing-study

	40	 Manzano A. The craft of interviewing in realist evaluation. Evaluation 
2016;22:342–60. 

	41	 Jagosh J. Retroductive theorizing in Pawson and Tilley’s applied 
scientific realism. J Crit Realism 2020;19:121–30. 

	42	 Pawson R. Evidence-based policy: a realist perspective. Thousand 
Oaks, CA: SAGE Publications Ltd, 2006. 

	43	 Shelton RC, Chambers DA, Glasgow RE. An extension of RE-AIM to 
enhance sustainability: addressing dynamic context and promoting 
health equity over time. Front Public Health 2020;8:134. 

	44	 CFIR Framework, Available: https://cfirguide.org/ [Accessed 24 Aug 
2023].

	45	 PARiHS framework for implementing research into practice, 
Available: https://www.nccmt.ca/knowledge-repositories/search/85 
[Accessed 24 Aug 2023].

	46	 Normalization Process Theory (NPT, Available: https://normalization-​
process-theory.northumbria.ac.uk/theory-behind-npt/ [Accessed 24 
Aug 2023].

http://dx.doi.org/10.1001/jamainternmed.2016.7674
http://dx.doi.org/10.1111/tct.13072
http://dx.doi.org/10.3399/bjgp17X690893
http://dx.doi.org/10.1097/ACM.0000000000004354
https://fundingawards.nihr.ac.uk/award/NIHR129528
http://dx.doi.org/10.1136/bmj.g1687
http://dx.doi.org/10.1186/1478-4505-12-12
http://dx.doi.org/10.1186/1478-4505-12-12
http://dx.doi.org/10.1136/medethics-2016-103530
http://dx.doi.org/10.1177/1356389010369636
http://dx.doi.org/10.1136/bmj.38636.593461.68
https://www.scotlanddeanery.nhs.scot/your-development/scottish-medical-education-research-consortium-smerc/research/covid-19-wellbeing-study
https://www.scotlanddeanery.nhs.scot/your-development/scottish-medical-education-research-consortium-smerc/research/covid-19-wellbeing-study
https://www.scotlanddeanery.nhs.scot/your-development/scottish-medical-education-research-consortium-smerc/research/covid-19-wellbeing-study
http://dx.doi.org/10.1177/1356389016638615
http://dx.doi.org/10.1080/14767430.2020.1723301
http://dx.doi.org/10.4135/9781849209120
http://dx.doi.org/10.3389/fpubh.2020.00134
https://cfirguide.org/
https://www.nccmt.ca/knowledge-repositories/search/85
https://normalization-process-theory.northumbria.ac.uk/theory-behind-npt/
https://normalization-process-theory.northumbria.ac.uk/theory-behind-npt/

	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
	Abstract
	Introduction﻿﻿
	Methods
	Study aims
	Research questions
	Study design
	Phase I: typology development
	Phase 2: realist evaluation
	Refining our initial programme theory
	Data collection
	Data analysis
	Synthesising the evidence and drawing conclusions

	Phase 3: codeveloping an implementation toolkit

	Ethics
	﻿Patient and public involvement﻿

	Dissemination, outputs and anticipated impact
	References


