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Summary 

Psychosocial health interventions have been increasing in complexity over the past two 

decades. Evaluation research must face this growing complexity by developing appropriate concepts, 

models, and instruments for evaluating multi-target, multi-component, and multi-level interventions. 

In order to better understand the individual and organizational change processes triggered by complex 

interventions, various researchers have recommended more research on process and context 

evaluation.  

The present thesis aims to further the understanding of process and context evaluation in the 

field of occupational health psychology by synthesizing theory and generating empirical evidence. The 

overall aim is divided into two main goals. The first goal of the dissertation is to address the issue of 

heterogeneity of evaluation frameworks by developing a generic evaluation model for context, process, 

and outcome evaluation of organizational health interventions (Paper 1). The second goal of the 

dissertation is to contribute to the existing empirical evidence by exploring concrete process and 

contextual factors that influence the individual and organizational change processes that are triggered 

by psychosocial interventions, and thus are related to the effectiveness of such interventions (Papers 2, 

3, and 4). To study these goals, the thesis uses longitudinal and cross-sectional data from different 

intervention projects; it applies quantitative and qualitative data collection methods as well as different 

data analysis techniques of data analyses. The thesis is composed of four papers: 

The first paper in the thesis proposes a generic model for the evaluation of organizational health 

interventions that comprises three generic evaluation categories and subcategories based on a grid of 

intervention phases and levels.  

The second paper in the thesis investigates individual and organizational outcome expectancies 

of stress management workshops as process indicators in comprehensive worksite stress management 

interventions. It shows that outcome expectancies are able to predict the perceived impact of an 

intervention as a whole, and that it is therefore worth considering outcome expectancies as process 

indicators in future studies.  

The third paper studies the importance of the appraisal of single intervention elements in 

psychosocial health interventions. A newly developed ten-item scale for measuring workshop appraisals 

across three organizations and four workshop types is presented and tested. The paper demonstrates 
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that workshop appraisal is significantly related to outcome expectancy and that this relationship is 

mediated by output satisfaction.  

The fourth paper explores possible process and context factors that influence peoples’ 

willingness to participate in longitudinal surveys within psychosocial health interventions. The paper 

identifies two main probable reasons for withdrawal: unfulfilled expectations and neglect of healthy 

participants. 

From a theoretical perspective, the main value of the thesis lies in the development of a generic 

model that combines context, process, and outcome evaluation. From a methodological perspective, the 

thesis stresses that a multi-method strategy—one that uses both sound quantitative and qualitative 

measures—is the best way to gain insightful information on process and context aspects within 

psychosocial health interventions. The thesis further shows that it can be helpful to adopt established 

concepts and instruments from other disciplines. From a practical implementation and evaluation 

perspective, the thesis detects and explores relevant process and context indicators that should be 

considered in future studies in order to be able to actively intervene in the implementation process in 

case of need.  

Taken as a whole, the thesis shows that process and context evaluation is important for 

understanding intervention outcomes and, consequently, for improving future interventions. 
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Zusammenfassung 

Die Komplexität von psychosozialen Gesundheitsinterventionen hat in den letzten zwei 

Jahrzehnten stark zugenommen. Um dieser Entwicklung auf Seiten der Evaluationsforschung gerecht 

zu werden, bedarf es neuer Konzepte, Modelle und Instrumente für die Evaluation solch komplexer 

Interventionen. Verschiedene Forschende haben in diesem Zusammenhang einen verstärkten Fokus 

auf Prozess- und Kontextevaluation gefordert. 

Das übergeordnete Ziel der Dissertation besteht darin, anhand von Synthese der aktuell 

vorherrschenden Theorie und Generierung empirischer Evidenz das Wissen über Prozess- und 

Kontextevaluation im Bereich der organisationalen Gesundheitspsychologie zu erweitern. Dieses 

übergeordnete Ziel lässt sich in zwei Hauptziele untergliedern. Zum einen zielt die Dissertation darauf 

ab, ein allgemeines Evaluationsmodell zur gemeinsamen Kontext-, Prozess- und Ergebnisevaluation 

von Gesundheitsinterventionen im betrieblichen Kontext zu entwickeln (Artikel 1). Zum anderen 

verfolgt die Dissertation das Ziel, durch die Exploration konkreter Prozess- und Kontextfaktoren zum 

empirischen Wissen über Prozess- und Kontextevaluation beizutragen (Artikel 2, 3, 4).  

Für die Umsetzung dieser Ziele greift die Dissertation auf Daten von mehreren 

Interventionsprojekten zurück, nutzt längs- und querschnittliche Daten, quantitative und qualitative 

Datenerhebungsmethoden sowie unterschiedliche Techniken zur Datenanalyse. Die vorliegende 

Dissertation umfasst drei Artikel und ein Buchkapitel.  

Der erste Artikel präsentiert ein allgemeines Modell zur Kontext-, Prozess- und 

Ergebnisevaluation von Gesundheitsinterventionen im betrieblichen Kontext. Das Modell schlägt 

neben den drei genannenten Hauptevaluationskategorien weitere Subkategorien vor, die auf einem 

Raster aus Interventionsphasen und -leveln angeordnet sind.  

Der zweite Artikel untersucht die Rolle von Wirksamkeitserwartungen in Bezug auf 

Stressmanagement-Workshops in komplexen Stressmanagementinterventionen und zeigt, dass die 

Wirksamkeitserwartung bezüglich eines Stressmanagement-Workshops ein valider Prädiktor für die 

wahrgenommene Wirkung der gesamten Interventionen ist.  

Der dritte Artikel befasst sich mit der Bedeutung der Bewertung einzelner 

Interventionselemente aus Sicht der Teilnehmenden und präsentiert eine neu entwickelte Skala zur 

Messung der Workshopbewertung. Die Analysen zeigen, dass ein signifikanter Zusammenhang 

zwischen der Workshopbewertung und der Wirksamkeitserwartung bezüglich des Workshops besteht 
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und, dass dieser Zusammenhang durch die Zufriedenheit mit den im Workshop entwickelten 

Massnahmen mediiert wird.  

Das Buchkapitel beschäftigt sich mit der Exploration von Prozess- und Kontextfaktoren, die 

sich möglicherweise positiv oder negativ auf die Bereitschaft zur Teilnahme an längsschnittlichen 

Befragungen im Rahmen von betrieblichen Gesundheitsinterventionen auswirken. Insgesamt werden 

zwei Hauptursachen für die Nichtteilnahme an Folgebefragungen aufgedeckt: unerfüllte Erwartungen 

sowie die Vernachlässigung von augenscheinlich gesunden Teilnehmenden. 

Aus theoretischer Perspektive liegt der Beitrag der Dissertation primär in der Entwicklung 

eines allgemeinen Modells, das Kontext, Prozess- und Ergebnisevaluation kombiniert. Aus 

methodischer Sicht zeigt die Dissertation auf, dass eine multi-methodale Strategie, also die 

Kombination von elaborierten quantitativen und qualitativen Methoden, notwendig ist, um den 

Erkenntnisgewinn in Bezug auf relevante Prozess- und Kontextaspekte zu maximieren. Zudem deuten 

die Ergebnisse der Dissertation darauf hin, dass es sinnvoll sein kann, etablierte Konzepte und 

Instrumente aus anderen Disziplinen zu nutzen. Aus praktischer Implementations- und 

Evaluationsperspektive liegt der Mehrwert der Dissertation in der Exploration konkreter Prozess- und 

Kontextindikatoren, die in zukünftigen Interventionsprojekten beachtet werden sollten, um den 

Implementierungsprozess zu überwachen. 

Insgesamt zeigt die Dissertation, dass Prozess- und Kontextevaluation essentiell für das 

Verständnis darüber ist, wie psychosoziale Gesundheitsinterventionen ihre Wirksamkeit auf 

verschiedenen Ebenen entfalten. Das durch Prozess- und Kontextevaluation generierte Wissen sollte in 

Zukunft verstärkt genutzt werden, um die Wirksamkeit von Interventionen zu verbessern und dies auch 

sichtbar zu machen.   
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I. INTRODUCTION 

Stress at work is associated with a range of negative effects, such as increased 

depression, fatigue, and interpersonal conflicts at the individual level; increased absenteeism, 

employee turnover, and decreased productivity at the organizational level; and high health care 

costs at the community level (cf. EU-OSHA, 2009; Grebner, Berlowitz, Alvarado, & Cassina, 

2010). As a result, more and more interventions counteracting stress at work have been 

developed and implemented across different countries and settings since the early 1990s.  

These interventions have changed with respect to focus, level, and target group over 

time. The initially strong individual focus on changing how an individual deals with stress was 

complemented by efforts at the organizational level that focused on changing the work context 

as the source of stress; and there were also combined individual-organizational approaches. 

Interventions primarily addressing physical aspects were complemented by interventions 

addressing psychosocial aspect, and the intervention design changed from universalistic to 

more tailored approaches. Single-component interventions were integrated into complex, 

multi-component interventions and overall, the intervention focus changed from primarily 

negative, stress-reducing interventions to more positive, health-promoting interventions.  

The heterogeneity and increased complexity of interventions has also been expressed in 

different intervention terms in previous research. This thesis uses the integrative term 

psychosocial health interventions at the workplace, referring to comprehensive interventions in 

workplace settings that have a psychosocial focus and include actions at the individual and 

organizational level. Because research on the effectiveness of positive interventions1 is rather 

scarce to date, this thesis is limited to interventions that focus on eliminating (or at least 

reducing exposure to) sources of stress, and empowering individuals to deal with unavoidable 

stress issues. 

                                                                    

1 According to Llorens, Salanova, Torrente, and Acosta (2013, p. 95), positive interventions can be 

defined as interventions that aim “to improve performance and satisfaction of teams and organizations with the 

ultimate goal of promoting health, quality of work life, and organizational excellence.” 
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The increased complexity of intervention designs posed a new challenge for the 

accompanying intervention evaluation. Evaluation research as part of the intervention research 

process had to develop adequate evaluation strategies, models, concepts, and instruments for 

evaluating multi-target, multi-component, and multi-level interventions.  

Several meta-analyses and reviews have studied the effectiveness of psychosocial health 

interventions, and overall they have found minor but positive results (e.g., Richardson & 

Rothstein, 2008). Both the heterogeneity and the complexity of interventions hampered the 

comparability of results, however, and most intervention studies reported only on the 

effectiveness of the interventions, ignoring process and context aspects. Thus, many 

effectiveness studies were labeled as black box evaluations, described in section 1.4 below, 

because they provided only fragmentary information about the characteristics of the 

intervention, as well as the probable mediating and moderating factors of the intervention 

success (Harachi, Abbott, Catalano, Haggerty, & Fleming, 1999; Nielsen & Randall, 2013). 

Little is known about which variables play a role in the process of the implementation 

and which may directly account for the effectiveness of the respective intervention. In order to 

understand why some participants benefit from an intervention while others do not, why some 

interventions fail while others succeed, and why interventions work in one setting but not in 

another, several authors have emphasized the need for thorough process and context 

evaluations of interventions based on a well-founded theoretical background (e.g., Nielsen, 

Taris, & Cox, 2010c; Biron, Karanika-Murray, & Cooper, 2012a; Semmer, 2006).  

Research on process and context evaluation has significantly increased within the past 

ten years. The rapid growth of research on process and context evaluation, however, has 

resulted in a variety of synonymously used terminologies and concepts. Furthermore, the 

majority of the existing instruments have been very project-specific, and only a few of them 

have had a solid theoretical foundation. Moreover, process and context evaluation have barely 

been linked to outcome measurements in a statistically sound way, which limits the validity of 

the findings.  
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The present thesis thus aims to disentangle the variety of terminologies, and to explore 

concrete process and context factors that are related to the effectiveness of psychosocial health 

interventions by linking process, context, and outcome evaluation.   
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1. Theoretical Background 

First, this chapter provides an introduction to the definition, emergence, and 

development of psychosocial health interventions at the workplace. Second, the chapter 

addresses the effectiveness of such interventions and summarizes the main results, based on 

meta-analyses and reviews. Third, the chapter gives a brief overview of evaluation design 

issues, and then outlines the existing theoretical and empirical research on process and context 

evaluation. Finally, the chapter describes the latest evaluation models and frameworks with 

respect to psychosocial health interventions at the workplace. 

 

1.1. Psychosocial health interventions at the workplace—Emergence and development  

Due to the insight that work-related stress is associated with physical, psychological, 

and social health problems for employees, and has negative economic consequences for 

organizations (cf. EU-SOHA, 2009), the need to develop interventions that aim to counteract 

stress at work has emerged. Over the years, a wide variety of interventions addressing the 

prevention, reduction, and ability to deal with work-related stress have been developed and 

implemented.  

These interventions differ with respect to target level, participants, techniques, design, 

duration, intensity, setting, outcomes, and so on. Several categories have been developed and 

applied to classify such interventions; three popular categorization systems are presented in 

the following. 

Murphy (1988) suggested distinguishing between three levels of intervention: primary, 

secondary, and tertiary intervention. Primary interventions aim to target the stressors: that is, 

the sources of a problem (e.g., stressor reduction through establishing flexible work 

schedules). Secondary interventions are interventions that focus on “breaking the links 

between exposure to sources of stress and their negative outcomes” (Randall & Nielsen, 2010, 

p. 92). This could be, for instance, stress management training for employees where they learn 

how to cope with stress. Tertiary interventions refer to actions that target employees who have 
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suffered from work-related stress for a long period of time and who need specialist help (e.g., 

employee assistance programs). Apart from the immediate amelioration of stress, tertiary 

interventions include strategies for preventing further illness and enhancing employees’ quality 

of life. 

Newman and Beehr (1979) proposed a system that classifies each intervention 

according to three characteristics: the primary target (organization, person); the nature of the 

response (curative, preventive); and the doer of the adaptive response (person, organization, or 

outsider). The combination of the three characteristics provides twelve possible permutations 

of categories.  

The most popular and most frequently used classification in occupational health 

psychology was the one suggested by DeFrank and Cooper (1987), who postulated three levels 

(individual, individual/organizational interface, and organization) with respect to 

interventions and the measured outcomes. According to them, interventions with a focus on the 

individual comprise relaxation techniques, cognitive coping strategies, biofeedback, 

meditation, exercise, employee assistance programs, and time management. Interventions that 

focus on the individual/organizational interface address relationships at work, person-

environment fit, role issues, participation, and autonomy. Interventions with an organizational 

focus target organizational structure, selection and placement, training, job rotation, physical 

and environmental characteristics of a job, health concerns, and resources. Mood states, 

psychosomatic complaints, subjectively experienced stress, physiological parameters, sleep 

disturbances, and life satisfaction are labeled as individual outcomes. Outcomes with a focus 

on individual/organizational interface include job stress, job satisfaction, burnout, productivity 

and performance, absenteeism, turnover, and health care utilization and claims. Productivity, 

turnover, absenteeism, health care claims, and recruitment/retention success belong to the 

group of outcomes with an organizational focus. DeFrank and Cooper (1987) acknowledged 

that there might be some overlap in this ordering system due to the fact that the levels are not 

completely independent of each other.  
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This classification is commonly used in occupational health psychology. In particular, 

several reviews and meta-analyses are based on this classification (e.g., van der Hek & Plomp, 

1997; Giga, Noblet, Faragher, & Cooper, 2003). Thus, the differentiation between 

interventions with an individual, organizational, or combined focus is used in the following to 

describe the development and effectiveness of interventions in the field of occupational health 

psychology. 

Most interventions were initially conducted at the individual level (Giga et al., 2003): 

they focused on changing the individual’s perception of, and ability to cope with, stress. 

Interventions at the organizational level are gradually gaining more attention; these 

interventions focus on changing the work situation, such as job redesign and restructuring 

(LaMontagne, Keegel, Louie, Ostry, & Landsbergis, 2007). Various authors recommend 

addressing the needs of both employees and the organization with comprehensive 

interventions comprising individually focused interventions (such as stress management 

trainings for employees), as well as organizationally focused interventions (such as changes in 

work structure or work environment) (e.g., Semmer, 2006; LaMontagne et al., 2007). Semmer 

(2006) gives several reasons for this recommendation. He argues, for instance, that 

“[organizational] change per se is often stressful” (p. 523) for employees, and thus employees 

need personal resources (e.g., self-efficacy, problem-solving skills) to cope with the new 

demands caused by these changes. Furthermore, Semmer (2006) states that although many 

stressors can be reduced or eliminated by organizational-level interventions, some stressors are 

unavoidable or even self-created and therefore require complementary individual-level 

interventions. For these cases, combined individual-organizational interventions are essential. 

In the occupational health intervention literature, interventions are labeled quite 

differently, for instance as organizational (health) interventions (Bauer & Jenny, 2013; Biron et 

al., 2012a), as occupational stress management programs (van der Hek & Plomp, 1997), as 

psychosocial interventions (Egan, 2013), as occupational health interventions (Nielsen, 

Randall, Holten, & Gonzalez, 2010b), as job stress interventions (Semmer, 2011), as 

interventions to promote well-being at work (Randall & Nielsen, 2010), and so on.  
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The introductory part of this thesis uses two integrative terms: the rather broad term 

organizational health interventions, defined as “all planned, intentional measures by change 

agents to purposefully improve OH [organizational health]” (Bauer & Jenny, 2013, p. 10), and 

the somewhat more specific term psychosocial health interventions in workplace settings, 

defined as “an attempt to modify characteristics of the psychosocial environments or modify 

the way people respond to their psychosocial environment” (Egan, 2013, p. 22). The main 

difference between these two terms is that organizational health interventions comprise both 

psychosocial and physical interventions, while psychosocial interventions, as the name implies, 

are limited to the former. Both terms include individual, organizational, and combined 

interventions. In this regard, however, the term organizational health interventions may be 

slightly confusing, as the term organizational only refers to the organizational setting and not 

to the level of the intervention. Since the present thesis focuses on interventions with a 

psychosocial focus, the term psychosocial health interventions is used whenever applicable to 

avoid misunderstanding.  

 

1.2. Effectiveness of psychosocial health interventions at the workplace 

Diverse meta-analyses and reviews investigating the effectiveness of psychosocial 

health interventions have been conducted over the past several years (Biron, Cooper, & Bond, 

2009). They have aimed to study a) whether such interventions were effective in general, and 

b) which types of interventions were most promising. In the following, findings from the most 

important reviews and meta-analyses are described. 

Van der Hek and Plomp (1997) conducted a review that included twenty-four studies 

on occupational stress management programs. The majority of the studies (N = 20) were at the 

individual level. The authors found “some kind of effect, but no consistent overall picture” (p. 

139) in the studies. According to the researchers, this was on the one hand caused by the 

heterogeneity of studies, which hampered comparability, and on the other hand by 

methodological shortcomings. The studies differed widely with respect to target group, target, 
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and outcomes, and more than a third of the studies did not include a follow-up period. 

According to their study, however, it appears that organization-wide interventions are most 

effective for the entire organization, including effects at individual, individual-organizational, 

and organizational level, such as improvements in physiological parameters, job-stress-

satisfaction, and absenteeism. 

Parkes & Sparkes (1998) reviewed eighteen organizational-level case studies. They 

further classified the studies into two types of interventions: socio-technical interventions, 

“which focus on reducing stress by changing objective aspects of the work situation” (p. i), and 

psychosocial interventions, “which aim to enhance job satisfaction and performance by 

modifying employees’ perceptions of the work environment”. The studies had been conducted 

on small samples, making their findings inconsistent and difficult to interpret. Moreover, their 

findings were mainly based on individual-level outcomes. In summary, the results of the review 

were disappointing, as they revealed that there is only weak evidence that organizational-level 

interventions—including socio-technical and psychosocial interventions—have an impact on 

reducing work-related stress. The authors emphasized, however, that it was unclear whether 

these results were caused by the actual ineffectiveness of organizational-level interventions, or 

rather by the methodological weakness of the studies themselves.  

Van der Klink, Blonk, Schene, and van Dijk (2001) presented a meta-analysis of forty-

eight studies on interventions for work-related stress. They found a small but significant overall 

effect of these interventions on the five outcomes quality of work, psychologic responses and 

resources, physiology, complaints, and absenteeism. Furthermore, the cognitive-behavioral 

approach appeared to be the most effective individual-focused intervention technique.2 Five 

studies that investigated organizational-level interventions revealed nonsignificant effects. The 

authors noted, however, that the included outcomes were mainly at the individual level, but 

                                                                    

2 The aim of cognitive-behavioral interventions is to make the participants reflect on their thoughts and 

emotions in stressful situations, to teach the participants alternative ways of thinking and dealing with stress, and 

to embed the newly learned cognitive and behavioral coping strategies in their daily lives for the long term (van der 

Klink et al., 2001). 
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that organizational-level interventions primarily focus on producing organizational-level 

outcomes. Individual-level outcomes triggered by organizational-level interventions might 

need some more time to become apparent. 

Richardson and Rothstein (2008) updated the above described meta-analysis on the 

basis of thirty-six experimental studies on occupational stress management intervention 

programs. They found a significant medium- to large overall effectiveness of the included 

studies. Their results supported the findings of van der Klink et al. (2001) in that cognitive-

behavioral approaches demonstrated larger effects than did other types of interventions. Multi-

component interventions, however, produced smaller effects than single-mode cognitive-

behavioral interventions. No effects were found for organizational-level interventions, but 

again, mainly psychological outcome measures had been applied by the authors of the included 

studies. 

The meta-analysis of Bond, Flaxman, and Loivette (2006) showed very positive 

findings for the effectiveness of organizational-level interventions. They found that high levels 

of control, as well as higher levels of support, were associated with better outcomes for 

businesses, such as improved performance and reduced absenteeism. However, outcomes were 

limited to business outcomes, such as decreased absenteeism, lower turnover, and better 

performance. 

The systematic review of LaMontagne et al. (2007) also revealed positive findings for 

the effectiveness of organizational-level and individual-organizational-level interventions with 

respect to outcomes at both the individual and organizational level. 

Overall, further reviews and meta-analyses across different types of interventions with 

respect to intervention level, intervention setting, target group (e.g., Bambra, Egan, Thomas, 

Petticrew, & Whitehead, 2007; Egan, 2013; Egan et al., 2007; Graveling, Crawford, Cowie, 

Amati, & Vohra, 2008; Harden, Peersman, Oliver, Mauthner, & Oakley, 1999; Marine, 

Ruotsalainen, Serra, & Verbeek, 2006; Michie & Williams, 2003; Mimura & Griffiths, 2003, 

Murphy, 1996; Reynolds & Briner, 1994), and countries of research (UK: Giga et al., 2003; 

USA: Murphy & Sauter, 2003; Australia: Caulfield, Chang, Dollard, & Elshaug, 2004) showed 
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similar results: few studies at the organizational level; heterogeneity of studies regarding 

target, participants, and outcomes; weak quality of research (e.g., small samples, weak 

designs); and mainly individual-level outcomes.  

The following conclusions can be drawn about the effectiveness of different types of 

interventions (cf. Biron et al., 2012a; Semmer, 2006): 

1) Interventions at the individual level seem to be most effective for short-term individual-

level outcomes.  

2) Interventions at the organizational level reveal mixed results, but the long-term 

effectiveness of individual- and organizational-level outcomes seems promising.  

3) Although evidence is still scarce, interventions that combine individual- and 

organizational-level approaches are strongly recommended in the literature, as they 

seem to be able to reduce work-related stressors and support employees in coping with 

unavoidable and self-created stressors at the same time.  

To strengthen the evidence base for the effectiveness of psychosocial health 

interventions at the workplace, researchers call for more intervention studies with strong 

designs (e.g., Semmer, 2006). But, as psychosocial health interventions are becoming more 

and more complex, it becomes simultaneously more and more difficult to implement 

intervention studies with strong designs (Cox, Karanika, Griffiths, & Houdmont, 2007; 

Nielsen et al., 2010c; Randall & Nielsen, 2010; Randall, Nielsen, & Tvedt, 2009). According to 

Semmer (2011), however, “the state of affairs seems less pessimistic than it appears at first—

at least if one accepts that the issue is not one of attaining uniformly positive effects but rather 

one of a balance of effects” (p. 312). 

 

1.3. Evaluation design issues  

The methodological design of evaluations of psychosocial health interventions has been 

a hot topic since the beginning. Although randomized control trials (RCTs) are recommended 

in order to perform comparisons between groups, most interventions do not use control groups 
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and thus apply only within-group comparisons (Parkes & Sparkes, 1998). This is because, in 

many cases, the participating organizations do not agree on RCT designs, as all employees 

should have an equal opportunity to participate in the intervention. Randall, Griffiths, and Cox 

(2005) suggested using information on the intervention process, such as intervention 

exposure, to retrospectively assign participants to intervention and control groups. Another 

alternative is to apply waiting-list control designs, although these entail the risk of diffusion 

between intervention and control groups (Randall et al., 2005).  

In the end, researchers must consider whether it is primarily more important to 

implement strong experimental evaluation designs, and thus strengthen internal validity, or 

whether they primarily should aim to understand the complex and dynamic processes that are 

typical for applied research, and thus improve the transferability of interventions by 

strengthening external validity (Griffiths, 1999). The question arises whether organizations—

which to some extent are unstable, unpredictable, and fast-changing entities—could ever be 

the right place for conducting experimental research (Biron et al., 2009; Cox et al., 2007; 

Griffiths, 1999; Nielsen, 2013; Nielsen et al., 2010b, 2010c). In complex intervention contexts, 

where we can neither exclude nor keep constant all the possible confounding variables, a 

thorough documentation and analysis of the process and context of an intervention is 

necessary to understand how interventions work, why they fail or succeed, and how we could 

transfer effective interventions to other contexts (Biron et al., 2009; Biron et al., 2012a; 

Nielsen, 2013; Nielsen, Fredslund, & Christensen, 2004; Nielsen et al., 2010c; Randall, Cox, & 

Griffiths, 2004; Semmer, 2006). 

 

1.4. Process evaluation  

Many studies that report on psychosocial health interventions use a black box approach 

(Harachi et al., 1999; Nielsen & Randall, 2013). This means that the study is limited to the 

description of the intended study plan and the results of outcome evaluation, but ignores 

process and context evaluation of the intervention. Due to the inconsistent and often weak 
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results concerning the effectiveness of such interventions (see section 1.2), many researchers 

in recent years have emphasized the need for thorough process evaluation (Biron et al., 2012a; 

Biron & Karanika, 2014; Bunce, 1997; Cox et al., 2007; Griffiths, 1999; Kristensen, 2005; 

Nielsen, Randall, & Christensen, 2010a; Nielsen et al., 2010c; Randall et al., 2004; Semmer, 

2006). Compared with a pure outcome evaluation, a combined evaluation that covers process 

and outcomes provides several benefits: 

First, process evaluation can act as a monitoring instrument for the purpose of 

formative evaluation by using its findings to actively intervene within the intervention process 

in order to modify and improve an intervention (Randall et al., 2004; Randall, 2013). 

Second, when no control group is available, process evaluation can facilitate the post-

hoc assignment to intervention and control groups on the basis of differences in intervention 

exposure (Randall et al., 2005; Randall & Nielsen, 2010).  

Third, process evaluation can help to deepen the understanding of outcomes, 

particularly regarding failed interventions, partial effectiveness, or unexpected results (Biron, 

Gatrell, & Cooper, 2010; Nielsen, Fredslund, Christensen, & Albertsen, 2006; Nielsen et al., 

2010a; Randall et al., 2004). Furthermore, process evaluation allows for investigation of 

whether an intervention’s ineffectiveness was caused by theory failure or implementation 

failure (Cox et al., 2007; Dobson & Cook, 1980; Harachi et al., 1999; Pedersen, Nielsen, & 

Kines, 2012; Weiner, Lewis, & Linnan, 2009). While theory failure means that the underlying 

intervention theory does not lead to the intended effects due to false theoretical assumptions, 

implementation failure refers to a situation where an intervention appears to be ineffective 

because it was not properly  implemented (Kristensen, 2005; Nielsen et al., 2006). 

Fourth, process evaluation can strengthen the validity of outcome evaluation, for 

instance by identifying the mediators and moderators, and thus the mechanisms, of change 

(Biron et al., 2009; Cox et al., 2007).  

Fifth, process evaluation provides useful information on the portability/transferability 

of interventions into other contexts (Noblet & LaMontagne, 2009; Randall et al., 2004), as it 

shows under which circumstances an intervention has worked or not worked. 
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Various definitions of process are used in the literature, and very different aspects may 

be subsumed under the concept of process evaluation (Biron et al., 2012a; Goldenhar, 

LaMontagne, Katz, Heaney, & Landsbergis, 2001). Cox et al. (2007) describe process as “the 

flow of activities; essentially who did what, when, why and to what extent” (p. 353), and thus 

limit process evaluation to the description of how, when, and why intervention activities were 

delivered. Vedung (2000), however, argues that “ideally, process evaluation attempts to trace 

all kinds of intervention consequences, including intended effects, null effects, perverse effects, 

and side effects whether advertent or inadvertent” (p. 210). This definition posits that the main 

function of process evaluation is to explain intervention consequences. 

Currently, many researchers (e.g., Nielsen & Randall, 2013) refer to the definition of 

process by Nytro, Saksvik, Mikkelsen, Bohle, and Quinlan (2000). Apart from the 

quantification of the implementation of intervention activities and the explanation of 

intervention consequences, they add stakeholders’ perceptions as a further relevant process 

dimension. Consequently, according to Nytro et al. (2000), process can be defined as 

“individual, collective or management perceptions and actions in implementing any 

intervention and their influence on the overall result of the intervention” (p. 214) [emphases 

added]. 

None of these definitions, however, distinguish between the implementation and the 

change process. Bauer and Jenny (2013) emphasized the importance of this differentiation. 

The implementation process, according to them, refers to “all actions taken to implement the 

intervention,” (p. 10) while the change process covers “the intended and unintended process of 

change” (p. 10) that is triggered by the implementation process. Because the change process is 

less tangible, and thus more difficult to observe and evaluate, most process evaluation studies 

are concerned with the evaluation of the implementation process. The present thesis also 

focuses mainly on the evaluation of the implementation process. 

Linnan and Steckler (2002, p. 12) proposed a classification of seven components that 

should be evaluated when doing process evaluation: context (aspects of the larger 

environment), reach (proportion of the intended target audience that participates in an 
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intervention), dose delivered (the amount of delivered units of each intervention/component), 

dose received (the extent of the active engagement of participants), fidelity (the extent to which 

the intervention was delivered as planned), implementation (composite score), and recruitment 

(the procedures used to approach participants). Based on this framework, Murta, Sanderson, 

and Oldenburg (2007) conducted a systematic review of process evaluation on occupational 

stress management programs. They found that most studies described only single-process 

aspects, and that these descriptions, as well as the link with outcome measurements, were 

often weak.  

On the basis of a systematic review of complex social interventions, Egan, Bambra, 

Petticrew, and Whitehead (2009) developed a checklist containing ten criteria that should be 

considered during the implementation process of an intervention: motivation of the 

organization, theory of change, implementation context, experience, planning consultation, 

delivery collaborations, manager support, employee support, resources, and differential effects 

and population characteristics. 

Randall et al. (2007) proposed a more generic classification. They distinguished 

between three clusters: macro-processes, which include the intervention implementation and 

the maintenance process; micro-processes, which cover cognitive appraisal processes, and 

contextual aspects, which refer to environmental issues. Micro-processes in particular have 

increasingly gained attention in intervention research during the last years (Murta et al., 2007; 

Nielsen, Randall, & Albertsen, 2007; Randall, 2013; Randall, Cox, & Griffiths, 2007; Randall 

et al., 2009). Nielsen et al. (2010b, p. 248) assumed that “the way individuals perceive 

situations are likely to drive their behaviour” and that appraisals might have a moderating or 

mediating effect on the intervention effectiveness. Several researchers found that the variability 

in appraisal between participants explained a significant proportion of the variance in 

intervention outcomes (Nielsen et al., 2007; Nielsen, Randall, Brenner, & Albertsen, 2009; 

Randall & Nielsen, 2010). However, researchers have not yet fully agreed on what should be 

subsumed under the concept of appraisal.  
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Various process evaluation studies have been published, meanwhile, applying 

quantitative (Elo, Ervasti, Kuosma, & Mattila, 2008; Hasson et al., 2014a; Nielsen et al., 

2007), qualitative (Hasson, Villaume, von Thiele Schwarz, & Palm, 2014b; Saksvik, Nytro, 

Jorgensen, & Mikkelsen, 2002), or mixed quantitative and qualitative methods (Aust, 

Rugulies, Finken, & Jensen, 2010; Busch, Staar, Aborg, Roscher, & Ducki, 2010).  

Several research issues and gaps still remain, however. In many studies, process—and 

thus also process evaluation—is not clearly defined (Biron et al., 2012a). The boundary 

between process and context often becomes blurred as a result. The few existing process 

evaluation instruments are rarely based on sound theoretical assumptions, and most of them 

are very project-specific, which impedes transferability to other intervention projects (Nielsen, 

2013). Furthermore, most of the measures are applied at the same time of outcome 

measurements: that is, retrospectively after the actual implementation process (Nielsen, 2013; 

Randall, 2013). This information might be confounded by hindsight biases, and in any case 

cannot be used for the purposes of formative evaluation. According to Randall (2013), 

however, researchers should pay more attention to formative evaluation, as using process 

evaluation as a monitoring instrument might help to improve interventions during the 

implementation process and thus minimize intervention failure. Finally, it is nearly impossible 

to find approaches that aim to develop structured concepts to link process evaluation and 

outcome measures, although such concepts are precisely what is needed to assess the validity, 

predictive value, and general relevance of process evaluation (Cunningham, Michielutte, 

Dignan, Sharp, & Boxley, 2000).  

No one disputes that process evaluation is able to reveal important information in the 

intervention context. But how process evaluation is defined—and to what extent, when, how 

often, and with what kind of methods or instruments it should be carried out—still requires 

further research and discussion. Papers 1, 2, and 3 will address these issues. 
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1.5. Context evaluation  

Context is a much-discussed issue in intervention research. Almost every intervention 

report contains information on the context of the intervention, but in only a few cases is it 

clearly described what is actually meant by the term. Due to the complexity of interventions in 

general and the uniqueness of every single intervention, the context is mostly investigated 

using qualitative methods (Nielsen et al., 2010a), but the results are rarely combined 

systematically with quantitative findings from outcome evaluation.  

In the literature, context is used as a kind of umbrella term for the intervention context 

(e.g., Randall et al., 2007); the research context (e.g., Nielsen et al., 2006); the physical, social, 

and political intervention environment (e.g., Linnan & Steckler, 2002); and so on. Some 

researchers (e.g., NIOSH, 2002; Schaufeli, 2004) distinguish between the external, 

organizational, and work contexts. Others consider different context levels, such as job, work 

group, organization, and economic and societal levels (Randall & Nielsen, 2012). Others 

distinguish context dimensions, such as organizational resources; psychological resources; 

and facilitating/obstructing elements of the design, organization, and management of work 

(Randall, 2013). Still others differentiate between different context phases: that is, between the 

pre-intervention context and the context of the activated intervention (Randall et al., 2007).  

In prior research, context is often described as a component of process evaluation 

(Linnan & Steckler, 2002; Randall & Nielsen, 2010). This might be partly caused by the fact 

that it is sometimes difficult to distinguish between context and process issues (Baril-Gingras, 

Bellemare, & Brisson, 2012). Saksvik et al. (2007), for instance, consider managers’ and 

employees’ attitudes as aspects of the intervention process, while one could argue that 

perceptions of the different actors could rather be considered as contextual aspects (Baril-

Gingras et al., 2012). 

Recent literature (e.g., Nielsen, Abildgaard, & Daniels, 2014) shows that context is 

becoming—slowly but surely—an autonomous and meaningful evaluation category in 

intervention research. The dissociation from process is also illustrated by the subtitle 

Addressing Process and Context of the edited volume Improving Organizational Interventions 
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published by Biron, Karanika-Murray, and Cooper (2012b). There has also been a shift in how 

intervention researchers perceive the importance of the context for the implementation and 

change process, from viewing context primarily as a confounding variable to considering it as 

an integral part of the intervention (Nielsen et al., 2010a). For example, Nielsen et al. (2014) 

used the analysis of the context to tailor questionnaires as part of an initiative for worker well-

being. However, the assumption that there is a rather negative and unilateral relationship 

between context and process—that is, context has a negative influence on the process and 

could lead to intervention failure—is still predominant in the literature (e.g., Biron et al., 2010; 

Egan, 2013; Kompier & Kristensen, 2000).  

Inspired by the concept of realistic evaluation by Pawson and Tilley (1997), context is 

often described as the frame within which interventions take place (e.g., Biron, 2012; Biron et 

al., 2009; Nielsen & Abildgaard, 2013; Nielsen & Randall, 2013; Pedersen et al., 2012). In 

these frameworks, context often appears as a stable ground that influences the implementation 

and the change process from outside. In contrast, Bauer and Jenny (2013) assume that the 

context of an intervention does not only act as a hindering or facilitating factor but “… might be 

considered for selecting and targeting the intervention (universalistic approach), for adapting 

the intervention to this context (contingency approach), or as the final target and actor of 

change (configurational approach)” (p. 10). According to their research, there is a reciprocal 

relationship, as the context might not only influence the process but is likewise influenced by 

the process. This view is supported by research from organizational behavior (Griffin, 2007, 

p. 859): “Work contexts shape and are shaped by the individuals who interact within them”. In 

this research field, the organizational context has preoccupied researchers since the 1990s 

(Mowday & Sutton, 1993). Organizational health intervention researchers (e.g., Nielsen & 

Randall, 2013) used their advancements in knowledge and adopted the concept of the omnibus 

(general) and the discrete (specific) context proposed by Johns (2006). In organizational 

health intervention research, the omnibus context refers to general aspects, such as location, 

time, and rationale for the intervention. The discrete context refers to specific situational 

aspects that are directly relevant to the implementation and change process, such as the 
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readiness for change of both employees and managers. This discrete context can change during 

the implementation process and thus needs to be documented and evaluated in each 

intervention phase (Biron & Karanika-Murray, 2014). 

We can state, in conclusion, that the context of an intervention is specific for each 

intervention, that it has different levels, and that it can change during the implementation 

process. Context thus needs to be documented continuously, and then linked with process and 

outcome evaluation in order to understand how interventions work. Due to the arbitrary use of 

terminology and the lack of clear definitions, however, the term context still remains ill-defined 

and debatable. Paper 1 addresses this issue. 

 

1.6. Evaluation models and frameworks–State of play 

The reviews and meta-analyses described in section 1.2 above have shown that outcome 

evaluation alone does not meet the complexity of most psychosocial health interventions 

(Biron & Karanika-Murray, 2014). When intervention design becomes more complex, state-

of-the-art intervention evaluation must not drag behind this development. The influence of 

contextual aspects is too large, and the change processes that evolve from the implementation 

process are too dynamic, to limit evaluation simply to outcome evaluation, and thus to exclude 

and ignore context and process evaluation. Researchers have recommended conducting 

process evaluation in combination with outcome evaluation, and not only at the end of the 

intervention, but throughout the entire implementation process (Cox et al., 2007; Randall et 

al., 2005). So far, however, only a few researchers have published comprehensive models or 

frameworks concerning the evaluation of psychosocial health interventions, and thus “many 

interventions are [still] not evaluated in a systematic way” (Kompier & Kristensen, 2001, p. 

169).  

Cox et al. (2007) argue “for a more broadly conceived and eclectic scientific framework 

for intervention evaluation” (p. 358) that reflects the “reality of organizational life” (p. 358). 

The literature, however, reveals only a few other models and frameworks: the generative 
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causation model by Pawson and Tilley (1997), the conceptual model of the intervention 

research process by Goldenhar et al. (2001), the intervention fit-model by Randall and Nielsen 

(2012), the research-based framework for the evaluation of both process and effect by Nielsen 

and Abildgaard (2013), and the model for evaluating organizational-level interventions by 

Nielsen and Randall (2013). These models and frameworks display comprehensive and 

sophisticated approaches for evaluating psychosocial health interventions. However, some of 

the models ignore contextual aspects, others limit context to its hindering or facilitating role, 

others refer only to specific types of interventions, and most of them treat evaluation as a 

specific phase at the end of an intervention rather than as a continuous process.  

The variety of terminology and frameworks allows intervention researchers and 

practitioners to select a specific evaluation framework for their own intervention projects. 

While practitioners may benefit from the variety of possible concepts and frameworks on the 

one hand, that same variety may present a challenge to inexperienced intervention 

implementers in selecting an appropriate evaluation framework project. In any event, 

evaluation results are rarely comparable due to the application of diverse concepts. More 

research that bridges the different approaches and leads to the development of common 

standards is therefore needed (Biron & Karanika-Murray, 2014).  
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2. Goals and Research Questions 

The overall aim of the present thesis is to further the understanding of process and 

context evaluation in the field of occupational health psychology by synthesizing theory and 

generating empirical evidence. The overall aim is further divided into two main goals.  

The first goal of the dissertation is to address the issue of heterogeneity of evaluation 

frameworks by developing a generic evaluation model for context, process, and outcome 

evaluation of organizational health interventions. As the model should be applicable to 

interventions with both a physical and psychosocial focus, here the term organizational health 

interventions will be used rather than the term psychosocial health interventions. The first 

research question studied in Paper 1 is: 

Research question 1: How are context, process, and outcome evaluation of organizational 

health interventions defined and related to each other, and how can we display this in a 

generic model? 

The second goal of the dissertation is to contribute to the existing empirical evidence by 

exploring concrete process and context factors that influence the individual and organizational 

change processes triggered by psychosocial health interventions, and thus are related to the 

effectiveness of such interventions: 

Research question 2: Which process and context factors influence the individual and 

organizational change processes triggered by psychosocial health interventions, and how 

can we measure them? 

As this research question cannot be studied in its entirety within the limits of a 

dissertation, this second goal is limited to three sub-goals. The three sub-goals cover process 

and context evaluation issues at different organizational levels (see Figure 1). 

First, the dissertation aims to investigate individual and organizational outcome 

expectancies of stress management workshops as process indicators in comprehensive 



 21 

worksite stress management interventions. The corresponding research question investigated 

in Paper 2 is: 

Research question 2.1: Can outcome expectancies for stress management workshops predict 

the perceived impact of a multi-component stress management intervention as a whole? 

Second, the dissertation studies another process indicator by investigating the 

importance of the appraisal of single intervention elements at the individual and the group 

level. The following research question is examined in Paper 3:  

Research question 2.2: How can we measure the participants’ workshop appraisal, and how 

is this appraisal related to output satisfaction and outcome expectancies?  

And third, the dissertation aims to investigate possible process and context factors (at 

all organizational levels) that influence the willingness to participate in longitudinal surveys 

within psychosocial health interventions. Apart from the purposes of initial needs assessment, 

planning, and evaluation, surveys can also have an activating and sensitizing function, and 

thus have to be considered as an integral intervention element of psychosocial health 

interventions. 

The corresponding research question investigated in Paper 4 is: 

Research question 2.3: Which context and process factors facilitate or hinder the 

participants’ willingness to participate in longitudinal surveys within psychosocial health 

interventions? 

 

Figure 1 illustrates the above described research questions and their relations. 
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Fig. 1. Overview of the research questions (RQ) and papers in this thesis. Asterisks highlight which 

organizational level is addressed by the respective paper: O = organization; G = group; L = leader; I = 

individual.  
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3. Methods  

The PhD thesis is a cumulative dissertation comprising four scientific papers. Paper 1 

addresses the first research question of the dissertation. Papers 2, 3, and 4 study the three sub-

issues of the second research question. Table 1 provides an overview of the four components of 

the dissertation regarding title, authorship, place of (planned) publication, status, applied data 

source, and addressed research question. The thesis uses questionnaire data from two different 

intervention projects, which are described in the following sections. 

Table 1. Overview of the four papers that comprise the PhD thesis. 

No. Title Authors 
Place of (Planned) 

Publication 
Status 

Data 
Source 

Research 
Question 

1 

The context, process and 
outcome (CPO) evaluation 
model for organizational 
health interventions 

Fridrich, A., 
Jenny, G. J., 
Bauer, G. F. 

BioMed Research 
International (Special 
Issue: “Psychosocial 
Factors and Workers 
Health and Safety”) 

Submitted for 
publication 

A 1 

2 

Outcome expectancy as a 
process indicator in 
comprehensive worksite 
stress management 
interventions 

Fridrich, A., 
Jenny, G. J., 
Bauer, G. F. 

International Journal of 
Stress Management 

Resubmitted 
for 
publication 

A 2.1 

3 

Development of a generic 
process appraisal scale for 
organizational health 
intervention elements 

Fridrich, A., 
Jenny, G. J., 
Bauer, G. F. 

International Journal of 
Workplace Health 
Management 

Submitted for 
publication 

B 2.2 

4 

Decreasing response rates 
in employee health 
surveys: Lessons learned 
from a longitudinal stress 
management project at the 
workplace 

Fridrich, A., 
Jenny, G. J., 
Bauer, G. F. 

In M. Karanika-Murray & 
C. Biron (Eds.). Derailed 
organizational health and 
well-being interventions: 
Confessions of failure, 
solutions for success. 
Dordrecht: Springer. 

In press A 2.3 

 
 

3.1. Data source A 

Data source A was provided by the SWiNG project3, a longitudinal, comprehensive 

stress management intervention (SMI) study which was implemented in eight medium- and 

                                                                    

3 SWiNG is a German-language acronym for stress management: effects and benefits of worksite health 

promotion (cf. Jenny et al., 2011). 
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large-scale Swiss organizations (N = 5,000) from 2008 to 2011. In the course of this SMI, a 

variety of activities (cf. Jenny et al., 2011; Jenny et al., 2014) were implemented by three 

consulting firms, including stress management trainings for employees without a supervisory 

function, leadership courses for employees with a supervisory function, and team reflection 

workshops. Although the course content was standardized, consultants were allowed to adapt 

the program to the needs of the participants.  

Moreover, a newly developed comprehensive questionnaire called S-Tool (www.s-

tool.ch) was employed at three measurement points (2008, 2009, 2010) with response rates of 

71% (nt0 = 3,532) at the baseline, 63% (nt1 = 3,193) at the intermediate point, and 50% (nt2 = 

2,496) at the follow-up survey. A total of nt0, t2 = 1,530 people completed the baseline and 

follow-up questionnaire (t0 and t2). This main quantitative instrument assessed job demands, 

resources, health, and wellbeing, and captured information on commitment to change and 

perceived impact of the SMI.  

In order to assure a sound data basis for the evaluation of the project, further 

quantitative (e.g., workshop evaluation questionnaires) and qualitative evaluation instruments 

(e.g., interviews, group discussions, and observations) were employed. The qualitative data 

were captured during the second and third measurement points in 2009 and 2010 by external 

project evaluators. All interviews and discussions were structured. 

 

3.2. Data source B 

Data source B contains survey data from two organizational health intervention 

projects that were implemented in three organizations in the German-speaking part of 

Switzerland. Data were collected between 2013 and 2014. All intervention projects employed a 

comprehensive online survey at baseline, followed by two follow-up surveys at six-month 

intervals. In the context of the interventions, different types of workshops were implemented, 

but all workshops were evaluated with the same evaluation questionnaire. Employees 

participated voluntarily in the different workshops during their working hours. Taken as a 
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whole, four types of workshops were evaluated: lean workshops (see next paragraph), survey 

results workshops, leaders workshops, and team workshops.  

Organization 1 is a university hospital, which implemented a project focusing on 

optimizing the value-added process of nursing divisions (N = 31). For each division, the 

project team of the hospital implemented a four-day lean workshop with representatives from 

the different educational and hierarchical levels in the team. Apart from introducing lean-

principles (e.g., reducing waste of resources), the workshops aimed to foster the 

interdisciplinary collaboration between nursing and medical staff; strengthen the team-climate 

within the divisions; and to improve resources, demands, and work-life balance of the nursing 

teams. During the workshop the participants discussed the results of the baseline survey and 

developed measures to address problems that were identified during the survey. The workshop 

was evaluated at the end of the second and fourth workshop days.  

Organization 2 operates in the field of construction, service, and maintenance of energy 

and telecommunication networks, while Organization 3 is a mail-order pharmacy. Both 

organizations implemented the same intervention architecture. The interventions comprised 

three types of workshops: first, a workshop where the results of the baseline survey were 

presented and discussed. Second, a skill-development workshop for leaders, which aimed to 

enhance the health-related knowledge of the leaders and to empower them to implement 

workshops with their own teams. And third, a team workshop that included the analysis of the 

work and health situations of the respective teams as well as the planning of measures for 

strengthening resources and reducing demands. 

 

3.3. Applied data and methods 

Paper 1 is a theoretical paper presenting a generic evaluation model for organizational 

health interventions. It is based on a comprehensive literature search in the field of 

occupational health psychology. This information was used to assemble general evaluation 

frameworks and to identify common evaluation categories. The final model presented in the 
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paper was developed on the basis of an iterative visualization-application-discussion process 

with the co-authors. Further, qualitative and quantitative data provided by data source A was 

employed to illustrate the application of the presented model by a case study.  

Paper 2 employed longitudinal survey data from three different measurement points 

provided by data source A. The study sample comprised N = 145 cases. For correlations of 

study variables, Pearson’s correlation coefficients were calculated. Path analysis, using the 

open-source software R, and regression analysis, using SPSS and the SPSS add-on PROCESS 

developed by Andrew F. Hayes (2013), were conducted for testing the hypotheses. 

Paper 3 used data provided by data source B. Based on an extensive literature search, 

and referring to the Session Evaluation Questionnaire (SEQ; Stiles, 1980), a ten-item scale for 

measuring the workshop appraisal was developed. The structure of the scale was analyzed with 

explorative and confirmative factor analyses. Furthermore, the intra-class correlation of the 

scale was calculated in order to investigate whether there was significant variance at the 

workshop level compared to variance at the individual level. Multiple group analysis (Byrne, 

2004) was used to study factorial invariances across groups. For correlations of study variables, 

Pearson’s correlation coefficients were calculated. Finally, structural equation modeling was 

applied to study the relationship between study variables.  

Paper 4 will be published as part of the book Derailed Organizational Health and Well-

being Interventions: Confessions of Failure, Solutions for Success, edited by Maria Karanika-

Murray and Caroline Biron. The paper is based on qualitative data provided by data source A. 

Data analysis is based on a stepwise, inductive coding procedure using the software 

MAXQDA 11. 
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3.4. Contribution of the PhD candidate to the four papers  

The PhD candidate was first author in all four papers that are part of the thesis4. 

Furthermore, she was involved in the development, implementation, and evaluation of the 

projects that served as the base for the data for Paper 3 (data source B).  

Paper 1. The PhD candidate contributed to the extended literature search, 

conceptualization, and continuous visualization of the presented model during the 

development phase; the composition and writing of the manuscript; discussions with co-

authors; and to the editing, submission, and revision process. 

Paper 2. The PhD candidate contributed to the literature search, statistical analyses, 

and the interpretation of results; the composition and writing of the paper, and discussion with 

co-authors; as well as to the editing, submission, and revision process. 

Paper 3. The PhD candidate contributed to the literature search, the conceptualization 

of the study design, and the development of the applied appraisal scale; the data collection, data 

preparation, statistical analyses, interpretation of results, and the writing and editing of the 

manuscript; as well as to the submission process. 

Paper 4. The PhD candidate established contact with the editors, and contributed 

further to the literature search, data analyses, composition and writing of the book chapter, 

discussion with co-authors, and editing according to the publishers’ guidelines; as well as to 

the revisions according to the editors’ feedback. 

 
  

                                                                    

4  The PhD candidate was supported by the Swiss National Science Foundation 

(grant number: PDFMP1_134909). 
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4. Summary of the Scientific Papers  

 

Paper 1. Fridrich, A., Jenny, G. J., & Bauer, G. F. (2014). The context, process and outcome 

(CPO) evaluation model for organizational health interventions. Manuscript submitted for 

publication. 

 

The main goal of this paper was to develop a comprehensive model with generic 

categories for the evaluation of organizational health interventions. A comprehensive literature 

search in the field of occupational health psychology served as the basis for the development of 

this new model: the context, process, and outcome (CPO) evaluation model.  

The CPO evaluation model distinguishes three intervention phases (preparation, action 

cycle, and appropriation), four intervention levels (individual, group, leader, and 

organization), and three generic evaluation categories (context, process, and outcome). 

According to previous models, context is defined as the underlying frame that influences and is 

influenced by an OHI. The context is further divided into the omnibus (i.e., general) context 

and the discrete (i.e., specific) context. In comparison to similar models, the CPO model 

distinguishes the implementation process from the change process. While the former refers to 

the actual enactment of the intervention plan, the latter refers to the dynamics triggered by this 

enactment. Furthermore, the CPO model assumes a reciprocal relationship between the 

implementation process and the discrete context. The CPO model defines outcomes as all 

results of the change process that are meaningful for the different stakeholders and 

distinguishes—with respect to the phase of change—between proximate, intermediate, and 

distal outcomes.  

The paper presents a list of possible concepts to specify the CPO categories. This list is 

mainly compiled on the basis of recent intervention and evaluation research in occupational 

health psychology (cf. Bauer & Jenny, 2013), and thus provides a structured overview for 

researchers and practitioners on the currently available concepts and indicators for context, 
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process, and outcome evaluation. A case study based on data source A illustrates the model’s 

applicability to complex interventions. It shows, in particular, how an intervention project with 

different organizations over a period of three years can be evaluated, and how the evaluation 

results can be reported in a concise and structured way.  

 

Paper 2. Fridrich, A., Jenny, G. J., & Bauer, G. F. (2014). Outcome expectancy as a process 

indicator in comprehensive worksite stress management interventions. Manuscript submitted 

for publication. 

 

As outcome expectancies have been proven to be valid process indicators in behavior 

change research, Paper 2 transferred the concept of outcome expectancies to psychosocial 

health intervention research. Thus, Paper 2 aimed to investigate the relationship between 

participants’ outcome expectancy for an individual stress management course and the total 

perceived impact of a comprehensive stress management intervention (SMI) at a two-year 

follow up. Change commitment was expected to moderate this relationship.  

The longitudinal data for this study came from data source A (N = 145). Data from 

three different measurement points were included in the analyses: individual and 

organizational outcome expectancies for stress management courses after course completion; 

perceived individual- and organizational-level impact of the overall intervention at the two-year 

follow-up survey; and individual and organizational change commitment at baseline (all rated 

by the participants). 

Path analyses and regression analyses supported the hypotheses that individual and 

organizational outcome expectancies concerning a stress management course are able to partly 

predict the perceived individual- and organizational-level impact of the entire intervention 

from a retrospective view. Moderator analysis revealed that, at the individual level, the 

relationship between outcome expectancy and perceived impact is moderated by change 

commitment. That is, individuals who already have a high individual change commitment at 
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baseline and who develop high outcome expectancies during stress management courses will 

perceive an intervention as most positive in its impact. At the organizational level, change 

commitment acts as an additional predictor for perceived change but does not moderate the 

relationship between outcome expectancy and perceived impact.  

 

Paper 3. Fridrich, A., Jenny, G. J., &  Bauer, G. F. (2014). Development of a generic process 

appraisal scale for organizational health intervention elements. Manuscript submitted for 

publication. 

 

The main goal of Paper 3 was to develop and test a generic and theoretically sound scale 

measuring the process appraisal of intervention elements (such as workshops) within 

organizational health interventions. Another aim was to study the relationship between 

participants’ appraisals of a workshop, their output satisfaction, and their outcome 

expectancies of the workshop.  

Five facets that seem to be important for a successful intervention element were 

identified as a result of a comprehensive literature search on process evaluation in the field of 

occupational health psychology: complexity, novelty, relevance, involvement, and valence. 

Based on this, a seven-point process appraisal scale comprising ten opposing adjective pairs 

was developed. Each of the five facets was represented by two items. Some of the items were 

based on the session evaluation questionnaire (SEQ) of Stiles (1980), which was developed 

for the evaluation of psychotherapy sessions. The process appraisal scale was applied in three 

intervention projects (data source B) for the evaluation of four different workshop types (lean-

workshops, survey-results-workshops, leaders workshops, and team workshops). The 

workshop evaluation questionnaire further contained three items concerning the participants’ 

satisfaction with the developed measures and their outcome expectancy for the workshop. A 

total of N = 363 workshop participants completed the workshop evaluation survey. 



 31 

A confirmative factor analysis demonstrated good fit indices for a one-factor solution 

for the process appraisal scale. The ratio of the between-group variance to the total variance 

(intra-class correlation) revealed that around 23% of the variance in the workshop appraisal is 

at the workshop level. Multiple group analysis indicated factorial invariance across 

organizations one and two. Furthermore, structural equation modeling revealed a significant 

relationship between participants’ workshop appraisals and their outcome expectancy that is 

mediated by output satisfaction. 

 

 

Paper four explored the reasons for the decrease in employee survey participation rates 

at all organizational levels in a complex stress management intervention at the workplace (data 

source A). The intervention applied an employee survey as the main quantitative intervention 

and evaluation element at three measurement points at one-year intervals. The relative 

response rate decreased from 71% at baseline, to 63% at the one-year point, to 50% at the end 

of the intervention. 

First, baseline-only participants were compared to the panel participants with respect 

to socio-demographic variables. Second, three types of qualitative data were used to 

investigate the reasons for withdrawing from the follow-up surveys: interviews with project 

leaders (N = 6), group discussions with members of internal project groups (N = 6), and ad 

hoc interviews with employees (with and without supervisory function) at site visits (N = 37). 

The data were clustered inductively into process- and context-focused problem clusters. 

Paper 4. Fridrich, A., Jenny, G. J., & Bauer, G. F. (in press). Decreasing response rates in 

employee health surveys: Lessons learned from a longitudinal stress management project at 

the workplace. In M. Karanika-Murray & C. Biron (Eds.). Derailed organizational health 

and well-being interventions: Confessions of failure, solutions for success. Dordrecht: 

Springer. 
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Clusters with two or fewer statements were excluded, which resulted in twenty-one clusters: 

ten process-focused and eleven context-focused problem clusters.  

The quantitative analysis showed that the sample of baseline-only participants had a 

higher proportion of women, a lower proportion of employees with supervisory functions, and 

seemed to be slightly younger compared to the sample of panel participants. 

The qualitative analysis revealed several hindering process and contextual aspects, 

which might have influenced employees’ willingness to participate in follow-up surveys. 

Unfulfilled expectations appear to be one of the most common reasons for not continuing the 

follow-up surveys. Further, insufficient benefits for healthy participants was identified as a 

serious issue associated with withdrawal from survey participation. Healthy participants either 

did not feel the need to engage in health-enhancing activities after the positive feedback from 

the first survey, or they did not feel that the courses and activities that were offered to them 

were relevant to them in the context of the intervention. 

  



 33 

5. Discussion 

5.1. Scientific contribution of the papers and the thesis as a whole  

Paper 1. The first paper addressed the first of the two main goals of the dissertation: 

developing a generic evaluation model for context, process, and outcome evaluation of 

organizational health interventions. It answered research question one by proposing 

definitions for the three generic evaluation categories context, process, and outcome evaluation, 

and clarified their relation to each other. Furthermore, it made suggestions for subcategories as 

well as defining these subcategories. To answer the second part of the first research question, 

the categories and subcategories were integrated in a generic model—the context, process, and 

outcome (CPO) evaluation model—that illustrates the different evaluation categories and 

subcategories based on a grid of intervention phases and levels. This generic model is 

applicable for various types of organizational health interventions and might help in planning 

comprehensive evaluations of interventions. Due to the grid of intervention phases and levels it 

can be used for the evaluation of interventions at the individual, organizational, or individual-

organizational levels, as well as for continuous evaluation during different intervention phases.  

The presented model facilitates the sometimes difficult differentiation between process 

and context by presenting appropriate research questions for each intervention phase. Further, 

the paper may help evaluators to select concrete evaluation concepts and instruments by 

presenting current concepts regarding context, process, and outcome evaluation and assigning 

them to the CPO categories. The review of the literature revealed, however, that there is still a 

lack of concepts and instruments addressing the change process.  

The case study presented in the paper demonstrates how the model can be used to 

summarize the results of a comprehensive context, process, and outcome evaluation of a 

complex organizational health intervention including several organizations and intervention 

levels in a structured and concise way (e.g., for a project report).  

In comparison to the existing models and frameworks (e.g., Goldenhar et al., 2001; 

Nielsen & Randall, 2013), the CPO model combines process, context, and outcome evaluation; 
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highlights the importance of the context; distinguishes between the implementation and the 

change process; and offers concrete indicators for the main evaluation categories of the model. 

At the theoretical level, the paper disentangled the variety of simultaneously used 

terminologies and proposed definitions for the main evaluation categories and subcategories as 

demanded by several researchers (e.g., Biron & Karanika-Murray, 2014). Furthermore, it 

indicated that concepts targeting the change process are still scarce and that this issue needs to 

be addressed with further research. 

At the practical level, the paper supports evaluators in selecting relevant evaluation 

categories and appropriate concepts/instruments, and displays concrete research questions for 

process and context evaluation of organizational health interventions. Moreover, it gives an 

example (see case study) for reporting findings from context and process evaluation together 

with outcome evaluation results. 

Paper 2. The second paper concerns the second goal of the dissertation: exploring 

concrete process indicators in the course of psychosocial health interventions, by linking 

process evaluation measures collected during the implementation process and outcome 

measures collected after the actual implementation. Referring to research question 2.1, the 

paper demonstrated that outcome expectancies are able to predict the perceived impact of an 

intervention as a whole, and that it is therefore worth considering outcome expectancies as 

process indicators in future studies. Although individuals have limited influence on the 

organizational change process, the relationship between outcome expectancies and perceived 

impact was found to be significant at both the individual and the organizational level. 

Furthermore, the paper showed that it can be helpful to use and adapt knowledge from other 

disciplines—in this case from behavior change research—when the previous research in the 

field of interest is scarce. 

In comparison to previous process evaluation research (c.f. Randall, 2013), this paper 

combined process and outcome data from different measurement points, included both 

individual- and organizational-level process indicators, and provided broadly applicable items 

to capture the individual and organizational outcome expectancies of course participants.  
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From a research perspective, applying outcome expectancy as a process indicator in 

future research will help (a) to monitor the implementation process and allow for intervention 

if necessary, and (b) to explain inter-individual differences in outcomes. From a practical 

perspective, the paper highlights that intervention implementers must aim to raise positive 

outcome expectancies at both the individual and the organizational level through appropriate 

workshop designs. 

Paper 3. The third paper also refers to the second goal of the dissertation. More 

specifically, it concerns the development of a generic process appraisal scale for organizational 

health intervention elements (research question 2.2). It presented and tested a newly developed 

ten-item scale for measuring workshop appraisal across three organizations and four different 

workshop types. For the development of the appraisal scale findings from psychotherapy 

research (session evaluation questionnaire [SEQ]; Stiles, 1980) was applied.  

The analyses revealed that workshop appraisal is significantly related to outcome 

expectancy and that this relationship is mediated by output satisfaction. These results indicate 

that workshop appraisal, as well as output satisfaction, are both relevant for the development 

of positive outcome expectancies. Moreover, the paper showed that the variance in 

participants’ workshop appraisals is significantly smaller within workshops than between 

workshops, indicating that multi-level analyses are needed to investigate the role of team 

workshop appraisals in future research. 

In previous research (e.g., Nielsen et al., 2007), often only single-item measures 

without theoretical foundation were applied to study the participants’ appraisals of the 

implementation process. Furthermore, only a few authors (e.g., Busch et al, 2010) have studied 

the appraisal of single intervention elements. In contrast, this paper used a theory-based, 

multi-item scale for measuring the appraisal of single intervention elements. 

From a research perspective, the paper provides a generic process appraisal scale that 

can be applied for the evaluation of different workshop types. The findings from this paper 

highlight the importance of the workshop structure, content, and design; in particular the five 
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facets of complexity, novelty, relevance, involvement, and valence appear to be crucial for 

developing high outcome expectancies during a workshop.  

Thus, at the practical level, future interventions must aim to increase participants’ 

appraisals of intervention elements by considering the five proposed facets when planning 

intervention elements such as workshops.  

Paper 4. The fourth paper again addressed the second main goal of the dissertation, but 

this time with a focus on process and context factors that facilitated or hindered the 

participants’ willingness to participate in longitudinal surveys within psychosocial health 

interventions (research question 2.3). The paper highlighted the difficulty of exploring reasons 

for survey/intervention withdrawal by hindsight and, at the same time, emphasized the 

advantages of qualitative data in this context. Taken as a whole, the paper identified two main 

probable reasons for withdrawal: unfulfilled expectations and the neglect of healthy 

participants. 

From a research perspective, the findings from this paper show how secondary 

qualitative data on process and context aspects can be used for post hoc exploration of 

implementation failure issues, such as the reasons for survey/intervention withdrawal.  

At the practical level, the results indicate that future interventions should (a) prevent 

raising expectations that cannot be fulfilled by the respective intervention, and (b) involve 

activities for healthy participants, i.e., maintaining and strengthening resources to make them 

feel involved. 

 

The thesis as a whole. The thesis has shown that process and context evaluation is 

important for understanding intervention outcomes, and consequently for improving future 

interventions.  

From a theoretical perspective, the main value of the thesis lies in its development of a 

generic model that combines context, process, and outcome evaluation, and in providing 

definitions for the main evaluation categories and subcategories. The model, as well as the 

proposed definitions, are not intended to be exhaustive or final. They are instead meant to serve 
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as blueprints to be discussed and tested in future research. In particular, the input of and 

adoption by other researchers will be essential for the further development of the model. 

From a methodological perspective, the thesis highlights that a multi-method 

strategy—one that uses both sound quantitative and qualitative measures—is the best way to 

gain insightful information on process and context aspects within psychosocial health 

interventions. For instance, quantitative results on the one hand revealed that positive 

outcomes expectancies are essential for high perceived intervention impacts; on the other 

hand, qualitative results revealed that when expectations were too high for an intervention’s 

success, this would lead to withdrawal from the intervention/intervention survey. Further, the 

thesis showed that it can be helpful to adopt well-founded concepts and instruments from other 

disciplines. In particular, when research in the discipline of interest is scarce, researchers can 

benefit from knowledge in other disciplines, as has been recommended by other researchers 

(Bunce, 1997; Semmer, 2012).  

From a practical implementation and evaluation perspective, the thesis has detected 

and explored several relevant process and context indicators that should be considered in 

future studies. In line with previous research (e.g., Nielsen et al., 2009; 2010b; Randall, 2013), 

the thesis showed that the participants’ appraisal of an intervention element has a considerable 

influence on intervention outcomes, and should therefore be continuously monitored. The 

thesis demonstrated that simple process evaluation measures applied with relatively little effort 

can provide almost real-time information on the implementation process. This information can 

then be used to actively improve the implementation process in order to avoid implementation 

failure. 

 

5.2. Strengths and limitations of the PhD thesis 

Strengths. One strength of the thesis is the symbiotic intertwining of the four papers. 

Paper 1 offered generic evaluation categories and subcategories that were used as codes for the 

analysis of the qualitative data in Paper 4. Furthermore, the model assumptions concerning 
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process evaluation—in particular, the differentiation between the implementation and the 

change process (presented in Paper 1)—formed the basis of Papers 2 and 3, where concrete 

implementation process indicators were studied. In the same way, findings from Paper 2 were 

directly used for conducting the process evaluation described in Paper 3: as Paper 2 

demonstrated that outcome expectancy is a relevant process indicator, outcome expectancy 

was also applied as process indicator in the projects that provided the data for Paper 3 (data 

source B). In these projects, response rates were continuously monitored, as recommended in 

Paper 2. This provided the opportunity to retrace missing process evaluation questionnaires, 

which led in the end to an increased response rate. 

The thesis included longitudinal data, which made it possible to draw causal 

conclusions. Because only a few researchers to date have linked quantitative process evaluation 

data (collected during the implementation process) with quantitative outcome evaluation data 

(collected after the actual implementation process) in a statistically sound way, the 

combination and analysis of quantitative process and outcome measures at both individual and 

organizational levels (see Paper 2) is a further strength of the thesis. 

Research question 2.2 was investigated with data from several organizations in 

different sectors. This enabled the investigation of the applicability of instruments in different 

settings and for different target groups, which strengthens the ecological validity of the results.  

Another strength is that both quantitative data collection methods, such as quantitative 

surveys (Papers 2 and 3), as well as qualitative methods, such as interviews and group 

discussions (Paper 4) were used to study the research questions of the thesis.  

Furthermore, the thesis incorporates knowledge from related disciplines, in particular 

from behavior change research (Paper 2) and psychotherapy research (Paper 4), and shows 

that it can be advantageous to use findings from other disciplines and to transfer those findings 

to one’s own research. 

Limitations. The employed study samples were rather small, which lowered the 

statistical power of some tests (e.g., the group invariance test in Paper 3). Furthermore, the 

samples were limited to Swiss, mainly German-speaking, employees. Those findings need to be 
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replicated in future studies with larger study samples from different countries and in different 

languages. 

Another weakness is the partial use of single items, in particular with regard to the 

measurement of outcome expectancies. Single items are often criticized because of their 

alleged lower validity and reliability. Studies in the area of marketing research, however, have 

shown that this is not generally true: according to Bergkvist and Rossiter (2007), single-item 

measures often have the same prognostic validity as multiple-item measures. Furthermore, 

single items result in shorter evaluation questionnaires, which in turn may reduce the burden 

on participants after an intensive workshop day. 

All four papers are based on self-reported data, raising the risk of common method bias. 

The papers focused on subjective aspects, however, including appraisal of the workshop 

quality, outcome expectancy, and perceived impact, that were difficult to capture with other 

methods. Moreover, the papers either combined data from different measurement points 

(Paper 2) or applied different scale types (Paper 3), which Podsakoff, MacKenzie, & Podsakoff 

(2012) have recommended as ways to reduce the influence of common method bias. 

Another limitation is that most of the employed items were newly developed and some 

lack a thorough validation. The development of new items was necessary, however, as previous 

research has not provided appropriate instruments and items that match the purpose of the 

studies of the present dissertation. Future studies will have to confirm the reliability and 

validity of the applied items and scales. 

 

5.3. Lessons learned: Recommendations for practice and future research  

Recommendations for practice. The following five recommendations regarding 

intervention implementation and evaluation practice are derived from the findings of the 

thesis: 

1. Evaluations of psychosocial health interventions should be guided by appropriate 

evaluation frameworks, theories, or models that involve process, context, and outcome 
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evaluation, such as the model presented in Paper 1. Furthermore, evaluations should be 

planned thoroughly before an intervention is implemented. As demonstrated in Paper 4, 

it is difficult to answer research questions, which emerge when the data collection is 

already completed, by using secondary data that was captured for other purposes. 

Unstructured data collection following a the more the merrier approach will lead to 

waste of resources rather than increased knowledge. 

2. Instead of focusing on purely numerical process evaluation aspects, such as reach and 

dose delivered, evaluators should place more emphasis on the attitudes, perceptions, 

and intentions of participants, managers, and other stakeholders, as these have a 

considerable influence on intervention outcomes (see Papers 2 and 3). 

3. The enormous potential that process evaluation creates for the purpose of monitoring 

has not yet been fully exploited. Papers 2 and 3, however, have demonstrated that there 

is a strong link between process indicators and intervention outcomes. In future 

intervention projects, process evaluation data therefore should be used to monitor the 

implementation process. This will help to detect implementation failures even during 

the implementation process, and will allow for active intervention in this process if 

necessary. 

4. Intervention implementers should try to raise expectancies of positive outcome, as high 

expectancies seem to correlate to high perceived impact (see Paper 2). Implementers, 

however, must also prevent intervention participants from developing expectations that 

are too high or otherwise unrealistic, as unfulfilled expectations can lead to withdrawal 

(see Paper 4). Here, too, process evaluation can facilitate the monitoring of 

participants’ expectations.  

5. In cases where an intervention targets an organization as a whole, evaluation 

implementers must also consider healthy employees by supporting them in maintaining 

and strengthening their psychosocial resources. Otherwise, healthy employees are 

likely to withdraw (see Paper 4). 
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Recommendations for future research. The following eight recommendations 

regarding future research on process and context evaluation of psychosocial health 

interventions are derived from the findings of the thesis: 

1. As recommended by various authors, setting up a common terminology concerning 

context, process, and outcome evaluation of psychosocial health interventions is 

necessary to make evaluation results comparable, and to facilitate communication 

between researchers, practitioners, and other intervention stakeholders. 

2. Future intervention studies must aim to reduce drop-out rates in order to achieve larger 

study samples, and thus increase the statistical power of the results by testing new 

techniques for linking longitudinal data and studying the impact of incentives. 

3. More studies are needed that link process data (collected during the implementation 

process) with outcome data in a statistical sound way.  

4. Further process indicators should be studied regarding their significance for the 

individual and organizational change processes. Researchers should focus on process 

indicators that could be applied for monitoring the implementation process, in order to 

have the ability to intervene directly in the implementation process if necessary. 

5. Paper 3 indicated that the variance in participants’ workshop appraisals is significantly 

smaller within workshops than between workshops. Future research should study 

workshop appraisals in combination with further process indicators at the team-level, 

such as team reach, using multi-level analysis. Investigating the role of both individual 

and collective workshop appraisals for the overall effectiveness of the intervention 

might help to better understand the change processes that emerge at individual and 

team levels. 

6. As the change process remains a black box, future research should develop instruments 

for collecting information about the change process (see Paper 1). Due to the low 

tangibility of the change process, as a first step, qualitative methods and, in particular 

diary studies might be helpful to make the change process more visible.  
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7. Future meta-analyses and reviews that study the effectiveness of psychosocial health 

interventions should consider information on the process and the context of the 

respective interventions to draw more valid conclusions on the actual effectiveness of 

interventions. 

8. Process indicators (such as outcome expectancy and workshop appraisal) that have 

been proven to be related to outcome measures in interventions that aim to reduce 

work-related stress, or to improve individuals’ ability to deal with stress, should also be 

applied and studied in positive interventions regarding their applicability and 

significance. 

 

5.4. Conclusion  

This thesis has proposed a generic evaluation model for multi-level, multi-component, 

and multi-target interventions and has presented a few relevant process and context factors. 

However, there is still work to be done to increase the quality, comparability, and effectiveness 

of psychosocial health interventions. Apart from disentangling the confusion of terminologies 

and agreeing on common standards, researchers must develop a toolbox containing valid and 

broadly applicable process and context indicators. International collaborations, such as the 

International Process Evaluation Partnership (IPEP) and the International Network for 

Sustainable Organizational Interventions (INSOI), will help to drive these efforts forward 

within the next few years. 

It is to be hoped that this thesis will provide a first impulse toward a common 

understanding of process and context evaluation in the field of psychosocial health 

interventions, and will stimulate the development of concrete process and context indicators in 

future studies. 
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Abstract 

To facilitate systematic evaluation of complex, organizational-level health 

interventions (OHI), this paper aims at developing a context, process and outcome (CPO) 

evaluation model. It builds on previous model developments in the field and advances them 

by clearly defining and relating generic evaluation categories for OHIs.  Context is defined as 

the underlying frame that influences and is influenced by an OHI. Process is differentiated 

into the implementation process, as the time-limited enactment of the original intervention 

plan, and the change process of individual and collective dynamics triggered by the 

implementation process. These processes lead to proximate, intermediate and distal outcomes, 

as all results of the change process that are meaningful for various stakeholders. These 

evaluation categories are further differentiated into intervention phases and the individual, 

leader, group and organisational levels of observation. Finally, a list of possible concepts to 

specify the CPO categories and a case study illustrate the model’s applicability to complex 

interventions. In conclusion, the model supplies a common language for improving 

communication between researchers and company members and will improve the 

comparability and aggregation of evaluation study results.  

 

Keywords: organisational health intervention, evaluation framework, process 

evaluation, context evaluation, outcome evaluation 
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Introduction 

Recent years have seen a rise of work-related health interventions not only targeting 

the individual but the entire organisation, thus referred to as organisational health 

interventions (OHIs; cf. Bauer & Jenny, 2013). 

Compared to the individual level, interventions at the organisational level have 

revealed inconsistent findings and often rather small or even null effects concerning outcome 

evaluation (Semmer, 2006). Systematic evaluations of OHIs are considered being ultimately 

needed, to understand intended and unintended, desirable and undesirable changes, and 

moreover to pass on process and outcome knowledge to other researchers and practitioners in 

the field (Biron, Karanika-Murray, & Cooper, 2012; Cox, Karanika, Griffiths, & Houdmont, 

2007; Nielsen, Taris, & Cox, 2010). However, since OHIs vary in content, composition, 

context, targeted audience and in the desired outcomes of change, it is difficult to develop 

generally applicable evaluation principles (Nielsen & Randall, 2013). A variety of different 

evaluation approaches for OHIs have evolved, which either focus on specific aspects of 

interventions to be evaluated or present general rationales to be further specified and 

operationalized in regard to a specific project (Biron et al., 2012; Biron & Karanika-Murray, 

2014; Nielsen & Abildgaard, 2013; Nielsen & Randall, 2013). Additionally, these approaches 

make use of a diverse terminology, all of which provides a challenge for practitioners and 

intervention researchers to integrate findings across studies and to select an appropriate 

evaluation approach for their own intervention project.  

So far, only a few researchers have published generic models for the evaluation of 

complex OHIs. Some models focus on one evaluation category such as process evaluation 

(Nielsen & Randall, 2013), others are limited to special types of interventions such as 

preventive occupational health and safety interventions (Goldenhar, LaMontagne, Katz, 

Heaney, & Landsbergis, 2001), and still others are rather applicable to single component 

interventions than to multicomponent interventions (Pawson & Tilley, 1997). Many of them 
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display context as the underlying frame of an intervention, but limit it to its hindering or 

facilitating role (cf. Nielsen & Abildgaard, 2013; Nielsen & Randall, 2013; Pawson & Tilley, 

1997). Finally, most of the existing models and frameworks (e.g., Goldenhar et al., 2001; 

Nielsen & Abildgaard, 2013) classify effectiveness research/effect evaluation as an 

autonomous phase after the intervention instead of considering it as a process of continuous 

observation and assessment throughout the intervention. 

Aim and Scope 

To facilitate systematic evaluation of OHIs, well-defined and generally applicable 

evaluation categories are needed. This paper aims at developing a model defining and relating 

generic evaluation categories for OHIs. First, we develop, define and relate the generic 

categories and subcategories of the model. Second, concepts to specify the main categories 

for developing measurable indicators are compiled, considering different intervention 

approaches and principles from the literature. Third, the applicability of the model is 

examined by an illustrative case study.  

Overview of the Model 

The present model differentiates between the three categories context, process and 

outcome evaluation of organisational health interventions and is thus labelled CPO evaluation 

model (see Figure 1). Context is seen as the underlying frame within which an organizational 

health intervention is implemented, change occurs and outcomes emerge. We further 

distinguish between the omnibus context which refers to the general intervention and 

implementation setting, and the discrete context which refers to specific situational variables. 

In regard to the category of process, two subcategories are differentiated: the implementation 

process as the time-limited enactment of all steps and elements of the original intervention 

plan and the triggered change process as all the intended and unintended, observable and 

nonobservable mechanisms of alteration in the intervention context. This leads to outcomes, 

defined as all results of the change process observable and measurable in the intervention 



 56 

context. According to the phase of the change process, alterations of proximate, intermediate 

and long-term outcomes can be distinguished. 

Another important aspect of the model is its grid of phases and levels applied to these 

categories and subcategories. Whereas phases refer to temporal distinctions within the 

implementation process and its discrete context (preparation, action cycle, appropriation), the 

levels refer to hierarchical aspects of the context and the intended intervention outcomes, 

spanning from the individual to the organization. The following description starts with this 

overlaying grid of phases and levels and then proceeds to the categories and subcategories of 

context, process and outcome. 

Figure 1. The context, process, outcome (CPO) evaluation model. O = organisation; G = group; L = 

leader; I = individual.   

 

Intervention Phases and Levels 

Intervention Phases 

OHIs usually consist of several elements such as participatory workshops, survey 
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comprised within an overall intervention architecture, that is, the combination and sequence 

of intervention elements. Furthermore, intervention planning and evaluation concepts usually 

distinguish between three and five intervention phases (Goldenhar et al., 2001; Inauen, Jenny, 

& Bauer, 2012; Mendel, Meredith, Schoenbaum, Sherbourne, & Wells, 2008; Nielsen & 

Abildgaard, 2013; Wimbush & Watson, 2000). They share in common the notion that an 

analysis is needed before actions can be planned and implemented. To reduce complexity, the 

CPO evaluation model proposes three intervention phases: the preparation phase, the action 

cycle phase, and the appropriation phase. 

The first, so-called preparation phase comprises all activities needed to fit the 

intervention to the specific context and to obtain the commitment of the organisation for the 

following phases. This includes, for example, presentations and workshops with decision 

makers, a qualitative analysis of the intervention context, the planning of the intervention 

architecture (who is involved when and how in the OHI), the establishment of a steering 

group and project leader, and so forth. 

The second phase is referred to as the action cycle phase that comprises all activities 

needed to trigger a change process that will improve organisational health on a broad scale. It 

encompasses the sub-phases analysis, action planning, enactment and monitoring. It should be 

noted that we use the term enactment to replace the commonly used term implementation 

(Goldenhar et al., 2001; Mendel et al., 2008; Nielsen & Abildgaard, 2013), as the activities in 

the preparation phase and the final appropriation phase should also be considered as part of 

the implementation process.  

The third phase is named appropriation phase and comprises all activities needed to 

assure the continuation, advancement and diffusion of the change process triggered by the 

previous two phases. This phase refers to the period when intervention implementers and 

researchers usually have left the organisation. At that time, capacities for self-optimization 

have been built up and the organisation and its members have to take over the responsibility 



 58 

for the continuation of the triggered change processes, for example in form of continued, 

repeated action cycles and optimisation processes. As appropriation is a pre-condition for 

achieving sustaining long-term effects, we consider it a crucial element of any OHI 

evaluation.  

Intervention Levels 

OHI aim to impact different levels of an organisation, often referred to as combined, 

individual-organisational or multilevel interventions (Semmer, 2006). In this regard the CPO 

evaluation model distinguishes the levels of individuals/leaders and groups/organisation (cf. 

the IGLO-levels by Nielsen, Stage, Abildgaard, & Brauer, 2013). Thus, outcome evaluation 

should be conducted in consideration of these levels in order to make differentiated 

statements concerning the effectiveness of an intervention. This differentiation is also 

important for the evaluation of the intervention context, where different levels can be of 

importance during different phases: For example, during the preparation phase, organisational 

level factors such as a strategic goals in regard to employee health are of particular 

importance; during the action cycle phase, leadership level factors such as line manager 

attitudes are crucial; during the appropriation phase, group level factors such as team climate 

and capacities for continued optimisation are relevant. 

The Main Categories and Subcategories of the Model 

Context  

For a long time, researchers have considered context to be crucial for understanding 

the causes of success and failure of interventions (Linnan & Steckler, 2002). Context is often 

considered as a process indicator (Linnan & Steckler, 2002; Murta, Sanderson, & Oldenburg, 

2007; van Berkel, Boot, Proper, Bongers, & van der Beek, 2013), but in recent years, the 

perceived importance of and the attention to contextual issues has increased. Slowly but 

surely, context has dissociated itself from process issues, becoming an autonomous and 

meaningful factor in intervention research (e.g., Biron et al., 2012; Randall, Cox, & Griffiths, 
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2007). Research findings demonstrate that context is a very complex and intervention-specific 

factor (Randall et al., 2007; Randall, Nielsen, & Tvedt, 2009) and that its effects can vary 

from subtle to powerful (Johns, 2006). Accordingly, the concept of context is broadly 

discussed in OHI research (Biron et al., 2012) and more broadly in organisational behaviour 

(Griffin, 2007; Johns, 2006; Mowday & Sutton, 1993). Various researchers treat context as an 

unspecific setting parameter that concerns environmental and situational aspects and limit its 

conceptualization to its facilitating and hindering functions (e.g., Johns, 2006; Nielsen & 

Randall, 2013; van Berkel et al., 2013). Moreover, the context of an intervention is often 

considered as an undesired, uncontrollable and unmanageable constraint that could be neither 

predicted nor controlled. For instance, Kompier and Kristensen (2000, p. 177) state that 

“interventions always take place in context, and that this context is not under control of 

scientists”.  

The conceptualisation of context in the CPO evaluation model follows a taxonomy 

proposed by Bauer and Jenny (2013, p. 10, in reference to human resource management 

practices distinguished by Delery & Dotty, 1996): “… the organization as the context of 

[organisational health] interventions might be considered for selecting and targeting the 

intervention [universalistic approach], for adapting the intervention to this context 

[contingency approach], or as the final target and actor of change [configurational approach]”. 

Considering this reciprocal, transformational relationship between context and intervention, 

the CPO evaluation model defines context as the underlying frame that influences and is 

influenced by an organisational health intervention. As such, context is more than a static, 

non-changeable boundary condition; it is a malleable riverbed directing the river of change 

and simultaneously being shaped by the river.   

Omnibus and discrete context. The CPO evaluation model distinguishes the omnibus 

context and the discrete context, as recommended by Johns (2006). The omnibus context 

describes the general intervention and implementation setting: Occupation (who), location 
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(where), time (when) and rationale (why), whereas the discrete context refers to “specific 

situational variables that influence behaviour directly or moderate relationships between 

variables” (Johns, 2006, p. 393). According to Johns (2006; see also Table 1), specific 

situational variables may comprise task aspects (autonomy, uncertainty, accountability, 

resources, etc.), social aspects (social density, structure, influence, etc.) and physical aspects 

(temperature, light, built environment, décor, etc.). Relating to OHI, the omnibus context 

describes the overall setting in which the OHI takes place independently from the three 

intervention phases, whereas the discrete context refers to specific individual, leader, group 

and organisational (IGLO) aspects directly relevant to the implementation and change 

process. Randall and colleagues (2007) further distinguish between two temporal kinds of 

context: The baseline pre-intervention context and the context of activated intervention. The 

CPO evaluation model considers this temporal differentiation by referring to the three above-

described phases. In the preparation phase, the discrete context is often evaluated in regard to 

the question of whether the organisation and its members are ready for the next phase so that 

the implementation process can gain momentum and flow in the action cycle. In the action 

cycle phase, the discrete context is most commonly evaluated in regard to the factors that – 

passively or actively – hindered or promoted the flow of the implementation and change 

process. In the appropriation phase, the discrete context is evaluated in regard to aspects that 

will maintain and further develop the induced changes or if they will be reversed. Figure 2 

illustrates the main questions for evaluating the discrete context with regard to the three 

intervention phases. 
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Figure 2. The main questions for evaluating the implementation process and the discrete context with 

regard to the three intervention phases proposed by the CPO model. IGLO = individual, group, leader, 

organisation. 

 

Process  

Referring to Bauer und Jenny (2013, p. 10), process covers “both the implementation 

processes … and the intended and unintended process of change triggered in organizations 

and their employees, leading to alterations in … outcomes”. Following this understanding, the 

CPO evaluation model distinguishes between the implementation process and the change 

process. 

Implementation process. The CPO evaluation model defines the implementation 

process as the time-limited enactment of all steps and elements of the original intervention 

plan. The intervention plan – or so-called overarching intervention architecture – concerns 

the combination and sequence of single intervention elements that may vary in terms of level 

(IGLO), target audience (e.g., aging workers and specific departments), type (e.g., workshops, 

survey, presentations and practical lessons), implementer (internal or external consultants) 

and so on. Further, the intervention elements can be arranged in parallel (e.g., if they address 
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implementation process? 

Are IGLOs capable of 
maintaining and further 
developing the triggered 

changes?   



 62 

different target groups) or in a sequential order (e.g., if they build on each other). There are a 

range of intervention architectures for OHIs, which usually also incorporate a set of general 

implementation principles to be followed during the process (cf. Table 1). For example, 

during the preparation phase, successful building of a strong coalition of project leaders, 

defining goals and raising awareness and commitment are evaluated (all of which will be part 

of the subsequent discrete context of the action cycle phase). During the action cycle phase, it 

is evaluated if the sequence and linkage of the intervention elements is implemented as 

planned; how employees, managers and other stakeholders perceive the implementation 

process; and if the intervention successfully shapes a favourable discrete context for the 

appropriation phase. The latter means that capacities for self-optimisation are built up so that 

the organisation and its members are capable and willing to further develop the triggers of 

change processes autonomously. In the case of formative evaluation assignments, the progress 

of implementation is monitored continuously in order to make adjustments to the original 

intervention plan if necessary. In the appropriation phase, it is evaluated whether and how the 

further development, maintenance and sustainability of the intervention effects are ensured. 

Figure 2 illustrates the main questions for evaluating the implementation process with regard 

to the three intervention phases. 

For the evaluation of the implementation of single intervention elements, many 

researchers focus on quantitative indicators such as reach (e.g., Glasgow, Lichtenstein, & 

Marcus, 2003) or dose received (cf. Murta et al., 2007). But qualitative implementation 

indicators are also applied (cf. Baril-Gingras, Bellemare, & Brisson, 2012). Commonly, 

researchers apply measures capturing the perceived quality of an intervention element (e.g., 

Aust, Rugulies, Finken, & Jensen, 2010; Nielsen, Randall, & Albertsen, 2007), which has 

proven to be an important factor when doing process evaluation (e.g., Murta et al., 2007; 

Nielsen et al., 2007). However, more research is needed on which indicators concerning the 
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implementation of intervention elements are useful and how the appraisal of particular 

intervention elements influences the overall impact of an intervention.  

Change process. The CPO evaluation model defines the change process as all 

intended and unintended individual and collective dynamics triggered by the implementation 

process, leading to alterations in the organisation and its members. Thus, the change process 

potentially involves all levels of the intervention context from the individual to the 

organisation (and their environments). As a current overview of OHI approaches shows 

(Bauer & Jenny, 2013), change processes include, for example, individual and organisational 

learning, social processes, taking over others’ perspectives, realisation of jointly developed 

action plans for improving work, organisational structure and strategy.  

Regarding the timeline of change, the CPO evaluation model is based on the 

assumption that the implementation and change processes in OHIs are initiated with the 

beginning of the preparation phase. During the action cycle phase and the appropriation 

phase, the change process gains drive and develops its intended dynamics. This is illustrated 

in Figure 1 by the increasing colour density of the change process arrow. Furthermore, the 

arrow suggests that the change process does not end with the appropriation phase. The 

implementation process should trigger changes in the everyday processes and structures in 

organisations leading to short- and long-term outcomes of interest. Due to the multilevel 

nature of OHIs, change can spread beyond the single topics (e.g., coping with stress, 

transformative leadership and teamwork) or particular target audiences (e.g., single divisions 

and risk groups) initially addressed by the intervention (Karanika-Murray, Biron, & Cooper, 

2012) – leading to unforeseen desirable or undesirable side effects.  

Evaluation of the change process can help to reveal what changes were triggered on 

which level by the implementation process and thus help to better understand the mechanisms 

of change. There is a lot of research on the different types of change: Authors discuss whether 

change should be considered as episodic or continuous (Martins, 2011), exceptional or natural 
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(Tsoukas & Chia, 2001), but when it comes to the assessment of change, most researchers 

focus on aspects of the discrete context that influence or shape the change process in a 

hindering or facilitating way (e.g., Armenakis & Harris, 2009; Tetrick, Quick, & Gilmore, 

2012). As the change process is very complex and only partly observable, it still remains as a 

kind of black box. In practice, intervention implementers usually compare baseline and 

follow-up measures of outcome variables in order to make induced individual and 

organisational changes visible. Research on valid change process indicators is still scarce, but 

the psychosocial mechanisms of change described by Karanika-Murray and Biron (2013) 

demonstrate a promising approach to fill this gap (cf. Table 1).  

Outcomes 

Outcome evaluation is mainly concerned with what effects an intervention has had 

(Goetzel & Ozminkowsky, 2000). The CPO evaluation model defines outcomes as all results 

of the change process that are measurable and at the same time meaningful for the 

organisation, its members, researchers and other stakeholders. The CPO model utilises the 

following three outcome categories: Proximate outcomes, intermediate outcomes and distal 

outcomes. These categories are based on a trichotomy of outcomes commonly used in the 

public health community (e.g., Julian, Jones, & Deyo, 1995; Mark & Henry, 2013; 

McLaughlin & Jordan, 1999; Nutbeam, 1998). As all outcomes manifest in the intervention 

context, proximate, intermediate and distal outcomes can be further observed on all levels of 

individuals, leaders, groups, and the organisation. 

Proximate outcomes, often also labelled as immediate-, initial- or short-term outcomes 

or first-level targets, refer, for example, to individual skills and collective capacities needed 

for the change process (i.e., as part of the discrete context) as well as quick-wins in the form 

of minor but instant structural changes. Intermediate outcomes, often also labelled as 

medium-term outcomes or second-level targets, comprise, for example, changes in job 

demands and resources with regard to work-related processes such as work load or time 
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pressure and social (people-related) processes such as leadership behaviour or social support. 

Distal outcomes refer to the distal objectives of the interventions such as improved individual 

health and increased organisational performance, which often depend on change in the 

intermediate outcomes. These outcomes are often also labelled as the overall objective/goal or 

simply impact. 

In the literature, most intervention process cycles end up with the evaluation phase 

measuring the outcome, impact or effect of the intervention (Inauen et al., 2012; Mendel et 

al., 2008; Nielsen & Abildgaard, 2013). The CPO evaluation model assumes that changes in 

outcomes happen continuously as a result of the change process induced by the continuous 

implementation process; therefore the CPO model depicts evaluation of proximate, 

intermediate and distal outcomes in a separate box of the CPO model. Thus, outcome 

evaluation should not only be considered as an important intervention element where results 

of the change process are fed back into the organisational system at the end of the 

intervention, but also as a continuous observation and assessment of change results 

accompanying the entire implementation and change process, for example, by continuously 

measuring proximal outcomes to show successful growth in these variables. In this regard, 

change in proximate outcomes might already be visible after a project information event 

(preparation phase) or after a particular intervention element, such as a stress-management 

workshop (action cycle phase). Thus, collection and reflection of outcome data are also parts 

of an intervention and can influence the change process (Inauen et al., 2012).  

Possible Concepts for Concrete Indicator Development 

The CPO model defines generic categories, which means that they have to be further 

specified and operationalised by concrete indicators for the purpose of measurement and 

evaluation. Table 1 presents a variety of possible concepts and related indicators for these 

generic categories of the CPO model, considering different intervention approaches and 

principles. The list is not exhaustive and is mainly compiled on the basis of recent 
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intervention and evaluation research in occupational health psychology (cf. Bauer & Jenny, 

2013). The concrete selection of indicators will depend on the specific intervention theories 

and logic; interest of stakeholders; and available resources such as budget, time and 

manpower. The concepts proposed for evaluating the main CPO-categories reveal 

considerable variance in specification, terminology and objective – albeit common themes 

emerge and could be condensed in future work. 

 

Table 1. Possible Concepts to Specify the Main CPO Categories  

CPO Category Possible concepts in the intervention research literature (for concrete 
indicator examples see corresponding references) 

Omnibus 
context 

§ Economic developments, regulatory/trade/economic policies, 
technological innovations, changing worker demographics and labour 
supply (external context; NIOSH, 2002) 
§ Organizational restructuring, new quality and process management 
initiatives, alternative employment arrangements, work/life/family programs 
and flexible work arrangements, changes in benefit and compensation 
systems (organizational context; NIOSH, 2002)  
§ Occupation (who), location (where), time (when), rationale (why) (Johns, 
2006)  

Discrete context  § Climate and culture, task attributes, social-relational aspects of work, 
worker roles, career development (work context; NIOSH, 2002) 
§ Task characteristics, social characteristics, physical characteristics 
(Johns, 2006) 
§ Awareness of norms, diversity, early role clarification, manager 
availability, constructive conflicts (Saksvik et al., 2007) 
§ Line manager attitudes, employee readiness, intervention history 
(Randall et al., 2009) 
§ Stages of change (Prochaska, 2000) 
§ Readiness for change (cf. Weiner, Amick, & Lee, 2008)  
§ Organizational structure/strategy/culture, individual 
competency/motivation/identity (Bauer & Jenny, 2012; 2013) 
§ Mental models of stakeholders (Nielsen & Abildgaard, 2013; Nielsen & 
Randall, 2013) 
§ Organisational resources, psychological resources, facilitating and 
obstructing elements of the design, organization and management of work 
(Randall, 2013) 

Implementation 
Process  

§ Recruitment, reach, dose delivered (number/amount of delivered 
elements), dose received (extent of engagement of participants with the 
intervention), fidelity (extent to which the intervention was implemented as 
planned), participants attitudes to the intervention  (Linnan & Steckler, 2002; 
Murta et al., 2007) 
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§ Perceived quality/sustainability/satisfaction/relevance (Linna, Väänänen, 
Elovainio, Kivimäki, Pentti, & Vahtera, 2011; Nielsen et al., 2007; Veach, 
Rahe, Tolls, & Newhall, 2003)  
§ Reach, Efficacy, Adoption, Implementation, Maintenance (RE-AIM 
criteria; Glasgow et al., 2003)  
§ Thorough diagnosis, definition of goals/vision, raising of shared problem 
awareness, building of coalition of leaders and drivers, lively 
communication, good time management, professional project organization 
and responsibilities, empowerment for self-optimisation, quick wins and 
motivation, process flexibility, monitoring and controlling, anchoring of 
change (12 success factors of change; Gerkhardt & Frey, 2006) 
§ Exposure to components of the intended intervention, employee 
involvement (Randall et al., 2009) 
§ Participation in intervention decision, stakeholder appraisals of 
intervention plans and activities, observable and perceived exposure to 
intervention activities (Randall, 2013) 
§ Multilevel collaboration, active support from managers, explication of tacit 
knowledge, continuous evaluation and adjustment, visualisation of process 
and results, appointment of facilitator, defined project period (Ipsen & 
Andersen, 2013) 
§ Involvement, managerial support, employee supportiveness, unplanned 
consequences (Henning, Reeves & CPH-NEW Research Team, 2013) 
§ Preparation of the work setting, design of the intervention, development 
in the work setting and testing effectiveness, maintenance over time (Best 
practices in positive interventions; Llorens, Salanova, Torrente, & Acosta, 
2013) 
§ Vertical alignment (integration into OHS systems, intervention logics), 
horizontal alignment (employee and organizational needs) and diagonal 
alignment (managerial activities) (von Thiele Schwarz & Hasson, 2013) 
§ Outcome expectancies, coherence, and voluntariness of participation 
(Jenny, Brauchli, Inauen, Füllemann, Fridrich, & Bauer, 2014) 

Change 
Process 

§ Diffusion, shared meaning making, social identity building, social 
comparison processes, interpersonal influences, social learning 
(psychosocial mechanisms of change; Karanika-Murray & Biron, 2013) 
§ Monitoring trends for self-rated health (HealthWatch program; Hasson & 
Villaume, 2013) 

Proximate 
Outcomes 

§ Minor structural modifications (e.g., adapted agendas, rules of 
communication, well-being checks, etc.; cf. Jenny et. al., 2011) 
§ Changes in attitudes, values and knowledge (Nielsen & Abildgaard, 
2013) 
§ Individual motivation/competencies and collective culture/capacities for 
self-optimisation in teams (Jenny & Bauer, 2013) 

Intermediate 
Outcomes 

§ Demand-Control (Karasek, 1979) 
§ Effort-Reward-Imbalance (Siegrist, 1996) 
§ Job demands and resources (Bakker & Demerouti, 2007) 
§ Team Climate (e.g., Anderson & West, 1998) 
§ Opportunities for development, job satisfaction, social support, BMI, 
cognitive stress-reactions, vitality (Nielsen et al., 2006) 
§ Major structural modifications (e.g., flexible working time models, 
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modified organisational code of conduct, etc.) (cf. Jenny et. al., 2011) 
§ Healthy organizational resources and practices: task resources, social 
resources, healthy practices (Healthy & Resilient Organizations [HERO] 
model; Salanova, Llorens, Cifre, & Martinez, 2012) 
§ Individual and collective sense of coherence (Idan, Braun-Lewensohn, & 
Sagy, 2013) 
§ Development of individual resources, changes in procedures and working 
conditions (Nielsen & Abildgaard, 2013) 
§ Collective General Resistance Resources (Vaandraager & Koelen, 2013) 
§ Work-related sense of coherence (Vogt, Jenny, & Bauer, 2013) 
§ Job resources/demands-ratio (Jenny et al., 2014) 

Distal 
Outcomes 

§ Positive mental health such as happiness and life satisfaction (Mental 
Well-being Index WHO; WHO, 1998) 
§ General health, mental health, vitality (health and well-being scales of the 
Copenhagen Psychosocial Questionnaire [COPSOQ]; Kristensen, Hannerz, 
Hogh, & Borg, 2001)  
§ Mental ill health, physical health, overall health status, absenteeism, 
burnout, depression, exhaustion, anxiety (cf. Bambra, Egan, Thomas, 
Petticrew, Whitehead, & Thomson, 2007; Richardson & Rothstein, 2008) 
§ Well-being, organizational performance (Taris & Schreurs, 2009) 
§ Healthy employees (efficacy beliefs, trust, positive emotions, resilience, 
work engagement), healthy organizational outcomes (organizational 
commitment, high performance, customer loyality/satisfaction, corporate 
social responsibility (HERO model; Salanova et al., 2012) 
§ Changes in employee health and well-being, changes in organizational 
health: quality and performance, changes in occupational health and safety 
management (Nielsen & Abildgaard, 2013) 

Note. CPO = context, process, outcome. 

 

Case Study 

Introduction 

OHIs are often implemented simultaneously in several units of an organisation or even 

in several organisations in different economic sectors (cf. Richardson & Rothstein, 2008). 

Beside individual intervention evaluations for each organisation, funding institutions or other 

stakeholders often demand an overall evaluation of the whole intervention project. The 

present case study aims to examine the applicability of the CPO model by illustrating how 

process, context and outcome evaluation of a comprehensive, individual- and organisational-

level stress-management intervention project (see acknowledgements) can be reported in a 

structured and compact way guided by the CPO model.  
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Context 

Information on the omnibus context was obtained from interviews with those 

responsible for the companies’ internal projects at several times. The project took place from 

2008 until 2011 in eight companies with a combined total of over 5,000 employees in 

Switzerland. The intervention included managerial-level courses on health-promoting 

leadership, employee-level stress management courses and team-level workshops that were 

implemented by three consulting firms. Eight companies from heterogeneous branches of 

business such as industry, health care, public administration and services participated. The 

companies varied in size, spanning from 323 to 1,050 employees in the year 2008. They 

varied in their organisational structure in regard to number and size of subsystems, working 

hours (shift work), and so forth. Further, they were located in both the German- and French-

speaking part of Switzerland and varied in regard to the diversity of their staff (nationality, 

sex, level of education). The years from 2008 to 2011 were shaped by the global economic 

crisis, which had a strong impact on some of the companies in terms of job insecurity, layoffs, 

reorganisation and changes in management. Most of the companies were already familiar with 

workplace health promotion programmes.  

Information on the discrete context was obtained from group discussions with the 

steering group and interviews with selected employees during all three intervention phases. 

During the preparation phase, awareness of work-related health disorders and the necessity of 

worksite health promotion were prevalent. Expectations and goals regarding the project were 

relatively broad and open, yet participants demanded that project implementation was serious, 

transparent and results-oriented. Management boards were committed to the project, and 

resources in terms of time and money were allocated. During the action cycle phase, 

structures for change and communication channels were present or newly established, but not 

all communication channels received the same amount of attention (such as email). In most 

companies, the project could build on a culture of communality and fairness with a solution 
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orientation. Where line managers were committed to the project, received support of their 

superiors and were also obliged by them, the implementation could unfold. Yet, readiness for 

change and perceived company fit of the intervention was to some extent ambiguous in the 

larger workforce (especially in the health care and production sectors). Disruption in project 

leadership, fusion of units, cuts in budget or even the threatening of shutdowns severely 

impeded the project in some companies. During the appropriation phase, the importance of 

the role of leadership in regard to work, stress and health was recognised and firmly 

established, for example, through exchange and change of perspective across hierarchies 

during team workshops. Further, the positive experience of appreciative exchange between 

members as well as leaders and communication between departments and hierarchies 

positively influenced the corporate culture.  

Process 

Information on the implementation process was obtained from group discussions with 

the steering group during all three intervention phases, ad-hoc interviews with selected 

employees at site-visits and by short module evaluation questionnaires. We evaluated the 

overall implementation of the intervention architecture during the three intervention phases by 

applying 12 factors of successful implementation processes derived from a broad literature 

review (Gerkhardt & Frey, 2006; factors listed in Table 1). During the preparation phase, the 

companies formed steering groups that were mostly well-anchored in the companies’ various 

departments and had high credibility in the workforce. They established coalitions of leaders 

and project owners consisting in most companies of people with influential positions and 

good connections to the management board. Further, the companies created new structures for 

discussion and optimisation or redesigned established structures for this purpose. With 

information events, they tried to raise problem awareness and commitment to change in the 

larger workforce. During the action cycle phase, the project made use of an employee survey 

with personal feedback and tips that greatly dominated the perceptions of the project. Yet, the 
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survey also raised fear and discomfort, especially with managers who directly had to deal 

with their teams’ results and the evaluation of their leadership behaviour. Further, it was 

experienced as very time-intensive and cognitively demanding. Surveys were synchronised as 

flexibly as possible with subsequent workshops to ensure motivation of the workforce and 

actuality of the results. In any case, the coordination and implementation of the project within 

company routines required considerable effort, and especially, representatives of industry and 

health care asked for more adaptive approaches. But this also applied to employees in the 

service sectors who had to synchronise workshops with the many projects and meetings in 

their business. Finally, the implementers showed creative ways to motivate the workforce for 

participation in surveys and workshops, handing out give-aways such as mugs with project 

logos to keep the project on the minds of the workforce. Overall, 19% of the employees 

participated in stress management courses, 88% of the managers attended leadership courses 

and 34% of all employees participated in team-level workshops. The course quality ratings 

were satisfactory. During the appropriation phase, the companies embedded the intervention 

elements into their regular training routines. Some also continued the steering group, albeit 

under different labelling. Some companies established new positions for worksite health 

promotion and/or combined these with other departments (such as environment, health and 

safety). They also combined their activities with audits such as Health Promoting Hospitals 

or Friendly Workspace and one company established links to the European Network for 

Worksite Health Promotion. Finally, they implemented self-designed barometers and well-

being checks in their team meetings. Information on the change process was not assessed in 

detail due to limited resources and the great number of involved employees. 

Outcome 

Information on outcomes was obtained from an employee survey that was applied at 

three measurement points at one-year intervals as well as from group discussion with the 

steering group, interviews with selected employees and interviews with leaders. Concerning 



 72 

proximate outcomes, the companies reported high awareness and sensitisation in regard to the 

relevance and the ways of reducing work-related stressors and building up resources. They 

built the capacity to see, talk about and act on the issue. Many small structural ameliorations 

were applied such as adapted meeting agendas and conscious planning of work, rules of 

communication, role clarifications, team work, well-being checks, expansion of traditional 

health promoting offers, and so forth. Concerning intermediate outcomes, longitudinal change 

in a ratio of job resources and demands was shown for groups who retrospectively viewed the 

project as high impact vs. medium/low impact. These change patterns were shown for the 

subgroups of employees and leaders separately and also split in regard to different baseline 

levels of job resources and demands. Concerning distal outcomes, changes in negative health 

outcomes such as reduced exhaustion and psychosomatic disorders as well as changes in 

positive health outcome such as enhanced job satisfaction and enthusiasm could be shown.  

Limitations 

It was shown that a thorough evaluation of all CPO categories and subcategories is a 

difficult endeavour requiring a lot of resources and instruments. In many cases, it will not be 

possible to evaluate all these aspects due to scarce resources or limited access to information. 

Furthermore, it can be difficult to specify the CPO categories and develop suitable indicators 

due to the variety of possible concepts. However, the CPO model at least offers an overview 

of which categories could be evaluated and how these categories could be specified. 

Depending on the particular intervention project, evaluators can then consciously decide 

which of these categories should be evaluated and to what extent. The case study also showed 

that it is sometimes difficult to distinguish between aspects of the implementation process and 

the discrete context. The questions displayed in Figure 2 may facilitate the distinction of these 

two categories. The most arguable category of the CPO model is the change process, as it still 

remains a kind of black box. Consequently, more research is needed on how to assess the 

change process. Finally, the CPO model was only tested in two intervention projects so far. 
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Use of the CPO model across diverse OHIs and evaluation studies may produce a systematic 

evidence base, building on generic categories for collecting and reporting data. This will help 

researchers and practitioners to develop more effective and sustainable interventions in the 

future. 

Conclusion 

The CPO evaluation model provides a basis for systematic evaluation of complex 

OHIs in the field by combining context, process and outcome evaluation. It offers generic 

evaluation categories and subcategories that are further differentiated in terms of time and 

hierarchy displayed by a grid of intervention phases and organisational levels. Furthermore, it 

provides a clear taxonomy for a wide range of possible concepts specifying the evaluation 

categories and subcategories. In comparison to similar models, the CPO model (1) uses a 

consistent terminology, (2) assumes a reciprocal relationship between context and the 

intervention, (3) distinguishes the implementation process from the change process, (4) 

assumes a reciprocal relationship between the implementation process and the change context, 

and (5) considers outcome evaluation as continuous observation and assessment of change 

results accompanying the entire intervention. 

Overall, the CPO evaluation model might serve as a shared mental model throughout 

the complex intervention evaluation process by supporting organisational members, project 

leaders, implementers and evaluators in establishing objectives, selecting possible evaluation 

concepts from the OHI literature, developing key indicators, gathering data and reporting 

evaluation results in a structured and compact way. In this way, it supplies a common 

language for improving communication between researchers and company members and will 

improve the comparability and aggregation of evaluation study results.  
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Abstract 

Within comprehensive stress management interventions (SMIs), individual stress 

management courses aim both to change the individual dealing with stress and to develop the 

capacities, motivation, and positive expectancies that drive individual and organizational 

change. Given the increased complexity of comprehensive SMIs as compared to purely 

individual-level interventions, the outcomes are less predictable, and process evaluation 

therefore gains in importance. This study investigates the relationship between outcome 

expectancy for an individual stress management course and the total perceived impact of a 

comprehensive SMI. 

The data for this study came from a comprehensive longitudinal stress management 

intervention study in Switzerland. Data from three different measurement points were 

included in the analyses. Individual and organizational outcome expectancies for stress 

management courses were captured immediately after course completion. Perceived 

individual and organizational impacts of the overall intervention at the two-year follow-up 

survey were used as the outcome measurement. Baseline individual and organizational change 

commitments (as rated by participants) were included in the analyses as possible moderators.  

Regression analyses show that individual and organizational outcome expectancies in 

respect of stress management courses can to some extent predict the perceived impact of the 

intervention as a whole. At the individual level, an intervention will be perceived as most 

successful when participants already have a high individual change commitment and develop 

high outcome expectancies during stress management courses.  

Keywords: stress management intervention, process evaluation, change process, 

outcome expectancy, change commitment 
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Outcome expectancy as a process indicator in comprehensive worksite stress 

management interventions 

In recent years, various studies have shown that work-related stress is associated with 

physical and social health problems for employees and with negative economic consequences 

for organizations (cf., Bond, Flaxman, & Loivette, 2006; van der Hek & Plomp, 1997). This 

insight has prompted an increase in worksite stress management interventions (SMIs) 

addressing psychosocial job-stress factors and coping strategies, and in studies assessing the 

impact of such interventions. Initially, most SMIs were conducted at the individual level 

(Giga, Noblet, Faragher, & Cooper, 2003)—that is, focusing on changing the individual’s 

perception of stress and teaching participants how to cope with stress, which should ideally 

lead to experiencing reduced stress. At the organizational level, however, SMIs that aim at 

promoting organizational change processes—such as reducing organizational stressors or 

enhancing resources—and comprehensive SMIs involving a combined focus on both the 

individual and the organization are gaining increased attention (LaMontagne, Keegel, Louie, 

Ostry, & Landsbergis, 2007).  

Diverse meta-analyses (e.g., Richardson & Rothstein, 2008; van der Klink, Blonk, 

Schene, & van Dijk, 2001) and reviews (e.g., Bambra, Egan, Thomas, Petticrew, & 

Whitehead, 2007; Egan, 2013; Egan et al., 2007; Giga et al., 2003; LaMontagne et al., 2007; 

Murphy, 1996) have sought a) to investigate whether worksite SMIs are effective in general 

and b) to identify the most promising types of worksite SMIs. These reviews and meta-

analyses report generally positive findings for the effectiveness of individual-level SMIs (e.g., 

Richardson & Rothstein, 2008), but relatively few studies have evaluated the effectiveness of 

organizational-level SMIs. Results from these studies are mixed (Egan et al., 2007; Nielsen & 

Abildgaard, 2013), often demonstrating either small or no effects. To an extent, the evidence 

suggests that while some organizational-level interventions have failed at a global level, 
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considerable change has nevertheless occurred in some sub-groups (Biron, Gatrell, & Cooper, 

2010).  

Various authors have recommended that the needs of both the organization and 

individual employees should be addressed by means of comprehensive SMIs comprising 

individually-focused intervention elements such as stress management courses, as well as 

organization-focused intervention elements such as leadership courses and team-level 

workshops (e.g., LaMontagne et al., 2007; Semmer, 2006). In comprehensive SMIs, stress 

management courses often aim both to change the individual dealing with stress and to 

develop the capacities, motivation, and positive expectancies that underpin processes of 

individual and organizational change, which should be mutually reinforcing. The increased 

complexity of comprehensive SMIs means that outcomes are less predictable. In order to gain 

a better understanding of the change processes triggered by such comprehensive 

interventions, and of why some interventions succeed and others fail, more research is needed 

on the process of intervention (Biron, Karanika-Murray, & Cooper, 2012; Cox, Karanika-

Murray, Griffiths, & Houdmont, 2007; Nielsen & Abildgaard, 2013; Nielsen, Fredslund, 

Christensen, & Albertsen, 2006; Semmer, 2006). In recent years, evaluation of the 

intervention process has come to play an essential role in organizational health intervention 

research (Biron & Karanika-Murray, 2014; Randall, 2013), even though “process evaluation 

is still in its infancy and primarily consist of checklists inspired by public health intervention 

literature” (Nielsen, 2013, p. 1) such as the “key process evaluation components” of Linnan 

and Steckler (2002, p. 12).  

In their systematic review of SMIs, Murta, Sanderson, and Oldenburg (2007) identified 

recruitment, dose received, participants’ attitudes and reach as the four most frequently used 

components of process evaluation. Meanwhile, participants’ appraisals of interventions (e.g., 

Nielsen, Randall, Brenner, & Albertsen, 2009; Randall & Nielsen, 2012) have gained 

increased attention; individual perceptions of an intervention seem to exert a strong influence 
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on participants’ behavior, which ultimately influences outcomes (Nielsen, Randall, Holten, & 

Gonzales, 2010; Randall, 2013; Randall, Cox, & Griffiths, 2007). Approaches that link 

process issues and outcome measures are still scarce (Biron & Karanika-Murray, 2014; Murta 

et al., 2007), but all studies that report combined process and outcome evaluation measures 

showed significant relationships (e.g., Bunce & West, 1996; Nielsen, Randall, & Albertsen, 

2007; Randall, Nielsen, & Tvedt, 2009). However, most studies capture quantitative process 

appraisals retrospectively and outcome measures simultaneously, which might carry the risk 

of hindsight biases and prevent that process measures from being used for monitoring 

(Randall et al., 2009; Randall, 2013). 

Turning to the currently available instruments for measuring appraisal in SMI research, 

one is confronted with a range of disparate and for the most part project-specific approaches. 

For instance, researchers have assessed the awareness and involvement of participants 

(Randall, Griffiths, & Cox, 2005), satisfaction with treatment (e.g., Brouwers, Tiemens, 

Terluin, & Verhaak, 2006; Joosen, Frings-Dresen, & Sluiter, 2011), quality and sustainability 

of interventions (Nielsen et al., 2007), and exposure to components of the intervention 

(Randall et al., 2009). Most of these studies capture appraisals of the entire intervention, but 

only a few capture appraisals of particular intervention elements (e.g., session evaluation; 

Busch, Staar, Aborg, Roscher, & Ducki, 2010). In comprehensive interventions, this 

information is needed in order to investigate the effect of a particular component/element and 

to compare it to the effect of other elements. Linking appraisal of particular intervention 

elements with outcome data allows conclusions to be drawn about the importance of 

particular intervention elements to overall impact.  

The present paper aims to investigate whether the outcome expectancy for a particular 

intervention element—in this case, an individual stress management course—is a relevant 

process indicator in SMIs. 
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Outcome Expectancy as Process Indicator in Cognitive Behavior Research 

Outcome expectancy (OE) can be described as the anticipation of a positive or negative 

experience resulting from a given event or behavior. Very early studies in a clinical context 

highlighted the role of OEs in the success of therapies (e.g., Goldstein, 1960), and current 

clinical studies emphasize OE as “a powerful change ingredient” (Constantino, Arnkoff, 

Glass, Ametrano, & Smith, 2011, p. 184).  

According to Bandura (2004), OE is one of the core psychological determinants in 

social cognitive theory. Along with Bandura’s own self-efficacy theory (Bandura, 1997), 

other social cognitive models and theories of health behavior change, such as the health action 

process model (Schwarzer, 2008), the transtheoretical model (Prochaska & Velicer, 1997), the 

theory of planned behavior (Ajzen, 1991), and the cognitive phenomenological model of 

stress and coping (Lazarus & Folkman, 1984) all use OE to explain behavior change. While 

the definition and importance of OE varies across theories and models, all of them assume a 

significant association between positive OE for a particular behavior and the likelihood that 

the behavior will actually ensue (cf., Williams, Anderson, & Winett, 2005). These theories 

usually understand OEs as expectancies resulting from self-directed behavior change and 

therefore assume that OEs will influence a person’s decision to engage in the particular 

behavior, or not. 

To date, only a few studies have explored OE in the context of organizational research. 

Ning and Jing (2012) investigated the role of expectation of change outcome at the individual 

level in an organizational change process. They defined expectation of change outcome as 

“one’s expectation of how an organizational change will impact his/her own job” (p. 462), 

and they found that this expectation is positively associated with affective and normative 

commitment to change. Another study (Conklin, Dahlin, & Garcia, 2013) demonstrated a 

positive relationship between OE for career performance and affective commitment. In 

contrast, individual-level worksite SMIs have rarely examined the role of OE in the individual 
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change process. If at all, expectations are captured retrospectively and at the same time as 

outcome measurements, which might be biased (e.g., Randall et al., 2009). For instance, 

Sørensen and Holman (2014) asked the participants, as part of their follow-up, survey “Did 

you expect the project to be successful?” (p. 75). They did not find differences in outcomes 

between the high and the low expectations group, which might be caused by hindsight biases 

or by the simultaneous collection of process and outcome measures. 

However, several studies on increasing physical activity have included OE as a process 

indicator in order to better understand the psychological mechanisms triggering behavior 

change (e.g., Bowe, 2012; Prodaniuk, Plotnikoff, Spence, & Wilson, 2004; Resnick, 

Zimmermann, Orwig, Furstenberg, & Magaziner, 2000; Wójcicki, White, & McAuley, 2009). 

For instance, Maddux, Sherer, and Rogers (1982) demonstrated that manipulative increase of 

OE leads to incremental intentions to perform an outcome behavior. Other studies (Feather & 

Newton, 1982; Feather, Woodyatt, & McKee, 2011) showed that willingness to support an 

activity is influenced by the OE for this activity. In their review of the role of OE in physical 

activity research, Williams et al. (2005) reported mixed results for the relationship between 

OE and physical activity, which may have been caused by differing conceptualizations of OE. 

Aim and Hypotheses 

The present study explores the role of outcome expectancy as a relevant process 

indicator in a comprehensive SMI by investigating the relationship between OEs regarding an 

individual stress management course and the total perceived impact of a comprehensive SMI. 

Figure 1 illustrates the underlying concept of individual and organizational change processes 

in the context of a comprehensive SMI. The baseline survey (t0) stimulates self-reflection and 

communication among the participants and so may be viewed as the starting point of the 

change process (cf., Inauen, Jenny, & Bauer, 2011). The SMI comprises several intervention 

elements—in the present case, leadership courses, stress management courses, and team 

reflection workshops—which together induce processes of individual and organizational 
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change. In the long term, the change process should lead to effects at both individual and 

organizational levels. The present study focuses on non-supervisory employees who 

participated in a stress management course and from whom OE ratings of the course were 

available. It is assumed that their OEs have an influence on the individual and organizational 

change processes and, as such, on their final perceived impact. As illustrated in Figure 1, four 

hypotheses were proposed, concerning the respective roles of OE and change commitment in 

the process of change in comprehensive SMIs. 

--- Insert Figure 1 about here --- 

In the context of worksite SMIs, OE was defined in terms of participants’ expectations 

of change outcomes in regard to an intervention element. According to the cognitive 

phenomenological model of stress and coping (Lazarus & Folkman, 1984), an individual’s 

expectation of change outcome can be described as a cognitive appraisal of how change will 

influence his/her wellbeing. Research has shown that OE for a particular behavior is 

significantly related to behavioral intentions (Maddux et al., 1982; Williams et al., 2005) and 

to actual behavior (Resnick et al., 2000). Based on these findings, we presumed that the 

individual OE for a stress management course would influence one’s intention to change 

his/her stress-related behavior in response to the course and that this intention to change one’s 

behavior would result in actual behavior change. In other words, an individual with high 

individual OE for a stress management course might be expected to work on improving 

her/his stress-related behavior while an individual with low individual OE might make less 

effort. This change in one’s stress-related behavior is expected to lead to a higher individual 

impact of the SMI and, consequently, will be perceived as such. There are a lot of possibly 

confounding variables that might influence the relationship between OE for the stress 

management course and the perceived impact of the SMI as a whole, such as other 

intervention elements, communication among colleagues, supervisor behavior, etc. However, 

research on the effectiveness of SMIs (e.g., Richardson & Rothstein, 2008) has demonstrated 
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moderate to strong effects for individual interventions on individual outcomes. Therefore, we 

assume that—despite the possible confounding factors—OE for a stress management course 

as an individually focused intervention element will at least partly influence the individual 

change process and, thus, the perceived impact at the individual level. This leads to the 

following hypothesis: 

H1a: Individual OE for a stress management course predicts the perceived individual 

impact of the SMI as a whole. 

Since the individual stress management component of comprehensive SMIs aims to 

empower employees for individual change and to prepare them for the organizational change 

process, we assumed that organizational OE for a stress management course was an appraisal 

of the anticipated organizational impact of the stress management course. As empirical 

research shows that OE in relation to a given project is positively related to a willingness to 

support this project (Feather et al., 2012), we assume that an individual decides whether 

he/she should support and participate in the organizational change process on the basis of this 

appraisal. A high intention to support the organizational change process will manifest itself in 

supportive behavior. In other words, an individual with high organizational OE for a stress 

management course will actively support the organizational change process by, for instance, 

participating in a work group that aims to restructure work routines. This supportive behavior 

will influence the organizational change process and is, thus, expected to lead to a higher 

organizational impact of the SMI and, consequently, will be perceived as such by the 

respective participants. Indeed, an individual employee can influence the organizational 

change process only to some degree. Other influencing factors, such as structural changes, 

might impact the organizational change process to a greater degree. Nevertheless, we assume 

that employees will rate the perceived impact on the basis of changes in their nearest work 

environment. Within this work environment, their own influence on the organizational change 
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process is greater; thus, the impact of organizational OE on perceived organizational impact 

will be substantial. On this basis, we advanced the following hypothesis: 

H1b: Organizational OE for a stress management course predicts the perceived 

organizational impact of the SMI as a whole. 

Commitment is another construct that has been shown to be associated with OE. In a 

study of career performance, Conklin et al. (2013) demonstrated significant correlations 

between OE and affective commitment. In their study of organizational change, Ning and Jing 

(2012) also found high significant correlations between expectation of work-related outcome 

and both affective and normative commitment. The present study investigated the relationship 

between individual and organizational change commitment at baseline and OE in respect of a 

given element of the intervention. Change commitment was measured as a general 

willingness to participate in and support health-promoting change activities. The items were 

directly related to change-supportive behavior. We assumed that this general change 

commitment might influence whether the behavior change intention expressed by OE will 

manifest in actual behavior change. Thus, a moderating role was assumed for commitment to 

change at individual and organizational levels—that is, a high baseline commitment to change 

enhances the likelihood that any behavioral intentions shaped by the OE will result in high 

perceived individual and organizational impact. This leads to the following hypotheses:  

H2a: The relationship between individual OE and perceived impact of the SMI at the 

individual level is moderated by individual change commitment. 

H2b: The relationship between organizational OE and perceived impact of the SMI at 

the organizational level is moderated by organizational change commitment. 

Method 

The Underlying Comprehensive SMI 

The data used for the present analysis (N = 145) came from a longitudinal 

comprehensive SMI study that was implemented in eight medium and large Swiss 
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organizations between 2008 and 2011 (see Acknowledgements). A newly developed 

comprehensive questionnaire, S-Tool, was employed at three measurement points (2008, 

2009, 2010). This was the principal quantitative instrument used to assess job demands, 

resources, health, and wellbeing, also capturing information on commitment to change and 

perceived impact of the SMI. After completion of the survey, the S-Tool provided the 

participants with automatic feedback. Over the course of this SMI, a variety of activities that 

included stress management courses for non-supervisory employees, leadership courses for 

employees with a supervisory function, and team reflection workshops were implemented by 

three consulting firms.  

The stress management courses (one day in duration, with a further half-day for 

refreshers about six months later) took place during the first half of the SMI. Participation in 

this course was mainly voluntary and counted as normal working hours. However, in some 

organizational units with high job demands, participation was mandatory. The main objective 

of these courses was to provide employees with basic knowledge and training in relation to 

stress, stress appraisal, coping strategies, and cognitive restructuring to enable them to cope 

with stress-related issues and to prepare them for the process of individual and organizational 

change. As well as reflecting on individual and team stressors and how to strengthen and 

enhance personal resources, health, and wellbeing, the stress management courses aimed to 

build up motivation and readiness for change while also facilitating the transfer of this newly-

acquired knowledge into daily working life. Although the course content was standardized, 

consultants were allowed to adapt the program to the needs of participants. Across all the 

organizations involved in the SMI, 19% of non-supervisory employees participated in a stress 

management course, which was evaluated at the end by means of a short paper-based 

questionnaire of refreshers. S-Tool data and the data from the course evaluation questionnaire 

were linked by means of a standardized longitudinal code entered by participants.  
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The leadership courses for employees with a supervisory function also took place 

during the first half of the SMI and again lasted for one day, with another half-day for 

refreshers about six months later. Across all organizations, 88% of employees with a 

supervisory function participated in a leadership course. Participation was voluntary and 

counted as normal working hours. The leadership courses aimed to integrate a health 

perspective in everyday leadership routines; recognizing health issues at work, reflecting on 

survey results and developing concrete steps, as well as deepening understandings of 

teamwork, communication and information skills, work design, social support, and delegation 

of tasks. As leadership courses were limited to employees with a supervisory function and 

stress management courses to non-supervisory employees, employees could only attend one 

of the two course types.  

Across all organizations, 34% of all employees participated in a one-day team reflection 

workshop, which again took place during the first half of the SMI. Participation in the 

workshops was voluntary and counted as normal working hours. The mix of workshop 

participants was based on departmental affiliation. The main aims of these workshops were to 

discuss team-related results of the S-Tool survey, to work on strategies for reducing demands 

and strengthening resources, and to develop concrete proposals for reduction of current 

demands and prevention of stress in the future. In contrast to stress management and 

leadership courses, team reflection workshops were open to all employees. That means non-

supervisory employees could participate in stress management courses and team reflection 

workshops; employees with a supervisory function could attend leadership courses and team 

reflection workshops. 

Study Design and Sample 

Stress management course participants who completed the S-Tool survey at t0 and t2 

were included in the present analysis. We deleted those cases with missing data, resulting in a 

final study sample of N = 145.  
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The average age of the participants was M = 38.46 years (SD = 10.52). In total, 62.8% 

of these were male, and 68.1% participated voluntarily in the stress management courses. 

Almost all participants worked full-time (M = 96.17%, SD = 12.56); Job tenure ranged 

between 1 month and 40 years. Around 51% of the participants had also participated in a team 

reflection workshop (in addition to attending a stress management course). Around 83% of 

participants experienced high job satisfaction, and 82% perceived their general health status 

as good or very good. Almost half of the participants suffered regularly from high time 

pressure (50.4%) and fast work pace (41.8%). Supervisor support and colleague support was 

rated as high by the majority of the participants (80%; 79.3%). 

Measures 

Outcome expectancy concerning a stress management course. As worksite SMIs 

had not previously studied the role of OE, the OE-related items were newly developed. On the 

basis of previous research on OE in the organizational sector (e.g., Feather et al., 2012), two 

general items were developed to capture OE for the anticipated individual and organizational 

impacts of the stress management course. Although the stress management courses were 

standardized, the OE items had to be formulated in a very general manner because course 

content varied across the different organizations according to participants’ needs. The course 

evaluation questionnaire administered at the end of the stress management refresher training 

therefore included two general items concerning participants’ OEs at individual and 

organizational levels (“Do you think the [stress management] course will have a positive 

impact on you personally?” and “Do you think the [stress management] course will have a 

positive impact on your organization?”). Items were rated by the participants on a 7-point 

Likert scale from 1 (no, not at all) to 7 (yes, very much).  

Perceived impact of the SMI as a whole. Two general items from a retrospective 

impact assessment scale (cf., Jenny et al., 2014) were used to measure the perceived impact of 

the intervention in its entirety. Participants rated these items at the final measurement point 
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(t2). Like the OE items, one refers to perceived impact at the individual level and one to the 

perceived impact at the organizational level (“Did the activities of the project have a positive 

impact on you personally?” and “Did the activities of the project have a positive impact on 

your organization?). The items concerning the perceived impact were rated on a 7-point 

Likert scale from 1 (no, not at all) to 7 (yes, very much). 

These items, too, were necessarily general because the SMI varied considerably across 

the different organizations. Although the general intervention architecture was standardized 

(i.e., each organization applied the S-Tool survey and offered stress management courses, 

leadership courses, and team reflection workshops), the organizations themselves decided 

whether or not to offer additional intervention elements such as presentations or other health 

promoting activities. Each participant rated the impact of the entire intervention on the basis 

of her/his own individual experiences of the intervention in her/his organization.  

Change commitment. Change commitment was measured as part of the S-Tool. Two 

of the four items addressed individual change commitment, and the other two referred to 

organizational change commitment (from the participants’ point of view). These four items 

were part of an 8-item scale assessing individual and organizational health-oriented readiness 

for change. Validity and reliability analyses of this scale identified individual change 

commitment and organizational change commitment as two of four independent factors (see 

Müller, Jenny, and Bauer (2012) for a detailed description and analysis of the scale). While 

the individual change commitment factor refers to employees’ general willingness to 

participate in improving personal health and the work situation, the organizational change 

commitment factor concerns an organization’s general willingness to introduce measures to 

improve the work situation and the personal health of employees (from the participants’ point 

of view). Items were rated by employees on a 7-point Likert scale from 1 (very little) to 7 (a 

great deal). These change commitment measures were employed at all three measurement 

points. For this study, only baseline measurement was included. Both individual change 
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commitment (Cronbach’s α = .83/.81/.79 [t0/t1/t2]) and organizational change commitment 

(Cronbach’s α = .87/.88/.86 [t0/t1/t2]) demonstrated good scale reliability at all three 

measurement points.  

Data Analysis 

For correlations of study variables, Pearson’s correlation coefficient was calculated. To 

investigate the structural relationship between individual and organizational OE and perceived 

impact at individual and organizational levels, path analysis was applied, using the open-

source software R. 

For analysis of individual and organizational change paths, hierarchical regression 

analysis was applied, using IBM SPSS Statistics. The SPSS add-on PROCESS, developed by 

Hayes (2013), was employed for analysis of interaction effects with mean-centered variables. 

Results 

Descriptives and Inter-Item Correlations 

The average rating of OE was M = 4.99 (SD = 1.11) for individual OE and M = 4.68 

(SD = 1.19) for organizational OE. Voluntary and non-voluntary participants did not differ 

significantly on OE ratings.  

The correlation matrix (Table 1) shows moderately to highly significant correlations 

between individual and organizational OE and perceived impact at individual and 

organizational levels. The two levels of OE show highly significant correlations; the same is 

seen for the two levels of change commitment. Correlations between 

individual/organizational OE and individual/organizational change commitment range from 

.01 to .19.  

--- Insert Table 1 about here --- 
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Path Analysis  

Figure 2 illustrates the results of the path analysis exploring the associations between 

individual and organizational OEs and perceived impact at individual and organizational 

levels, respectively. 

The individual path with individual OE as the independent variable and perceived 

individual impact as the outcome variable was significant (β = .37, p < .001). The same 

applies for the organizational path with organizational OE as the independent variable and 

perceived organizational impact as the outcome variable (β = .19, p < .05). These findings are 

in line with hypotheses 1a and 1b.  

According to the results of the path analysis, there is only a weak, nonsignificant 

relationship between organizational OE and perceived individual impact; the same is true for 

the relationship between individual OE and perceived organizational impact. For this reason, 

it was decided to conduct the moderator analysis separately for the individual and 

organizational change paths.  

--- Insert Figure 2 about here --- 

Moderator Analyses  

First, a hierarchical regression analysis was conducted with perceived individual impact 

as the dependent variable and individual OE and individual change commitment as 

independent variables. The two predictors, OE (β = .39, p < .001) and individual change 

commitment (β = .16, p < .05), each explained a significant proportion of the variance, where 

the inclusion of individual change commitment as an additional predictor resulted in a 

significant increase (ΔR2 = .025, p < .05) of explained variance (R2 = .180) as compared to the 

regression with individual OE as the single predictor (R2 = .155). No multicollinearity was 

found (Tol [Tolerance] = 1.00; VIF [Variance Inflation Factor] = 1.00). 

The next step was to investigate whether there was any significant interaction between 

the predictors; that is, between individual OE and individual change commitment. The 
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interaction of individual OE and individual change commitment was significant 

(b = .18, p < .05), and the inclusion of this interaction resulted in a significant increase (ΔR2 = 

.022, p < .05) of explained variance (R2 = .202). This result is in line with hypothesis 2a. 

Figure 3 illustrates the interaction of the two predictors. 

--- Insert Figure 3 about here --- 

For the moderator analysis of the organizational change path, we conducted a 

hierarchical regression analysis with perceived organizational impact as the dependent 

variable and organizational OE and organizational change commitment as the independent 

variables. The analysis revealed significant standardized coefficients for both predictors, 

organizational OE (β = .233, p < .05) and organizational change commitment (β = .239, p < 

.01), where the inclusion of organizational change commitment as an additional predictor 

resulted in a significant increase (Δ R2 = .056, p < .01) of explained variance (R2 = .128) as 

compared to the model with organizational OE as the single predictor (R2 = .072). No 

multicollinearity was detected (Tol = 1.02; VIF = .98).  

The interaction between organizational OE and organizational change commitment was 

then investigated. Contrary to hypothesis 2b, the interaction was not significant 

(b = .22, p = .08).  

Discussion 

The present study investigated the relationship between OEs of a stress management 

course and the total perceived impact of a comprehensive SMI. It was established that 

individual OE for stress management courses can predict a significant amount of the 

perceived individual impact of an entire comprehensive SMI at follow-up. The same positive 

relationship applies to organizational OE and perceived organizational impact of the 

intervention as a whole. The results of the regression analyses reveal that individual OE has 

stronger predictive power for the perception of individual impact than that of organizational 

OE for the perception of organizational impact. This can be explained by the fact that 
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employees can influence and predict individual changes much more readily than 

organizational changes, as the latter are influenced by several factors that are independent 

from and unpredictable for the individual. The small and mainly nonsignificant correlations 

between individual/organizational OE and individual/organizational change commitment 

indicate the discriminant validity of the newly developed OE measure.  

Interaction analysis demonstrated that high individual change commitment at baseline 

strengthens the relationship between individual OE and perceived individual impact, whereas 

low individual change commitment at baseline weakens this association. Consequently, an 

intervention will be perceived as most successful at the individual level when participants 

already have a high individual change commitment at the beginning and develop high 

individual OE during a single intervention element. Individual change commitment should 

therefore be addressed and enhanced at the very beginning in future interventions.  

Detailed analysis of the organizational path revealed that organizational change 

commitment (as rated by employees) acts as an additional predictor for perceived 

organizational impact but does not moderate the relationship between organizational OE and 

perceived organizational impact. The relatively small correlation between organizational 

change commitment and organizational OE aligns with the assumption that organizational OE 

reflects whether the employee is willing to support the organizational change process, whereas 

organizational change commitment reflects how employees perceive their organization’s 

general willingness to change, which does not necessarily coincide. However, both the 

organization’s change commitment and employees’ willingness to support the organizational 

change process seem necessary to raise awareness of organizational impact.  

Although OEs referred here only to stress management courses, OEs could also partly 

predict the perceived overall impact of the entire intervention. This is insofar remarkable as 

the perceived impact of the entire intervention could additionally be influenced by other 
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intervention elements or structural changes. The results indicate that the stress management 

courses played a considerable role in individual appraisal of the entire intervention.  

Strengths and Limitations  

The present study collected process data during the implementation process and linked 

this data with outcome measurements. The availability of matched longitudinal data enabled 

us to study the influence of a single intervention element—that is, a stress management 

course—on the entire intervention change process. The data enabled us to determine the 

prognostic validity of individual and organizational OEs over a period of about eighteen 

months. We were also able to include baseline measures that might influence the individual 

appraisal process from the beginning. Along with the successful application of the OE 

concept to worksite SMI, this study provides new findings about the relationship between OE 

and change commitment.  

All the analyses are based on self-reported data. Therefore, common method variance 

may have led to an exaggeration of the association between OEs and perceived impact 

assessments. The extent to which self-reported data can be considered accurate and reliable is 

frequently discussed (e.g., Cook & Campbell, 1979; Baranowski, 1985; Chan, 2009). 

However, OEs as well as perceived impacts must be collected via self-report questionnaires, 

as they aim to reflect subjective information from the participants’ point of view. The 

meaningfulness of such subjective information in the context of interventions is demonstrated 

by the work of Hasson et al. (2014). They showed that the perceived impact of an intervention 

is strongly associated with psychological intervention outcomes, and that the perceived 

impact is even more important for outcomes than actual exposure to the intervention. Jenny et 

al. (2014) also found that high perceived impact from a retrospective point of view is 

associated with an improvement in the ratio of job resources (e.g., manager and peer support, 

job control) to job demands (e.g., time pressure, qualitative overload).  
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Another limitation lies in the small number of cases (N = 145), which has several 

causes. First, the stress management courses were evaluated only at the time of the refreshers, 

but not all of the main course participants also attended the refresher. Second, matching of the 

stress management course evaluations and the S-Tool survey data was accomplished by 

means of a standardized longitudinal code entered by the participants. On average, only about 

70% of the participants filled in the correct longitudinal code. And finally, missing data 

(around 38%) on the included variables led to a decreased number of applicable cases. In 

total, only 19% of all employees participated in stress management courses. As the majority 

of the study participants attended the stress management course voluntarily, the possibility of 

selection bias exists. However, we found no significant differences between voluntary and 

non-voluntary participants in study variables, although one-third of the study sample 

indicated that their participation was compulsory. It might be that we did not find significant 

differences because of the small study sample or due to the overall high OE ratings.  

We used newly developed instruments since, to date, no suitable measures for capturing 

OE and the perceived impact for SMIs exist. Single item measures were used to keep the 

evaluation questionnaire short to minimize participants’ effort. Although single items are 

often considered critically, there is often no difference in the predictive value of single item 

versus multiple item measures (Bergkvist & Rossiter, 2007). According to Randall (2013), 

“relatively simple questionnaire measures to capture data on perceived intervention quality 

and sustainability can be used to monitor likely employee expectations” (p. 265).  

This study provides no information on the sufficiency and necessity of the stress 

management courses as discussed by Komaki and Goltz (2001). According to them, it would 

be interesting to investigate whether some components of a treatment package are not 

necessary, or whether one component alone might be sufficient. However, in this study, only 

one element—the stress management course—was evaluated. Thus, we are not able to 

compare OEs regarding the different elements. Furthermore, we do not know whether and to 
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what extent other intervention elements, such as experiences from the team reflection 

workshop or the fact that an employee’s supervisor participated in a leadership course, have 

influenced the OE ratings of employees.  

Future Research 

In future research, it would be interesting to compare the OEs triggered by different 

intervention elements and study the interaction of these different OEs. As already 

recommended by Nielsen, Fredslund, and Christensen (2004), future studies should capture 

both employees and managers perceptions. The study results should be replicated with bigger 

study samples to examine the validity of the used instruments. These studies should include 

further influencing variables as well as further proximate and intermediate outcome measures. 

As other studies (e.g., Busch et al., 2010) report similarly high amounts of missing data for 

the process evaluation of single intervention elements, future interventions should emphasize 

the development of strategies to increase response rates for the evaluation of single 

intervention elements.  

Finally, we recommend that future studies use qualitative methods to analyze the 

change process in more detail to better understand how interventions, change intentions, 

behavior change, and perceived impact are related.  

Conclusion 

A newly-developed instrument was used to assess OEs because the instruments in 

current use found in the literature are mainly project-specific and difficult to transfer to 

comprehensive SMIs. The results of the present study indicate that it is worth including OE as 

a process indicator in future studies—either to explaining inter-individual differences in 

respect of intervention impact or as a monitoring instrument for the successful 

implementation of single intervention elements. Additionally, more qualitative studies might 

help to improve understanding of how participants develop high OEs, and on what 

considerations OE ratings are based.  



 106 

References 

Ajzen, I. (1991). The theory of planned behavior. Organizational Behavior and Human 

Decision Processes, 50, 179-211. 

Bambra, C., Egan, M., Thomas, S., Petticrew, M., & Whitehead, M. (2007). The 

psychosocial and health effects of workplace reorganisation. 2. A systematic review of task 

restructuring interventions. Journal of Epidemiology and Community Health, 61(12), 1028–

1037. 

Bandura, A. (1997). Self-efficacy: The exercise of control. New York: W. H. Freeman 

and Company. 

Bandura, A. (2004). Health promotion by social cognitive means. Health Education & 

Behavior: The Official Publication of the Society for Public Health Education, 31(2), 143–

164.  

Baranowski, T. (1985). Methodologic issues in self-report of health behaviour. Journal 

of School Health, 55(5), 179–182. 

Bergkvist, L., & Rossiter, J. R. (2007). The Predictive Validity of Multiple-Item Versus 

Single-Item Measures of the Same Constructs. Journal of Marketing Research, 44(2), 175–

184. 

Biron, C., Gatrell, C., & Cooper, C. L. (2010). Autopsy of a failure: Evaluating process 

and contextual issues in an organizational-level work stress intervention. International 

Journal of Stress Management, 17(2), 135–158.  

Biron, C., & Karanika-Murray, M. (2014). Process evaluation for organizational stress 

and well-being interventions: Implications for theory, method, and practice. International 

Journal of Stress Management, 21(2), 85–111. doi:10.1037/a0033227 

Biron, C., Karanika-Murray, M., & Cooper, C. L. (2012). Organizational interventions 

for stress and well-being – an overview. In C. Biron, M. Karanika-Murray, & C. L. Cooper 



 107 

(Eds.), Improving organizational interventions for stress and well-being. Addressing process 

and context (pp. 1–17). Hove: Routledge. 

Bond, F. W., Flaxman, P. E., & Loivette, S. (2006). A business case for the 

management standards for stress. HSE Research Report RR 431. London. Retrieved from 

http://www.hse.gov.uk/research/rrpdf/rr431.pdf 

 Bowe, C. L. (2012). Exercise for stress management: The role of outcome expectancy. 

University of Canterbury, New Zealand. 

Brouwers, E. P. M., Tiemens, B. G., Terluin, B., & Verhaak, P. F. M. (2011). 

Effectiveness of an intervention to reduce sickness absence in patients with emotional distress 

or minor mental disorders: a randomized controlled effectiveness trial. General Hospital 

Psychiatry, 28(3), 223–229. doi:10.1016/j.genhosppsych.2006.02.005 

 Bunce, D., & West, M. (1996). Stress management and innovation interventions at 

work. Human Relations, 49(2), 209–232. doi:10.1177/001872679604900205 

 Busch, C., Staar, H., Aborg, C., Roscher, S., & Ducki, A. (2010). The neglected 

employees. Work-Life balance and a stress management intervention program for low-

qualified workers. In J. Houdmont & S. Leka (Eds.), Contemporary occupational health 

psychology: Global perspectives on research and practice (pp. 98–123). Oxford, UK: Wiley-

Blackwell. 

 Chan, D. (2009). So why ask me? Are self-report data really that bad? In C. E. Lance & 

R. J. Vandenberg (Eds.), Statistical and methodological myths and urban legends: Doctrine, 

verity and fable in the organizational and social sciences (pp. 309–335). New York, NY: 

Routledge. 

Conklin, A. M., Dahling, J. J., & Garcia, P. A. (2013). Linking affective commitment, 

career self-efficacy, and outcome expectations: A test of social cognitive career theory. 

Journal of Career Development, 40(1), 68–83.  



 108 

Constantino, M. J., Arnkoff, D. B., Glass, C. R., Ametrano, R. M., & Smith, J. Z. 

(2011). Expectations. Journal of Clinical Psychology, 67(2), 184–92.  

Cook, T. D., & Campbell, D. T. (1979). Quasi-experimentation: Design and analysis 

issues. Boston, MA: Houghton Mifflin Company. 

Cox, T., Karanika, M., Griffiths, A., & Houdmont, J. (2007). Evaluating organizational-

level work stress interventions: Beyond traditional methods. Work and Stress, 21(4), 348–

362. 

Egan, M. (2013). Psychosocial interventions and salutogenic organizations: systematic 

review evidence of theory, context, implementation and outcome. In G. F. Bauer & G. J. 

Jenny (Eds.), Salutogenic organizations and change. The concepts behind organizational 

health intervention research. Dordrecht: Springer. 

 Egan, M., Bambra, C., Thomas, S., Petticrew, M., Whitehead, M., & Thomson, H. 

(2007). The psychosocial and health effects of workplace reorganisation. 1. A systematic 

review of organisational-level interventions that aim to increase employee control. Journal of 

Epidemiology and Community Health, 61, 945–954. 

Feather, N. T., & Newton, J. (1982). Values, expectations, and the prediction of social 

action: An expectancy-valence analysis. Motivation and Emotion, 6(3). 

Feather, N. T., Woodyatt, L., & McKee, I. R. (2012). Predicting support for social 

action: How values, justice-related variables, discrete emotions, and outcome expectations 

influence support for the Stolen Generations. Motivation and Emotion, 36(4), 516–528. 

Giga, S., Noblet, A., Faragher, B., & Cooper, C. (2003). The UK perspective: A review 

of research on organisational stress management interventions. Australian Psychologist, 38, 

158–164. 

Goldstein, A. P. (1960). Therapist and client expectation of personality change in 

psychotherapy. Journal of Counseling Psychology, 7, 180–184. 



 109 

Hasson, H., Brisson, C., Guérin, S., Gilbert-Ouimet, M., Baril-Gingras, G., Vézina, M., 

& Bourbonnais, R. (2014). An organizational-level occupational health intervention: 

Employee perceptions of exposure to changes, and psychosocial outcomes. Work & Stress, 

28(2), 179–197. doi:10.1080/02678373.2014.907370 

Hayes, A. F. (2013). Introduction to mediation, moderation, and conditional process 

analysis. New York: The Guilford Press. 

Inauen, A., Jenny, G. J., & Bauer, G. F. (2012). Design principles for data- and change-

oriented organisational analysis in workplace health promotion. Health Promotion 

International, 27(2), 275–83. doi:10.1093/heapro/dar030 

 Jenny, G. J., Brauchli, R., Inauen, I., Füllemann, D., Fridrich, A., & Bauer, G. F. 

(2014). Process and outcome evaluation of an organizational-level stress management 

intervention in Switzerland. Health Promotion International. Advance online publication. 

doi:10.1093/heapro/dat091 

Joosen, M., Frings-Dresen, M., & Sluiter, J. (2011). Process and outcome evaluation of 

vocational rehabilitation interventions in patients with prolonged fatigue complaints. 

International Journal of Behavioral Medicine, 18(2), 160–71.  

 Komaki J. L., & Goltz, S. M. (2001). Within-group research designs: going beyond 

program evaluation questions. In C. M. Johnson, W. K. Redmon, & T. C. Mawhinney (Eds.), 

Handbook of organizational performance: Behaviour analysis and management (pp. 81–137). 

New York: Haworth Press. 

LaMontagne, A. D., Keegel, T., Louie, A. M., Ostry, A., & Landsbergis, P. A. (2007). 

A systematic review of the job-stress intervention evaluation literature, 1990–2005. 

International Journal of Occupational and Environmental Health, 13(3), 268–80. 

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New York: 

Springer. 



 110 

Linnan, L., & Steckler, A. B. (2002). Process evaluation for public health interventions 

and research: An overview. In A. B. Steckler & L. Linnan (Eds.), Process evaluation for 

public health interventions and research (pp. 1–24). San Francisco: Jossey-Bass. 

Maddux, J. E., Sherer, M., & Rogers, R. W. (1982). Self-efficacy expectancy and 

outcome expectancy: Their relationship and their effects on behavioral intentions. Cognitive 

Therapy and Research, 6(2), 207–211. 

Murphy, L. R. (1996). Stress management in work settings: A critical review of the 

health effects. American Journal of Health Promotion, 11(2), 112–35. 

Murta, S. G., Sanderson, K., & Oldenburg, B. (2007). Process evaluation in 

occupational stress management programs: a systematic review. American Journal of Health 

Promotion, 21(4), 248–254. 

Müller, F., Jenny, G. J., & Bauer, G. F. (2012). Individual and organizational health-

oriented readiness for change: Conceptualization and validation of a measure within a large-

scale comprehensive stress management intervention. International Journal of Workplace 

Health Management, 5(3), 220–236. 

Nielsen, K. (2013). Review Article: How can we make organizational interventions 

work? Employees and line managers as actively crafting interventions. Human Relations, 

66(8), 1029–1050. doi:10.1177/0018726713477164 

Nielsen, K., & Abildgaard, J. S. (2013). Organizational interventions: A research-based 

framework for the evaluation of both process and effects. Work & Stress, 27(3), 278–297. 

doi:10.1080/02678373.2013.812358 

Nielsen, K., Fredslund, H., Christensen, K. B., & Albertsen, K. (2006). Success or 

failure? Interpreting and understanding the impact of interventions in four similar worksites. 

Work Stress, 20(3), 272–287. doi:10.1080/02678370601022688 



 111 

Nielsen, K., Randall, R., & Albertsen, K. (2007). Participants’ appraisals of process 

issues and the effects of stress management interventions. Journal of Organizational 

Behavior, 28, 793–810. doi:10.1002/job 

Nielsen, K., Randall, R., Brenner, S.-O., & Albertsen, K. (2009). Developing a 

framework for the “why” in change outcomes: The importance of employees’ appraisal of 

change outcomes. In P. O. Saksvik (Ed.), Prerequisites for healthy organizational change 

(pp. 76–86). Bentham. 

 Nielsen, K., Randall, R., Holten, A.-L., & González, E. R. (2010). Conducting 

organizational-level occupational health interventions: What works? Work & Stress, 24(3), 

234–259. doi:10.1080/02678373.2010.515393 

 Ning, J., & Jing, R. (2012). Commitment to change: Its role in the relationship between 

expectation of change outcome and emotional exhaustion. Human Resource Development 

Quarterly, 23(4), 461–485. 

Prochaska, J. O., & Velicer, W. F. (1997). The transtheoretical model of health behavior 

change. American Journal of Health Promotion, 12(1), 38–48. 

Prodaniuk, T. R., Plotnikoff, R. C., Spence, J. C., & Wilson, P. M. (2004). The 

influence of self-efficacy and outcome expectations on the relationship between perceived 

environment and physical activity in the workplace. International Journal of Behavioral 

Nutrition and Behavioral Activity, 1(7). doi:10.1186/1479-5868-1-7 

 Randall, R. (2013). Process monitoring in intervention research: A “dashboard” with 

six dimensions. In G. F. Bauer & G. J. Jenny (Eds.), Salutogenic organizations and change: 

The concepts behind organizational health intervention research. Dordrecht: Springer. 

Randall, R., Cox, T., & Griffiths, A. (2007). Participants’ accounts of a stress 

management intervention. Human Relations, 60(8), 1181–1209. 

doi:10.1177/0018726707081660 



 112 

 Randall, R., Griffiths, A., & Cox, T. (2005). Evaluating organizational stress-

management interventions using adapted study designs. European Journal of Work and 

Organizational Psychology, 14(1), 23–41. doi:10.1080/13594320444000209 

 Randall, R., & Nielsen, K. M. (2012). Does the intervention fit? An explanatory model 

of intervention success and failure in complex organizational environments. In C. Biron, M. 

Karanika-Murray, & C. L. Cooper (Eds.), Improving organizational interventions on stress 

and well-being: Addressing process and context (pp. 120–134). London: Psychology Press. 

Randall, R., Nielsen, K., & Tvedt, S. D. (2009). The development of five scales to 

measure employees’ appraisals of organizational-level stress management interventions. Work 

& Stress, 23(1), 1–23. doi:10.1080/02678370902815277 

 Resnick, B., Zimmerman, S. I., Orwig, D., Furstenberg, A. L., & Magaziner, J. (2000). 

Outcome expectations for exercise scale: Utility and psychometrics. The Journals of 

Gerontology, 55B(6), 352–356.  

Richardson, K. M., & Rothstein, H. R. (2008). Effects of occupational stress 

management intervention programs: A meta-analysis. Journal of Occupational Health 

Psychology, 13(1), 69–93.  

Schwarzer, R. (2008). Modeling health behavior change: How to predict and modify the 

adoption and maintenance of health behaviors. Applied Psychology, 57(1), 1–29.  

Semmer, N. K. (2006). Job stress interventions and the organization of work. 

Scandinavian Journal of Work, Environment & Health, 32(6), 512–527. 

Sørensen, O. H., & Holman, D. (2014). A participative intervention to improve 

employee well-being in knowledge work jobs: A mixed-methods evaluation study. Work & 

Stress: An International Journal of Work, Health & Organisations, 28(1), 67–86. Retrieved 

from http://www.tandfonline.com/doi/abs/10.1080/02678373.2013.876124 

van der Hek, H., & Plomp, H. N. (1997). Occupational stress management programmes: 

A practical overview of published effect studies. Occupational Medicine, 47(3), 133–141. 



 113 

van der Klink, J. J., Blonk, R. W., Schene, A. H., & van Dijk, F. J. (2001). The benefits 

of interventions for work-related stress. American Journal of Public Health, 91(2), 270–276. 

Williams, D. M., Anderson, E. S., & Winett, R. A. (2005). A review of the outcome 

expectancy construct in physical activity research. Annals of Behavioral Medicine: A 

publication of the Society of Behavioral Medicine, 29(1), 70–79. 

doi:10.1207/s15324796abm2901_10 

Wójcicki, T. R., White, S. M., & McAuley, E. (2009). Assessing outcome expectations 

in older adults: The multidimensional outcome expectations for exercise scale. The Journals 

of Gerontology: Psychological Sciences, 64B(1), 33–40. 

 

  



 114 

Table 1 

Means, Standard deviations, Scale Reliabilities (Cronbach’s α), and Correlations of the Study 

Variables 

    Correlations 

Items/Scale M SD α 1 2 3 4 5 

1. Individual OE  4.99 1.11  -     

2. Organizational OE  4.68 1.19  .51*** -    

3. Individual PI 3.99 1.68  .39*** .24** -   

4. Organizational PI 3.83 1.69  .30** .27** .74*** -  

5. ICC  4.63 1.48 .83 .01 -.11 .16 .08 - 

6. OCC 4.68 1.26 .87 .14 .19* .14 .14 .30** 

Note. OE = outcome expectancy; PI = perceived impact; ICC = individual change commitment; OCC = 

organizational change commitment. Ns range from 115 to 145.  

*p < .05; **p < .01; *** p < .001. 
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Figure 1. Individual and organizational change process in the context of a comprehensive 

SMI. H = hypothesis.  
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Figure 2. Structural equation model of main study variables. OE = outcome expectancy; 

PI = perceived impact. 

* p < .05; *** p < .001. 
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Figure 3. Perceived individual impact as a function of individual outcome expectancy level 

and level of individual change commitment. OE = outcome expectancy; ICC = individual 

change commitment. 
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Structured Abstract 

Purpose – The purpose of this study is to develop and validate a generic and theoretically sound 

process appraisal scale for organizational health intervention elements such as workshops. Moreover, 

this paper intends to study the relationship between participants’ appraisals of a workshop, their output 

satisfaction and their outcome expectancies of the workshop. 

Methods – The study sample is comprised of a total of N = 363 employees from three organizations. 

Each employee participated in one of four different workshop types and completed a short evaluation 

questionnaire at the end of the workshop, which contained a ten-item process appraisal scale and three 

items concerning their satisfaction with the developed measures and their outcome expectancy for the 

workshop.  

Findings – Results from the confirmative factor analysis indicated that a one-factor structure is the 

best solution for the process appraisal scale. Analysis of the intra-class correlation indicated that 23% 

of the variance is at the workshop level. The factor structure was found to be invariant across 

organizations one and two. Furthermore, the results from the structural equation modelling revealed 

that participants’ process appraisals are significantly related to their outcome expectancy, and this 

relationship is mediated by output satisfaction. 

Practical Implications – Participants’ appraisals are important for the success of interventions. Thus, 

participants’ intervention appraisals seem to be helpful for monitoring the implementation process and 

allows for interventions if necessary. 

Originality – Previous research has mainly applied project-specific appraisal scales either without a 

theoretical basis or using a weak theoretical basis. This paper presents a generic and theoretically 

sound process appraisal scale for various organizational health intervention elements. 

 

Keywords: appraisal, process evaluation, employee participation, employee attitudes, organizational 

health intervention 
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Introduction 

During the last 20 years the number of studies focusing on the evaluation of organizational 

health interventions has increased (Cox et al., 2007). The interventions became more complex 

and in the meantime, “developing, implementing, and evaluating organizational interventions 

[…] can be a very complicated matter” (Karanika-Murray et al., 2012, p. 353).  

As effect evaluations revealed inconsistent and partly weak results (Semmer, 2006), 

process and context evaluations gained increasing attention in explaining unexpected results 

and understanding individual and organizational change processes triggered by interventions 

(Biron et al., 2012). One important aspect of process evaluation is the evaluation of the 

implementation process, which can be defined as a “time-limited, actual enactment of all 

steps and elements of the original intervention plan” (Fridrich et al., 2014a, p. 7). The 

implementation process can either refer to particular intervention elements (e.g. workshops, 

surveys etc.) or to the overall intervention architecture, meaning the temporal, structural, and 

contextual combination of elements.  

With regard to the evaluation of the implementation of particular intervention elements, 

most researchers observe and capture mainly quantitative aspects, such as the number of 

participants or the duration and frequency of an intervention element. However, in their 

systematic review, Murta et al., (2007) identified participants’ attitudes apart from 

recruitment, the dose received, and reach-as one of the four most frequently used evaluation 

components in the implementation process in occupational stress-management programs. 

Research that included participants’ attitudes towards intervention elements has shown that 

the more favourable an intervention element’s appraisal, the greater is the likelihood of 

positive work-stress related outcomes (Murta et al., 2007). Further research is still required to 

verify these findings, because the previous instruments used to capture participants’ attitudes 

towards particular intervention elements were rarely theory-based and were mostly project-
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specific, which reduces comparability. Furthermore, in many workshops, specific output is 

developed but the satisfaction associated with that output is rarely evaluated. 

 

Aims 

First, the present paper aims to develop a generic process appraisal scale for organizational 

health intervention elements based on current process evaluation literature. Second, it aims to 

test and validate this new scale. Finally, the paper intends to study the relationship between 

the appraisal of a workshop (measured with this scale), output satisfaction, and participants’ 

outcome expectancies of the workshop. 

 

Process Appraisal  

According to various authors (e.g. Flay et al., 2005; Nielsen et al., 2007), appraisal is an 

important factor when doing process evaluations. Daniels (2011) highlights that intervention 

events and episodes as well as their appraisals influence stress and well-being. Process 

appraisals, with respect to the entire intervention or intervention elements, are increasingly 

captured in organizational health intervention research (e.g., Nielsen et al., 2007; Aust et al., 

2010). These appraisal scales are commonly rated by the participants of the intervention, and 

they are sometimes also labelled as appraisals of interventions (Randall et al., 2009), 

satisfaction with treatment (e.g., see Joosen et al., 2011; Brouwers et al., 2006), session 

evaluation (Busch et al., 2010), or participants’ attitudes towards interventions (Murta et al., 

2007). 

Taking a look at the concrete implementation process measures concerning particular 

intervention elements that have been developed and tested so far, one is confronted with a 

variety of different but mostly project-specific approaches. While some researchers use 

quantitative instruments to measure the participants’ process appraisals of intervention 

elements (e.g., Nielsen et al., 2007; Mohr et al., 2013; Strijk et al., 2011), other researchers 
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use qualitative instruments (e.g., Busch, 2004; Konradt et al., 2000), and still others combine 

quantitative and qualitative evaluations (e.g., Veach et al., 2003). These appraisals are usually 

relatively high, but the sample size is mostly small (Murta et al., 2007). 

Some researchers suggest that it might be valuable to use and adapt concepts/ideas from 

other disciplines, such as psychotherapy (e.g., Semmer, 2012) as this discipline in particular 

“is somewhat ahead of SMI [stress-management interventions] work in its development” 

(Bunce, 1997, p. 2). For instance, Busch (2004) successfully used the session evaluation 

questionnaire (SEQ) by Stiles (1980), which was originally developed for measuring the 

impact of psychotherapy sessions, to build a scale measuring the mood of participants after 

engaging in stress-management training for teams.  

Although process appraisals are increasingly captured in organizational health 

intervention research, there is no common understanding as to what should be subsumed 

under the concept of a process appraisal. Based on process evaluation literature, we identified 

the following five facets as important for the process appraisal of intervention elements: 

(1) valence, (2) complexity, (3) novelty, (4) relevance, and (5) involvement/activation. 

Valence. The first appraisal facet refers to the affective appraisal of an intervention 

element. This overall impression is based on the current mood and previous experiences (with 

interventions) of the individual participant. Furthermore, the general attitude towards the 

intervention project and the emotional appraisal of the group’s atmosphere might shape this 

impression. The overall affective impression can be described as a multifaceted and 

uncontrollable emotion that influences the effectiveness of an intervention element. 

According to Castelfranchi (2000), this emotion can stimulate individuals to identify goals. 

For example, if a workshop triggers pleasurable feelings in a person, such as joy and 

confidence, it is likely that this person will set individual goals on the basis of the workshop 

and engage in the workshop activities. Although, those emotional appraisals are subjective 

and therefore neither justifiable nor predictable, they should be included in the evaluation 
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process of intervention elements because they might influence the impact of this element. The 

SEQ by Stiles (1980), for example, includes a valence item (bad vs. good session), and the 

authors found it to be relevant for measuring the depth/value of a psychotherapy session.  

Complexity. Findings from the field of health education have demonstrated that 

comprehensibility of a program or educational material is an essential precondition for the 

success of health promoting activities (Farin et al., 2013; Bauman, 1997). The SEQ by Stiles 

(1980) includes an item for measuring the difficulty of the session (difficult vs. easy session), 

which was identified as relevant for measuring the smoothness/ease of a psychotherapy 

session. Applied to organizational health interventions, the intervention elements that are used 

should be perceived at a medium level of difficulty and complexity.  

Novelty. The third facet means that the intervention element must convey fairly 

innovative content to be effective. The terms innovativeness and degree of novelty are mostly 

discussed in the context of product development and marketing. A few authors do address 

them within others contexts. For instance, Isaksen and Tidd (2006) describe the degree of 

novelty as an important success factor that is relevant to the processes of change in 

organizations. They emphasize that novelty depends on the beholders’ perspectives; thus, one 

must focus on the perceived degree of novelty in a target group. In the context of adult 

education, Wlodkowski (2008) argues that novelty facilitates the attraction of students’ 

attention. This is in line with research on motivational behaviour, which demonstrates that 

individuals strive for situations with an intermediate level of novelty (Oudeyer et al., 2007). 

Those situations are most rewarding for individuals: they represent a learning challenge, 

while they are still manageable, resulting in a high degree of self-engagement 

(Csikszenthmihalyi, 1991). These findings illustrate that the perceived degree of novelty can 

act as an activating and motivating factor. The SEQ by Stiles (1980) includes an item that 

measures the peculiarity of a session (ordinary vs. special session), and the authors found it to 

be relevant for measuring the depth/value of a session.  
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Relevance. The fourth facet is based on the understanding that an intervention element 

can only be of benefit when the topics covered are relevant to the participants. Recently, 

researchers have been increasingly emphasizing the importance of perceived relevance or 

person-intervention fit (e.g., Nielsen et al., 2007; Randall and Nielsen, 2012). Some 

researchers have already included measures that capture the extent to which an intervention 

fits the participants’ needs. For example, Linna et al. (2011) investigated the connectedness of 

intervention activities to everyday work. Nielsen and Randall (2012) recommend, in their 

evaluation model for organizational-level interventions, using interviews to investigate 

whether the intervention activities targeted the workplace problems and whether the 

intervention tools were appropriate. Individual effectiveness varies between different 

participants, depending on the fit between the delivered intervention and an individual’s needs 

(Kompier and Kristensen, 2000). Despite the fact that a workshop is perceived as 

comprehensive and novel, it may not produce the desired effect because of a lack of relevance 

for individuals. The SEQ by Stiles (1980) includes an item that measures how valuable a 

psychotherapy session was perceived to be by the patient (valuable vs. worthless session) and 

identified it as relevant for measuring the depth/value of a session. 

Involvement/activation. Involvement/activation means the extent to which an individual 

experiences activation, the possibility of participation and the opportunity to put forward their 

own experiences, opinions, and needs. The concept of participation is one of the most 

recognized and well-researched success factors that stimulate processes of change in 

organizational health interventions. Additionally, participatory approaches that are perceived 

as participative by the target group have advantages over non-participatory interventions (e.g. 

Cox et al., 2000; Linna et al., 2011; Nytro et al., 2010; Randall et al., 2009). For instance, 

Nielsen et al. (2007) found that the perceived opportunity to influence an intervention project 

correlates with the overall process appraisal of an intervention. According to Nielsen et al. 

(2010), employee participation has three essential advantages: First, it facilitates access to 
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employees’ specific job expertise and knowledge. Second, it works as an intervention itself, 

because the mere involvement of participants activates various resources, such as increased 

control, respect, and justice perception. And third, it has a positive influence on the change 

process, particularly resistance to change.  

 

Outcome Expectancies 

In the context of organizational health interventions, outcome expectancies can be “defined in 

terms of participants’ assumptions about the consequences of an intervention element” 

(Fridrich et al., 2014b, p. 6). Several researchers have studied outcome expectancy in the 

context of individuals’ behavioural changes and found significant relationships between the 

outcome expectancy of a project/activity/behaviour and the following: responsibility for a 

project (Feather et al., 2012); willingness to support an activity (Feather and Newton, 1982); 

behavioural intentions (Maddux et al., 1982); and outcome behaviours (Resnick et al., 2000). 

There is a lack of studies investigating outcome expectancy in the context of organizational 

health interventions. Bunce (1997) argues that it is likely that session process variables, such 

as expectations, moderate the effectiveness of an intervention. Fridrich et al. (2014b) found 

that the outcome expectancy of a stress-management workshop is able to partly predict the 

perceived individual and organizational impact of the entire stress-management intervention 

in a two-year follow-up. Assuming that an individual’s outcome expectancy reflects their 

assessment of whether changes triggered by an intervention element will influence their well-

being, the outcome expectancy will influence the individual’s decision to participate (or not to 

participate) in measures developed during the intervention element and thus, influence the 

intervention’s impact. 
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Output Satisfaction 

Some intervention elements of occupational health interventions aim to produce concrete 

output. That means a manifest object, such as survey results; a list of activities; task 

allocations/regulations in written form; or even a graph or a table that was developed by 

participants during an intervention activity. A good example is the concept of Health Circles. 

Health circles are an instrument of workplace health promotion that enables participants to 

identify job demands and resources and helps them to develop concrete approaches to 

improve them (Slesina, 2001). In the next step, management decides which measures will be 

realized. The output that is produced in the course of Health Circles plays an important role 

for the effectiveness and success of this instrument, but it is rarely appraised. Some 

researchers have studied the appraisal of measures in greater detail. For example, Linna et al. 

(2011) implemented a participatory intervention on organizational justice perceptions where 

various work groups developed and implemented tailored action plans according to their 

specific groups’ needs. They used five items to evaluate the implementation of the 

intervention from the participants’ views with one item explicitly referring to the appraisal of 

the output. They found significant associations between the appraisals of the implementation 

and various outcome measures, such as improvements in justice perception. 

 

Hypotheses 

As described above, we identified five facets that seem to be relevant for the process appraisal 

of workshops: Valence, complexity, relevance, novelty, and involvement. We assume the 

following: 

Hypothesis 1. The facets of valence, complexity, relevance, novelty, and involvement load on 

one latent factor. 

When workshop participants work together on individual and common themes, planned 

and unplanned group processes and dynamics often emerge to different degrees. These 
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processes and dynamics influence individuals’ appraisals of the respective workshops. Given 

that the final appraisals of the workshops incorporate portions from individuals’ perceptions 

of the workshops and portions from collective appraisals, we suppose the following: 

Hypothesis 2. The participants’ appraisals of the workshops are more similar within 

workshops as opposed to between workshops. 

The five facets of the process appraisal scale were derived from intervention research 

literature that referred to a wide variety of settings to develop a scale, which can be applied to 

different sectors and organizations. Therefore, we hypothesize the following: 

Hypothesis 3. The factor structure of the process appraisal scale is invariant across 

organizations. 

Although outcome expectancy might be influenced by a number of individual and 

organizational factors, such as changes in individuals’ commitment or supervisor support, it 

seems reasonable that participants who rate a workshop as favourable are also more confident 

that the workshop will have positive outcomes. Thus, we assume the following: 

Hypothesis 4. Participants’ process appraisals are positively related to participants’ outcome 

expectancies in this workshop. 

If participants rate the workshop as favourable on the appraisal scale, it is likely that 

they had the opportunity to contribute to the workshop, and in particular, to the development 

of improvement measures, as the process appraisal scale covers the facet of involvement. We 

assume that this results in a rather high output satisfaction. This high output satisfaction 

strengthens trust in the efficacy of the measures and of the entire workshop, which becomes 

apparent in the high outcome expectancies. Thus, we assume the following: 

Hypothesis 5. Participants’ output satisfaction partially mediates the relationship between 

participants’ process appraisals and participants’ outcome expectancies of the workshop. 
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Method 

Intervention Settings 

Participants’ appraisals of workshops were studied across three different organizations in the 

German-speaking part of Switzerland, including different intervention projects and different 

types of workshops. This allowed for an investigation of whether the process appraisal scale 

applied in this study could be used as a general tool for capturing workshop appraisals 

independent of the type of organization, workshop, and target audience. All three intervention 

projects include an online survey, which is applied three times at 12-month intervals. The 

projects were initiated in 2013 and will last until 2015. 

Organization one is a large hospital that implemented a project focusing on the 

introduction of lean-principles in all nursing departments in the hospital. For each department, 

a four-day lean-workshop with representatives from each nursing profession took place. 

During the lean-workshop, the participants discussed the results of the first survey and 

developed improvement measures. Apart from lean-management, the workshop covered 

additional topics, such as work-life balance; team climate; general resources and demands; 

and interprofessional collaboration between nursing staff and physicians. The workshop was 

evaluated at the end of the second and fourth workshop days. For this study, only evaluation 

data from the second day were included.  

Organization two operates in the field of constructing, servicing and maintaining energy and 

telecommunication networks. A work-life balance intervention was implemented at two 

locations. It was comprised of several workshops, including introductory workshops in which 

the results of the first online survey were presented, a skill-development workshop for leaders 

and a team workshop. The leaders’ workshops aimed to enhance health-related knowledge 

and leaders’ skills, while also empowering them to implement workshops with their own 

teams. The team workshops covered an analysis of the work and health situation of the 

respective teams as well as described planning measures for strengthening resources and 
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reducing demands. Refresher workshops for leaders and teams took place six months after the 

primary workshops. For this study, only evaluation data of the main workshops were 

included. 

The same intervention architecture used for organization two was applied to 

organization three, a mail-order pharmacy.  

Employees participated voluntarily in the different workshops during their working 

hours. Taken as a whole, four types of workshops were evaluated (s. Table 1).  

-Insert Table 1 here-  

Sample 

The main sample included all workshop participants who had completed the workshop 

evaluation questionnaire. A total of 416 workshop evaluation questionnaires from 27 

workshops have been returned to our research group. Due to missing values, 53 participants 

were excluded from the analysis. The final sample consisted of N = 363 workshop 

participants from 27 workshops. The average number of workshop participants was 13. Table 

1 provides detailed information concerning the composition of the study sample. 

To investigate the relationship between process appraisal, output satisfaction, and 

outcome expectancy, a reduced sample of n = 266 participants was used due to missing values 

in the additional study variables and given that some workshops’ output satisfaction was not 

captured, as no measures were developed.  

Demographic information about the participants will only be available at a later stage, 

as this information is only captured with the main evaluation questionnaire to ensure 

participants’ feelings of anonymity, even in workshops with few participants. 

 

Design and Procedure 

All workshops were evaluated with the same evaluation questionnaire. Participants 

voluntarily completed the two-page workshop evaluation questionnaire in the presence of the 
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respective workshop instructor(s) at the end of the workshop. Completed questionnaires were 

directly returned to the research group using pre-stamped reply envelopes. 

The overall response rate for the workshop evaluation questionnaire was 91% (ranging 

from 86% to 100% across intervention projects).  

Measures 

Process appraisal. The process appraisal was assessed using a ten-item scale (see Table 2) 

that was developed to capture the appraisals of intervention elements from participants’ 

perspectives. It covers five facets: Complexity (Items 1 & 6), relevance (Items 2 & 7), valence 

(Items 5 & 10), involvement/activation (Items 4 & 9), and novelty (Items 3 & 8). 

Referring to the session evaluation questionnaire (SEQ) by Stiles (1980), we used 

adjective pairs in a 7-point semantic differential format. Participants were asked to state how 

they personally perceived the workshop and to mark a cross in each row at the point that best 

corresponded with their feelings. Each of the five facets was represented by two items. The 

development and selection of items was based on the following: the structural model of 

moods (Becker, 1988); items from the SEQ (Stiles, 1980); and pre-tests within the research 

group. Items 1, 5, 6 and 10 needed to be re-coded to calculate the scale value. The scale was 

applied in German and has a Cronbach’s alpha of .88. 

-Insert Table 2 here-  

Output satisfaction. The workshop evaluation questionnaire included one item to capture 

satisfaction using measures that were developed during the workshop (Overall, how satisfied 

are you with the developed measures?) The items were rated by the workshop participants on 

a 7-point Likert scale from 1 = no, not at all to 7 = yes, very much. 

Outcome expectancy. Outcome expectancy means the prognostic assumptions about the 

consequences of a workshop from the participants’ points of view (Fridrich et al., 2014b). 

The workshop evaluation questionnaire included the following two items concerning the 

outcome expectancy of the participants at individual and team levels (Do you think the 
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workshop will have a positive impact on your work?; Do you think the workshop will have a 

positive impact on your team?) The items were rated by the workshop participants on a 7-

point Likert scale from 1 = no, not at all to 7 = yes, very much. The inter-item correlation was 

.66, p <.001. 

 

Statistical Analyses 

In the first step, we used the entire study sample of N = 363. The structure of the process 

appraisal scale was investigated using a principal component analysis. To test hypothesis 1, a 

confirmatory factor analysis was conducted.  

Hypothesis 2 was tested by calculating the ratio of the between-group variance to the 

total variance, called intra-class correlation (ICC). In this study, the ICC represents the 

percent of variance in the process appraisal that is between workshops. The ICC can be 

calculated using the variance on level 1 (σ2) and the variance on level 2 (τ) (Woltman et al., 

2012). 

ICC =    !
!  !  !!

 

The factorial invariances across the three organizations (hypothesis 2) were tested using 

multiple group analysis (Byrne, 2004). This technique is based on a comparison of the default 

model with a constrained model (i.e., a model with equality constraints on all factor loadings 

and factor variances). Differences in fit indices are used as invariance indicators. As c2 is 

highly influenced by sample size, we used the difference in the root mean square error of 

approximation (RMSEA) and the difference in the comparative fit index (CFI) as decision 

criteria. According to Chen (2007), a ΔRMSEA ≥ 0.015 and ΔCFI ≥ 0.01 indicate non-

invariance. We excluded organization three from the invariance analysis because of its 

relatively small sample size (n = 73). There is no general rule concerning the minimum group 

sample size that is required for performing multiple group analysis, but it is generally 

acknowledged that small sample sizes limit the statistical power of multiple group invariance 
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testing (Kline, 2011). Based on the findings of Meade and Bauer (2007), we assume that a 

minimum of ngroup = 100 is definitively needed to achieve satisfying statistical power and to 

detect non-invariance.  

In the next step, the reduced sample of n = 266 was used to investigate the relationship 

between process appraisal, output satisfaction and outcome expectancies. We tested 

hypothesis three and four with structural equation modelling (SEM) and used the maximum 

likelihood technique. Due to the rather small sample size (in relation to SEM) and non-

normally distributed data, we used bootstrapping (2000 resamples) to receive a greater degree 

of accuracy (Byrne, 2010). In this analysis, IBM SPSS Statistics 19 and the AMOS 19 

software package were used. 

 

Results 

Descriptive Results 

Table 3 displays the correlations of the ten items of the appraisal scale. Correlations range 

between .23 and .75. All correlations are significant at p < .001.  

Output satisfaction (M = 5.53, SD = 1.09) and outcome expectancy (M = 5.78, SD = 

1.17) are significantly intercorrelated (r = .67, p < .001).  

-Insert Table 3 here-  

Testing of Hypotheses 

For testing the structure of the process appraisal scale (hypothesis 1), a principal component 

analysis was first conducted. According to the Kaiser-criterion, which claims that only factors 

with an eigenvalue greater than unity should be extracted (Kaiser, 1961), two factors were 

extracted. The scree test also indicated a two-factor solution. 

In a second step, a confirmatory factor analysis was conducted to test whether the 

hypothesized one-factor structure or a two- or even five-factor structure better fits the data. 

Table 4 shows the fit-indices for the different factor solutions. As none of the proposed factor 
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solutions (model 1, 2, 3) displayed an acceptable fit, we studied the modification indices of 

the hypothesized one-factor structure and found that the error terms of the four variables that 

had to be recoded (variables 1, 5, 6 and 10) seemed to be highly correlated. Correlation 

between the four error terms ranged between .31 and .74 and was significant at p < .001. 

Thus, we tested a fourth model with a one-factor structure and allowed the error terms of 

these four variables to be correlated. This model (model 4) presented a very good fit to the 

data (s. Table 4), which indicates support for hypothesis 1. All factor loadings ranged between 

λ = .40 (item 6) and λ = .78 (item 4) and were significant at p < .001. The single factor 

explained 50% of the total variance and displayed a mean of M = 5.67 (SD = 0.92). The factor 

is significantly correlated with output satisfaction (r = .57, p < .001) and outcome expectancy 

(r = .52, p < .001).  

We also tested the 2- and 5-factor solutions, allowing for the correlation of error terms 

(see model 5 and 6 in Table 4). While model 6 was unidentified, model 5 displayed a very 

good fit. As fit indices of model 4 and 5 were almost identical, we used the hypothesized 

model 4 for further analysis. 

-Insert Table 4 here-  

An analysis of variance showed that on an individual level variance was σ2 = .676 and 

on workshop level variance was τ = .199, which results in an ICC of 0.227. This indicates that 

around 23% of the variance in the appraisal is at the workshop level and 77% is at the 

individual level, supporting hypothesis 2. 

In support of hypothesis 3, the results of the invariance test (s. Table 5) revealed that the 

factor structure of the process appraisal scale is invariant across organizations one and two. 

Although the difference in χ2 is significant, the differences in CFI and RMSEA indicate 

invariance.  

Structural equation modelling was used to investigate the relationship between process 

appraisal and outcome expectancy. The standardized path estimate indicates support for 
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hypothesis 4 in that the path from the process appraisal to outcome expectancy was positive 

and statistically significant (β = .56, p < .001). In other words, workshop participants who 

assessed the workshop as favourable also indicated high outcome expectancies.  

We added output satisfaction to the model (see Figure 1 for the final model) and found 

that output satisfaction was positively related to outcome expectancy (β = .63, p < .001). As 

shown in Figure 1, the path from the process appraisal to output satisfaction also revealed a 

significant positive coefficient (β = .54, p < .001). The path from the process appraisal to 

outcome expectancy became weaker (Δβ = .34) by adding output satisfaction to the model but 

still remained significant (β = .22, p < .01). Although process appraisal appears to have a 

meaningful relationship with outcome expectancy when considered alone, it appears to have a 

lower predictive relevance when considered along with output satisfaction. Thus far, our 

analyses support the mediating role of output satisfaction. To more thoroughly examine 

mediation, we also studied indirect effects. In support of hypothesis 5, process appraisal 

exhibited a statistically significant indirect effect on outcome expectancy through output 

satisfaction (β = .34, 95% CI [.26, .42], p < .001). 

-Insert Figure 1 here-  

Discussion 

The present paper developed and tested a 10-item scale for measuring the appraisal of 

workshops in the context of organizational health interventions. The scale is based on 

findings from process evaluation literature and covers five facets: valence, complexity, 

novelty, relevance, and involvement/activation. As recommended by other researchers 

(Bunce, 1997; Semmer, 2012), the single items were developed on the basis of existing 

instruments from psychotherapy research (structural model of mood, Becker, 1988; SEQ, 

Stiles, 1980). The results suggest a one-factor solution for the process appraisal scale. All 

items display relatively high factor loadings, and the factor structure seems to be invariant 

across organizations one and two. Furthermore, we found that process appraisals are more 
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similar between participants who attended the same workshop than between participants who 

attended different workshops—this was true independent of the workshop types and 

organizations. These results also support the assumption that process appraisals are positively 

related to outcome expectancy ratings. In other words, participants who appraise the 

workshop as favourable also have high outcome expectancies. This relationship is mediated 

by the output satisfaction developed during a workshop. That means participants who rate the 

workshop as favourable are also more likely to be satisfied with the developed measures, 

which in turn leads to high outcome expectancies. This mediating effect might be caused by 

the fact that participants who are highly involved during the workshops—which is included in 

the process appraisal scale—probably also perceive the opportunity to contribute to the 

development of measures, which results in relatively high satisfaction concerning these 

measures. This high satisfaction is likely to strengthen their trust in the efficacy of measures, 

which becomes apparent in high outcome expectancies for the workshop.  

 

Limitations 

Each facet of the process appraisal was represented by only two facets, as we were not able to 

test more items due to the organizations’ limits concerning the length of the workshop 

evaluation questionnaire. Thus, even if the five facets were independent to some extent, it 

would be difficult to find evidence for a 5-factor solution using a ten-item scale. However, the 

results of the confirmative factor analyses do not show any indications that a 5-factor solution 

might be suitable; in fact, the 5-factor solution has the lowest fit indices. After allowing for 

the correlation of error terms of the four recoded variables, the 2-factor solution displays 

almost identical fit indices as the 1-factor solution. Analysis of the 2-factor solution revealed 

high factor loadings on the first factor for the four recoded items and high factor loadings on 

the second factor for the other six items. As we did not find theoretically sound explanations 
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for these results, we assumed that they were caused by the reversed direction of the four 

items, but further studies must prove this assumption. 

The good fit of the 1-factor solution was achieved by allowing for a correlation of 

errors. The correlation of errors seems reasonable from a methodological point of view, as it 

was based on modification indices. This also holds true from a theoretical point of view, as 

only the error terms of the four items that needed to be recoded were allowed to correlate. In 

future research the direction of items should be randomly varied. 

We included only two of the three organizations in the multi-group invariance test, as 

the third organization offered less than 100 cases. Although the number of cases for the other 

two organizations was above 100 (n1 = 107; n2 = 184), the statistical power of the invariance 

testing is considered rather low (cf. Kline, 2011). According to Meade and Bauer (2007), it is 

difficult to detect invariance when the group size is small. The results of the invariance testing 

must be replicated with larger study samples in future research. 

The present study is based on cross-sectional data, as longitudinal data will only be 

available at a later date. However, we think that the present analyses offer interesting 

information that should be amplified with longitudinal data.  

 

Practical Implications and Future Research 

This study has demonstrated that process appraisal, output satisfaction, and outcome 

expectancy are significantly related. The process appraisal scale demonstrated a good internal 

consistency and seems to be applicable to different organizations; however, invariances across 

organizations and workshop types should be confirmed with larger study samples in future 

research. Qualitative data are needed to further validate the process appraisal scale, and 

longitudinal data should be applied to investigate the relationship between process appraisal, 

outcome expectancy, and changes in intervention outcomes.  
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Given that high perceived quality of implementation (Nielsen et al., 2007; Linna et al., 

2011) and high outcome expectancies (Fridrich et al., 2014b) have been proven to be 

associated with positive intervention outcomes, process data on participants’ intervention 

appraisals and outcome expectancies seem to be helpful for monitoring the implementation 

process and for intervening in this process when necessary.  
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Table 1. Composition of the study sample concerning workshop type and organizational affiliation. 

Workshop type Organization 1 Organization 2 Organization 3 Total 

Lean-workshop  107 (92)   107 (92) 

Survey results-workshop  35  (0)  35 (0) 

Leaders workshop  30 (28) 17 (0) 47 (28) 

Team workshop  119 (101) 55 (45) 174 (146) 

Total 107 (92) 184 (129) 72 (45) 363 (266) 

Note: Values in brackets display the composition of the reduced study sample. 
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Table 2. The process appraisal scale. 

Note: Item 1, 5, 6 and 10 need to be recoded for the calculation of the scale value.  
  

Item 
Nr.  very unsure very  

1 comprehensible ¡1 ¡2 ¡3 ¡4 ¡5 ¡6 ¡7 incomprehensible 
2 unimportant ¡1 ¡2 ¡3 ¡4 ¡5 ¡6 ¡7 important 
3 ordinary ¡1 ¡2 ¡3 ¡4 ¡5 ¡6 ¡7 special 
4 monotonous ¡1 ¡2 ¡3 ¡4 ¡5 ¡6 ¡7 vivid 
5 positive ¡1 ¡2 ¡3 ¡4 ¡5 ¡6 ¡7 negative 
6 clear ¡1 ¡2 ¡3 ¡4 ¡5 ¡6 ¡7 unclear 
7 irrelevant ¡1 ¡2 ¡3 ¡4 ¡5 ¡6 ¡7 relevant 
8 well-known ¡1 ¡2 ¡3 ¡4 ¡5 ¡6 ¡7 new 
9 passive ¡1 ¡2 ¡3 ¡4 ¡5 ¡6 ¡7 active 
10 good ¡1 ¡2 ¡3 ¡4 ¡5 ¡6 ¡7 bad 
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Table 3. Correlations for the ten items of the appraisal scale. 

 Correlations 

Item Nr. 1 2 3 4 5 6 7 8 9 10 

1 -          

2 .33 -         

3 .32 .53 -        

4 .39 .50 .61 -       

5 .48 .35 .34 .31 -      

6 .55 .31 .27 .28 .75 -     

7 .41 .54 .55 .64 .36 .28 -    

8 .23 .35 .40 .35 .23 .18 .39 -   

9 .40 .54 .54 .62 .38 .35 .56 .43 -  

10 .58 .51 .43 .41 .63 .61 .43 .28 .49 - 

Note: N = 363. All correlations are significant at p < .001. 
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Table 4. Fit indices for the 4 models.  

Model  χ2 df CFI RMSEA 95 % CI  
  LB 90          UP 90 AIC 

Modell 1 (1 factor) 439.254 35 .766 .179 .164 .194 499.254 

Model 2 (2 factors) 129.778 34 .945 .088 .072 .105 191.778 

Model 3 (5 factors) 111.591 25 .950 .098 .080 .117 191.591 

Model 4 (1 factor + 
correlation of error variances) 52.816 29 .986 .048 .026 .068 124.861 

Model 5 (2 factors + 
correlation of error variances) 52.816 29 .986 .048 .026 .068 124.816 

Model 6 (5 factors + 
correlation of error variances) model unidentified 

Note: N = 363. χ2 = chi-square statistic; df = degrees of freedom; CFI = comparative fit index; 
RMSEA = root-mean square error of approximation; CI = confidence interval of RMSEA; LB = lower 
bound; UB = upper bound, AIC = akaike information criterion.  
All chi-square coefficients are significant at p < .01. 
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Table 5. Invariance of the process appraisal scale across organization 1 and 2.  

Model  χ2 df CFI RMSEA 

Unconstrained 
model 100.710  58 .967 .050 

Constrained 
model 115.629 67 .963 .050 

Model 
comparison Δχ2= 31.841** Δdf  = 10 ΔCFI = .004 ΔRMSEA = .000 

Note: N = 291. χ2 = chi-square statistic; df = degrees of freedom; CFI = comparative fit index; 
RMSEA = root-mean square error of approximation. 
** p < .01. 
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Figure 1. Final model for outcome expectancy. Measurement error terms are not shown. Latent 
constructs are shown in ellipses, and observed variables are shown in rectangles. 

Note: A = appraisal; OE = outcome expectancy; χ2 = chi-square statistic; CFI = comparative fit index; 
RMSEA = root-mean square error of approximation; AIC = akaike information criterion.  
 

** p < .01, *** p < .001 
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Abstract 

Employee surveys are an integral part of organisational health interventions as they are often 

used for initial problem assessment and evaluation purposes. In many cases, they constitute an 

active intervention element. Decreasing participation in such employee surveys is a common 

problem. The underlying reasons for decreasing participation are multifaceted and often only 

superficially investigated. This contribution explores the organisational and individual 

reasons for the decrease in employee survey participation in a comprehensive stress 

management intervention in the workplace. The results show a variety of hindering processual 

and contextual aspects, which might have influenced employees’ willingness to participate. 

Particularly, unfulfilled expectations and inadequate benefits for “healthy participants” seem 

to be important reasons for not continuing with follow-up surveys. 

 

Keywords: response rate, health survey, implementation process, implementation context 
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Introduction 

Worksite health interventions vary in content, design and complexity, but all have one 

thing in common: they aim to trigger change. In order to assess the need for baseline change 

and to measure intervention effectiveness, survey questionnaires are usually administered 

several times (Thompson, Bowen, Croyle, Hopp, & Fries, 1991). High response rates during 

these surveys increase the likelihood of the representativeness of the survey results, and 

therefore, of the reliability of the conclusions. Also, a survey-based analysis can be 

considered an integral part of the overall change process (Inauen, Jenny, & Bauer, 2011), for 

example, participation in the initial survey might trigger critical self-reflection and project 

identification of participating employees.  

Some authors give concrete recommendations in relation to desirable participation 

rates. For example, Davern et al. (2010) consider 70% to be a good response rate for 

telephone health surveys, whereas Parkes and Sparkes (1998) recommend a response rate of 

60% for worksite surveys for reasons pertaining to representativeness. Others state that it 

depends on the organisation’s size and the intended target audience (Baruch, 1999). Some 

interventions, for instance, address the entire worksite population, while others target only a 

sample of this population (Thompson et al., 1991). According to Thompson et al. (1991), 

response rates for worksite-wide questionnaires range from 50 to 80 percent in published 

studies, while response rates in unpublished studies are likely to be considerably lower. 

Besides this vague information on response rates, there is also a lack of information on the 

stability of survey response rates in longitudinal studies.  

As mentioned, worksite health intervention questionnaires are usually applied at 

several time points. Researchers are interested in stable response rates which ideally mean 

high response rates across all measurement points. It can be quite difficult to convince 

employees to complete the same questionnaire twice, and some loss is almost inevitable 

(Parkes & Sparkes, 1998). While participation rates in worksite health interventions and 
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techniques to increase them are frequently addressed (see reviews by Robroek, Van Lenthe, 

Van Empelen, & Burdorf, 2009; Hassard et al., 2012), there is a lack of research exploring 

strategies for ensuring employee retention in employee surveys in worksite health 

interventions. Information on drop-out analysis, which compares respondents and non-

respondents with regard to demographic and psychosocial aspects, can be frequently found in 

health intervention reports (e.g., Jacobsen & Thelle, 1982; Korkeila et al., 2001). However, 

techniques to increase response rates in employee surveys are discussed only marginally in 

the worksite health intervention literature.  

Therefore, this contribution aims to explore why employees decide against continuing 

to participate in longitudinal surveys. First, this contribution will compare baseline-only with 

panel participants of a stress management intervention in the workplace regarding 

demographic variables. In a second step, factors that potentially explain drop-outs will be 

explored based on qualitative data on the implementation process and context of this 

intervention.  

 

Project context 

The data were provided by the SWiNG project (SWiNG is a German acronym for “Stress 

management: effects and benefits of worksite health promotion”), which was implemented in 

eight medium- and large-scale Swiss organisations with a total of 5,000 employees in diverse 

sectors (industrial production companies, a food processing company, a public administration 

service, and hospitals) from 2008 to 2010 (s. acknowledgement). The main quantitative 

assessment instrument was a newly developed comprehensive online questionnaire, S-Tool 

(www.s-tool.ch), which was completed by the participants at three measurement points at 

one-year intervals. This instrument assessed job demands, resources, health and wellbeing 

and included an automated system for providing feedback to participants.  
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The intervention comprised a variety of activities including stress management 

training for employees, managerial training on health promoting leadership, and team 

reflection workshops to improve working conditions, which were implemented by three 

consulting firms. In order to assure a sound data basis for the evaluation of the project, further 

quantitative (evaluation questionnaires) and qualitative evaluation instruments (interviews, 

group discussions and observations) were employed. Detailed information on the SWiNG 

project and its results was presented in the final project evaluation report (Jenny et al., 2011).  

 

Methods 

Besides quantitative measures, various qualitative data collection methods were also 

employed in the project. Three were chosen for the analysis as they covered diverse 

perspectives (e.g., of project leaders, baseline-only and panel participants) and offered the 

most useful information for examining the reasons why participants withdraw from survey 

participation: 

  

• Interviews with project leaders (N = 6) 

• Group discussions with members of the SWiNG groups5 (N = 6)  

• Ad-hoc interviews with employees (with and without supervisory function) on site 

visits (N = 37) 

 

These qualitative data were captured during the second and third measurement points 

in 2009 and 2010 by external project evaluators. All interviews and discussions were 

structured and started with questions concerning participants’ overall impression of the 

                                                                    

5 SWiNG group is defined as a “group within the enterprise supporting internal project management and 

helping to shape project communication” (Jenny et al., 2011, p. 138) 
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project. Further questions referred to specific positive and negative aspects of the project as 

well as facilitating and hindering contextual factors.  

The software, MAXQDA 11, was used for the qualitative data analysis. First, all 

negative statements, which referred either directly to the willingness to participate in the 

survey, or indirectly but with high relevance for survey participation, were identified and 

coded as such. Consequently, these statements were assigned to two main categories (A and 

B) and four subcategories (1 to 4): 

 

A. Implementation Process 

1) Single Intervention Element 

2) Overall Intervention Architecture 

B. Implementation Context 

3) Discrete Context 

4) Omnibus Context 

 

The implementation process refers to the concrete intervention element (here, the S-Tool 

survey) as well as the overall intervention architecture, which covers the implementation of 

the whole project design, including the arrangement and interaction of elements. Based on 

Johns (2006), the category, implementation context, refers to the omnibus context, which 

includes project-independent information on occupation, location, time and rationale, as well 

as to the discrete context, which covers project-related aspects of the organisation, such as 

structure, strategy, culture, and of the individual, such as competence, motivation and identity 

(Bauer & Jenny, 2012). 
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Results 

Survey return rates at the three measurement points 

The absolute and relative return rates of the S-Tool survey at the three measurement 

points (see Table 1) revealed overall desirable participation rates throughout the duration of 

the project. The data also illustrate a notable decrease in survey participation from 71% to 

50% over the two-year period. In terms of complete longitudinal data, only 26% of employees 

completed the questionnaire three times (panel participants). The high participation rates in 

the second and third surveys were due to employees newly entering the survey at the second 

and/or third measurement points. Although some drop-outs might have been the result of 

employee turnover, as indicated by the fluctuating number of employees, it remains unclear 

why a large proportion of remaining employees decided not to participate after the first 

survey.  

 

Table 1. Return rates of the S-Tool survey at the three measurement points in 2008, 2009 and 2010. 

 Measurement points (year) 

 t0 (2008) t1 (2009) t2 (2010) 

Number of employees 4968 5102 4969 

Return (absolute) 3532 3193 2496 

Return (relative) 71% 63% 50% 

 

Baseline-only vs. panel participants 

In the first step, the baseline-only sample was compared with the sample of panel 

participants. There were significant differences in the main socio-demographic variables 

between these groups. While only 17% of baseline-only participants had a position with 

supervisory function, and 56% of them were male, 36% (χ2(1,2730) = 133.79, p <. 001) of 
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panel participants were in managerial positions and 67% (χ2(1,2396) = 33.87, p <. 001) were 

male. Furthermore, these two groups differed in age (t(2755) = -2.91, p < .01). The baseline-

only participants, (M = 38.20; SD = 12.54), were slightly younger than the panel participants, 

(M = 39.49; SD = 10.50). 

 

Reasons for decreasing participation 

The statements were clustered inductively into process- and context-focused problem 

clusters. Clusters with two or fewer statements were excluded. Tables 2 and 3 show the final 

21 clusters, divided into 10 process-focused (Table 2) and 11 context-focused (Table 3) 

problem clusters.  

 

Table 2. Hindering implementation process factors relevant to survey participation. 

Implementation Process 

Single intervention Element (survey) Overall intervention Architecture 

• Technical problems (login) 

• High time expenditure 

• Scepticism about warranty of anonymity 
(longitudinal code) 

• Difficulty/complexity of survey questions 

• Perceived lack of sector-specific survey content 
(especially for hospitals) 

 

 

• Compulsory participation in workshops on the 
basis of survey results  

• Team categorisation defined by project leaders for 
survey feedback did not reflect the real team 
structure  

• Total project duration and intervals between 
surveys were too long 

• Insufficient information management (aims and 
purposes of the entire project, including the 
survey)  
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Table 3. Hindering implementation context factors relevant to survey participation. 

Implementation Context 

Omnibus Context Discrete Context 

• Simultaneous projects within the organisation 
(e.g., multiple surveys) 

• Changes in the economic situation (economic 
crisis) 

• Changes within the organisation (e.g., 
decentralisation, budget/job cuts) 

 

 

• Infrastructural limitations (e.g., computer access 
of field staff) 

• Insufficient provision of resources for individual 
participation (partly, individuals were not released 
from work duties in order to complete the survey)  

• Employees perceived high pressure to participate 

• Unfulfilled employee expectations 

• Individuals with good results in the first survey 
saw no benefit in further participation 

 

Discussion of Results and Solutions for Success 

Because SWiNG was a comprehensive and intensive intervention project, the response 

rates can be considered acceptable. The quantitative comparison of baseline-only and panel 

participants showed that women and employees without supervisory function were more 

likely to withdraw from follow-up surveys than other participants in the SWiNG project. 

These groups should therefore receive special attention in intervention projects.  

The hindering implementation process factors concerning the intervention element 

(Table 2), such as length and complexity of the survey and ensuring anonymity, were in line 

with the literature (e.g., Korkeila et al., 2001). However, Subar et al. (2001) found that shorter 

questionnaires did not always lead to higher response rates. Furthermore, the perceived lack 

of sector-specific survey content (especially healthcare) was mentioned as a reason for not 

engaging in the project and participating in further surveys. 

With regard to the intervention architecture (Table 2), the data revealed that 

compulsory participation in workshops on the basis of survey results, team categorisation 

defined by projects leaders for survey feedback that did not always reflect the real team 

structure, and long project duration negatively impacted on willingness to participate in 
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follow-up surveys. Another important aspect appeared to be the problem of inadequate 

information management. If employees did not understand the purpose of a project element, 

for instance, the need to administer the same questionnaire three times, they were not willing 

to participate in follow-ups. 

Aspects relating to the omnibus context (Table 3) included internal and external 

changes and simultaneous projects within the organisation. If employees were to 

simultaneously complete several surveys for different projects, they were unlikely to 

participate in all surveys. Although it was difficult for intervention project managers to 

actively control all aspects of the omnibus context, they should at least consider them in 

planning and monitoring the intervention.  

On the contrary, discrete context factors were changeable by intervention project 

managers. Discrete context aspects at organisational and individual levels (Table 3) might 

influence the willingness to continue with survey participation. Two examples of discrete 

context were particularly important for longitudinal surveys. The first concerned employees’ 

unfulfilled expectations. Interviewees expected that their supervisors would act in response to 

the survey results, but nothing happened, and some employees saw no point in further 

participation. Others mentioned that stress management courses were planned but were later 

cancelled because of budget cuts. Supervisors and project leaders also referred to the problem 

of unfulfilled expectations. From their perspective, employees expected too much – 

immediate impact – and that things would change without their personal involvement. 

Considering the omnibus context, it is possible that some of these unfulfilled expectations 

were due to changes in the economic situation and budget cuts. It is also possible that better 

communication of project scope might have avoided some unrealistic expectations. 

The second particularly important aspect of discrete context was that individuals with 

good feedback in the first survey saw this as confirmation of their good health status and 

hence, did not consider it necessary to participate further. This may have been due to SWiNG 
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being negatively labelled as stress-management intervention as opposed to health promotion 

intervention in general. However, a detailed drop-out analysis of the SWiNG project (s. Jenny 

et al., 2013) demonstrates the contrary: participants with better job resources remained 

significantly longer on the panel. In spite of these contradictory results, the qualitative data 

should not be depreciated since it was not meant to give a representative overview of the 

whole study sample. Only statements who were mentioned by at least three persons were 

included in the analysis, demonstrating that this information seemed relevant at least for a 

sub-sample. 

The results of the qualitative data analysis show that it is difficult to gain information 

on the true motives for withdrawing from a longitudinal survey. Dillmann (2000) 

recommends asking those persons who decide against repeat participation to return the 

uncompleted questionnaire and provide reasons for their decision. This data might be helpful 

in order to improve current interventions as well as to plan future interventions.  

 

Key messages 

• It is difficult to gather explicit information on reasons for survey withdrawal after the fact. 

Instruments which capture this information need to be employed in the implementation 

process. 

• Unfulfilled expectations of participants are a key reason for survey drop-out and should be 

avoided via clear project communication. 

• If an intervention targets an entire organisation, a strong focus on building and maintaining 

job resources is necessary in order to also motivate “healthy” employees to continue with 

survey participation. 
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