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Abstract

Background: Many organizational interventions aim to improve working conditions to promote and protect
worker safety, health, and well-being. The Workplace Organizational Health Study used process evaluation to
examine factors influencing implementation of an organizational intervention. This paper examines the extent to
which the intervention was implemented as planned, the dose of intervention implemented, and ways the
organizational context hindered or facilitated the implementation of the intervention.

Methods: This proof-of-concept trial was conducted with a large, multinational company that provides food service
through contractual arrangements with corporate clients. The 13-month intervention was launched in five
intervention sites in October 2018. We report findings on intervention implementation based on process tracking
and qualitative data. Qualitative data from 25 post-intervention interviews and 89 process tracking documents were
coded and thematically analyzed.

Results: Over the 13-month intervention, research team representatives met with site managers monthly to
provide consultation and technical assistance on safety and ergonomics, work intensity, and job enrichment.
Approximately two-thirds of the planned in-person or phone contacts occurred. We tailored the intervention to
each site as we learned more about context, work demands, and relationships. The research team additionally met
regularly with senior leadership and district managers, who provided corporate resources and guidance. By
assessing the context of the food service setting in which the intervention was situated, we explored factors
hindering and facilitating the implementation of the intervention. The financial pressures, competing priorities and
the fast-paced work environment placed constraints on site managers’ availability and limited the full
implementation of the intervention.
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Conclusions: Despite strong support from corporate senior leadership, we encountered barriers in the
implementation of the planned intervention at the worksite and district levels. These included financial demands
that drove work intensity; turnover of site and district managers disrupting continuity in the implementation of the
intervention; and staffing constraints that further increased the work load and pace. Findings underscore the need
for ongoing commitment and support from both the parent employer and the host client.

Trial registration: This study was retrospectively registered with the Clinical Trials. Gov Protocol and Results System
on June 2, 2021 with assigned registration number NCT04913168.

Keywords: Organizational interventions, Occupational health and safety interventions, Process evaluation,
Intervention implementation, Total worker health, Food service workers, Participatory intervention, Low wage
workers, Healthy work design

Background
A growing literature emphasizes the importance to
worker safety, health, and well-being of organizational
interventions that improve working conditions by chan-
ging the design, organization and management of work
[1–6]. Despite some inconsistencies across studies [7],
research has demonstrated that organizational interven-
tions to increase decision latitude, reduce work intensity,
support teams, or build leadership have contributed to
improved well-being [8–10], psychological health [10–
14], and reduced sickness absence [11, 14–16]. Incon-
sistencies in the effectiveness of these interventions may
reflect insufficient implementation of the intervention as
well as inadequate fit with the specific setting in which
the intervention is implemented [1, 17–19].
The Workplace Organizational Health Study tested an

intervention to improve the work organization as a
means of promoting and protecting the safety, health,
and well-being of low-wage food service workers. The
study was conducted in collaboration with a food service
organization (the parent employer) that contracted with
client companies (the hosts) to provide staffing for the
hosts’ in-house cafeterias [20]. Food service workers
regularly encounter physically demanding work; job in-
security; uncertainty around work hours, contributing to
instability in earnings; repetitive work; and low job deci-
sion latitude and autonomy [21–24]. The contracted na-
ture of these workplaces blurs accountability for
workers’ health and safety, thereby potentially com-
pounding risks to workers [25]. Increasingly, low-wage
workers are employed under contractual work arrange-
ments such as these [26]. Given their potential impact,
organizational interventions may be of particular import-
ance for these low-wage workers [27, 28]. Furthermore,
understanding the process of implementing interven-
tions in these settings has important implications for
organizational interventions in similar settings.
Process evaluation provides a method for assessing the

implementation of interventions, allowing researchers to
determine the extent to which interventions are

delivered as planned and to identify barriers and facilita-
tors encountered [1, 29–31]. These valuable insights into
implementing interventions contribute to future inter-
ventions and related research [32]. These methods have
been applied broadly in workplace studies to understand
the process of intervention implementation [33–40]. In
this study, the intervention was guided by our prior re-
search [41, 42] and formative research of contextual fac-
tors of this setting [43]. Using qualitative and
quantitative methods, this paper addresses two key ques-
tions related to the implementation of this
organizational intervention: (1) Intervention Implemen-
tation: To what extent was the intervention imple-
mented as planned (fidelity) and what was the “dose” of
intervention implemented? (2) Context and process: To
what extent did the organizational and broader contexts
hinder or facilitate the process of implementing the
intervention? This analysis provides insights on the
process of implementing an organizational intervention
within a low-wage food service setting, and on the chal-
lenges faced in implementing this intervention in a com-
plex, multi-level organization that includes both the
parent employer and host organizations.

Methods
Study design
The Workplace Organizational Health Study was a
proof-of-concept trial designed to test our a priori cen-
tral hypothesis that a multi-level participatory interven-
tion targeting the work organization and environment
could be feasibly implemented and would show promis-
ing improvements in worker health, safety, and well-
being [20]. This paper focuses on the implementation of
the intervention based on process evaluation and post-
intervention interviews with site managers and
leadership.
This study was conducted in collaboration with a

large, multinational company that provides food service
through contractual arrangements with corporate cli-
ents. The participating worksites were located in
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corporate settings in the Greater Boston area of Massa-
chusetts (US). Ten worksites were selected from 60 eli-
gible worksites in the geographical region to participate
in this cluster randomized trial. Following completion of
baseline assessments, worksites were blocked on size
(fewer than 15 employees versus 15 or more employees)
and randomly assigned to each condition (see Fig. 1).
The 13-month intervention was launched in five inter-
vention sites in October 2018. One control site was
closed prior to the end of the study, leaving five inter-
vention sites and four control sites. Post-intervention
data were collected from mid-January 2020 until early
March 2020. Due to increasing restrictions related to the
COVID-19 pandemic, final data collection could not be
completed in four sites, thus leaving only five of the ori-
ginal ten sites in the study. This paper uses qualitative
and quantitative process evaluation data collected during
implementation of the intervention and data from quali-
tative interviews collected at the end of the intervention.
This study was approved by the Harvard T.H. Chan

School of Public Health Institutional Review Board
(Protocol # IRB16–0488). Participants provided

informed consent prior to participating in any data
collection.

Setting
Organizational interventions focused on improving
organizational and psychosocial conditions of work have
been recognized as an important avenue for impacting
workers’ safety, health and well-being. In the United
States as well as elsewhere, such as in the European
Union, Australia, and Canada, employers have obliga-
tions to ensure employees’ health and safety by address-
ing workplace hazards–including those that harm both
physical and mental health–through legislations and oc-
cupational health and safety standards [44–47].
The food service sector accounts for approximately 4.5

million jobs in the U.S., and is expected to grow 17% be-
tween 2020 and 2030–a much higher growth rate than
the average for all occupations [48]. U.S. food service
workers also have higher rates of injuries than the aver-
age of all other industries, [49] and are exposed to a haz-
ardous physical and psychosocial work environment.
Beyond the U.S., many other countries also employ low

Fig. 1 Study Design
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wage workers in the food service sector, who also experi-
ence high rates of injuries and are exposed to similar
hazards in their work environment that can have consid-
erable impacts on their safety, health, and wellbeing. For
example, 59% of workers in the European hospitality
sector report poor quality of work, in terms of low skills
and discretion, discrimination and career prospects [50].

Study population and sample
Eligible worksites employed between 7 and 30 employees
at baseline; were located in the Greater Boston area; had
contracts with their corporate clients that were expected
to last through the intervention period; did not have se-
curity issues limiting investigator access to the worksite;
agreed to the planned data collection efforts; and agreed
to be randomly assigned to the intervention or control
condition following baseline data collection. For the pur-
pose of this manuscript focusing on the process of
implementing the intervention in sites assigned to the
intervention, we focused on the intervention group only.
Although the research team provided informational ma-
terials for site managers to use in introducing the study
to their corporate clients, clients were not directly en-
gaged in the implementation of the intervention.
The research team engaged managers across multiple

organizational levels in the intervention and evaluation.
Site managers were responsible for operations and su-
pervised frontline workers at each worksite. The five site
managers at intervention worksites were central to all
phases of the intervention planning and implementation.
At the leadership level, district managers provided direct
supervision of site managers; additionally, senior leader-
ship representatives from human resources, health and
safety, and operations contributed to planning and
implementing district-level policies and practices. At the
national level, the research team collaborated with a pro-
ject champion who provided corporate-level support for
the study. In addition, frontline workers, including chefs,
cooks, food preparers, servers, dishwashers, and cashiers,
were surveyed at baseline and post-intervention; due to
closures related to the COVID-19 pandemic, post-
intervention survey data collection could not be
completed.

Intervention
Based on guidelines for implementing a Total Worker
Health intervention, the intervention was designed to
improve three working conditions: safety and ergonom-
ics, work intensity, and job enrichment [51]. These
working conditions were identified as priorities based on
formative research conducted in five worksites that were
part of the same company but not part of the proof-of-
concept trial [43]. Four essential elements (leadership
commitment, participation, communication, and

tailoring for fit), defined as mechanisms promoting the
intervention’s intended effects, guided planning and in-
formed intervention implementation. The intervention
focused on two levels: (1) the worksite level, including
site managers as well as frontline workers engaged in
collaboration with site managers, and (2) the leadership
level, including district managers, senior leaders whose
functions were central to the targeted working condi-
tions (e.g., human resources, health and safety, and oper-
ations), and the project champion, who represented
national leadership [52].
At the worksite-level, the research team provided con-

sultation, tools, and technical support to site managers.
A research team member was assigned to be the primary
representative of the project within each worksite, with
responsibility for working with site managers to imple-
ment the intervention related to each of the three se-
quential modules. For each module, the intervention
included (1) site-specific assessments of current working
conditions – including potential challenges, opportun-
ities for improvement, and available tools and resources
– which generated a report and recommendations for
each module; (2) tools for developing and implementing
an action plan to address these recommendations; (3)
consultation and technical support to implement the
recommended solutions for improving the targeted
working conditions, provided through in-person and
phone meetings between the research team representa-
tive and individual site managers, including guidance on
participatory approaches to engage frontline workers in
the change process; (4) tools for engaging frontline
workers in the targeted changes; and (5) training and
group discussions for site managers to facilitate changes
in the Work Intensity and Job Enrichment modules.
At the leadership level, prior to initiating the interven-

tion, the research team reviewed the intervention plans
with senior leadership and district-level managers to en-
sure their commitment to the project. The research
team periodically met with leadership representatives to
identify relevant existing resources, policies and pro-
grams that could support site-specific interventions; ad-
dress barriers and challenges to intervention
implementation; and identify corporate-wide tools and
resources that might align with the intervention and
could be adapted to support the targeted organizational
changes. Meetings with senior and district leadership
also provided an opportunity for dialog, with the aim of
creating feedback loops between the leadership and site
levels throughout planning and implementation of the
intervention. These meetings were conducted in parallel
with the sequential modules.
The intervention focused on three sequentially-

delivered modules aligned with the targeted working
conditions (Fig. 2). Implementation of each module was
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guided by objectives and standardized protocols and
used materials and tools to implement the intervention
related to each site’s identified areas for improvement
within each of the three working conditions. The inter-
vention was structured so that all sites would address
the same three working conditions, although the objec-
tives were tailored to each site based on the site-specific
assessments. The modules included the following:

1) Safety and Ergonomics (e.g., equipment use; slips
and falls; prolonged standing; lifting and carrying
demands). The Safety and Ergonomics assessment
used a walkthrough and interview, conducted by an
industrial hygienist on our research team, to
identify site-specific areas of improvement [53]. The
report informed priority setting for the action plan-
ning process, including development of strategies
for prioritizing actions to address areas for improve-
ment, ways to engage employees in the process, and
identification of needed resources. At the district
management and senior leadership levels, the re-
search team shared an aggregate report of walk-
through results for their review and further
identification of tools and resources to address the
areas needing improvement.

2) Work Intensity (the pace of work and demands
placed on both managers and employees). Work
intensity was often exacerbated by insufficient
staffing, unexpected catering obligations, and

competing demands on the site manager’s time.
The assessment helped to determine priorities for
each site. The research team worked with the site
managers to identify steps to address these
priorities, brainstorm strategies for encouraging
frontline workers’ input on solutions and
implementation, and identify resources and tools to
support each site’s goals. After a review with site
managers, members of the research team discussed
issues contributing to work intensity with senior
leaders and district managers to consider
opportunities to address root causes. In a group
phone discussion, the research team reviewed the
Work Intensity aggregate report with site managers
to brainstorm best practice solutions that could be
applicable to their accounts.

3) Job Enrichment (providing feedback and coaching
to employees and offering opportunities for career
advancement). This module promoted site
managers’ use of an existing corporate tool for
providing coaching and feedback to employees. The
organization’s Human Resources leadership
identified this resource – regularly used to support
productive coaching and feedback at the
management level and above – and provided input
as the research team customized the tool for use
with frontline workers. A webinar introduced an
adapted coaching and feedback tool to site
managers to help them communicate with frontline

Fig. 2 Timeline of intervention activities
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workers to identify opportunities for performance
improvement and career growth on a regular basis.

Throughout the study, the research team also provided
guidance and technical assistance to managers on how
to facilitate a participatory process, focusing specifically
on ways to engage their employees within a demanding
food service setting. The research team developed scripts
for huddles (short team meetings) for each working con-
dition and reviewed them with site managers. Site man-
agers utilized the script to facilitate a huddle (or
multiple huddles) with frontline workers to discuss each
of the working conditions.
The targeted number of visits and calls varied based

on the content of the module. For the Safety and Ergo-
nomics module, the research team targeted three in-
person visits and three phone calls; for the Work Inten-
sity module, the target was two visits and two calls; and
for the Job Enrichment module, the target was two visits
and three calls. The additional meetings for the Safety
and Ergonomics module allowed for discussions of the
assessment reports with the industrial hygienist who
conducted the walk-through [53]. The technical assist-
ance provided during these meetings offered an oppor-
tunity for the site manager and research team member
to discuss progress, challenges, and concerns and to
brainstorm potential solutions and available resources.

Process evaluation
The implementation of the intervention was tracked by
researchers at the site- and leadership-levels using quan-
titative and qualitative methods, thus allowing for tri-
angulation of data across levels and methodologies in
order to identify variations in intervention
implementation.
Quantitative process tracking data monitored fidelity

(the extent to which the intervention was delivered as
planned) and dose (the amount of intervention deliv-
ered), following principles of process evaluation [54].
We tracked implementation of key intervention activities
across the three sequential modules. At the site level, the
research team member responsible for intervention de-
livery at each site documented implementation of inter-
vention activities, including (1) completion of the
assessment for each module, including a report of the
findings and recommendations presented to the site
manager; (2) discussion of plans for implementing the
recommendations using the action planning approach;
(3) in-person and phone meetings with the site man-
agers to provide consultation and technical support to
implement the recommended solutions to improving the
targeted working conditions; (4) implementation of and
participation in training and group activities to facilitate
changes for two of the three modules; and (5)

presentation and review of tools for engaging frontline
workers in the targeted changes. We documented all
intervention contacts, including date, length and method
of contact (i.e., in person or by phone), planned conver-
sation objectives and topics, and materials shared. Infor-
mation was summarized by site, module, and type of
intervention contact, and compared with the targeted
intervention planned. The research team additionally
documented planned intervention interactions that did
not occur. The research team also tracked implementa-
tion of the intervention at the district and senior leader-
ship level and documented participation, contributions
and decisions based on meeting notes.
Qualitative data collected concurrent with and after

intervention implementation used principles of realist
evaluation [55] to assess the context of intervention im-
plementation and explore barriers to and facilitators of
intervention implementation and organizational change.
Using qualitative data, we examined how the defined
“essential elements” (Fig. 2) functioned as mechanisms
of intervention implementation [55]. Qualitative data in-
cluded information from the process tracking system re-
corded systematically by research team members,
including their reflections on intervention delivery, such
as observations on contextual factors and barriers to and
facilitators of intervention implementation; and meeting
notes and minutes from intervention-related meetings
and communications to document the implementation
of the intervention across the five sites and with the na-
tional and district leadership. Qualitative data also in-
cluded post-intervention interviews conducted with
intervention site managers (n = 5), intervention district
managers (n = 2 interviews covering 3 sites), company
national project champion (n = 1), operations manager
(n = 1), human resources manager (n = 1), safety man-
agers (n = 2) and a joint interview with the two research
team interventionists (n = 2). Two of the district man-
agers were each responsible for two of the five interven-
tion sites. Post-intervention interviews were also
conducted with eleven food service workers from one of
the intervention sites.
Qualitative data from 25 post-intervention interviews

and 89 process tracking documents were coded based
on an inductive approach adapted for organizational re-
search [56] and analyzed using thematic analysis [57,
58]. We used these analyses to identify themes regarding
contexts and mechanisms (following our defined essen-
tial elements), based on the principles of realist evalu-
ation [32]. Analyses of qualitative data were conducted
in two rounds. In the first round, one member of the re-
search team reviewed the interview and process tracking
data and assigned codes to relevant sections of the docu-
ments using NVivo 12 (QSR International Pty Ltd.) [59].
This coding was then reviewed by a second member of
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the research team to ensure coding consistency and
identify any differences in interpretation. In the second
round, we grouped coded data from the transcripts and
used process tracking field notes to triangulate and con-
firm the data from the interviews. Of note, neither study
interventionist who was interviewed and developed the
process-tracking documents was involved in the coding
process. However, these study team members did par-
ticipate in our final analysis discussions as a form of re-
search team member checking [60].

Results
Workplace characteristics
Characteristics of the ten worksites participating at base-
line are presented in Table 1. As shown here, one con-
trol site closed in the middle of the study and four
additional sites were closed before data collection was
completed due to COVID-19 related disruptions.

Intervention implementation: results from quantitative
process tracking data
The intervention was implemented at five sites with sup-
port from district managers and senior leadership, focus-
ing on the implementation of three modules that
targeted identified priority working conditions. We

analyzed our process tracking data to assess the extent
to which the intervention was implemented as planned
and the dose of intervention delivered based on number
of contact points (i.e., in-person visits or meetings,
phone calls).

Site level intervention
A member of the research team conducted an assess-
ment related to each module as the basis for recommen-
dations and an action planning process. The assessments
were conducted and reports presented to site managers
of the five intervention sites for each of the three mod-
ules, with the exception of one site, which did not re-
ceive a report for the Job Enrichment module due to
turnover of the site manager.
The intervention plan specified that the research team

would work with site managers to develop an action
plan based on the report for each working condition.
The action planning tool, adapted from a tool already in
use by the company, was intended to offer a structure
for outlining tasks to address the identified problem, a
timeline for task completion, and a strategy for assigning
task completion to specific employees. Based on feed-
back from site managers after the first module, the re-
search team revised the action planning tool for

Table 1 Worksite characteristics

Worksites Client Industry Number of
Frontline
Workers

Account Stabilitya Percent Completed
Intervention Contact
Points

Intervention Sites

1 Law Firm 7 DM turnover (3)
Chef turnover (2)
No final data collection due to
COVID-19

68%

2 Office Park 5b DM turnover (2) 74%

3 Membership organization and Conference
Center

10 Low turnover 63%

4 Banking 20 SM Turnover (4)
DM turnover (2)
No final data collection due to
COVID-19

58%

5 Biopharmaceuticals 20 74%

Control Sites

6 Biopharmaceuticals 7

7 Analytical laboratory instrument and software
company

10

8 Military technology 11 SM Turnover (2)
No final data collection due to
COVID-19

9 Medical School 17 Site closed mid-study

10 Banking 17 SM Turnover (2)
No final data collection due to
COVID-19

a SM Site Manager; DM District Manager (DM turnover not tracked in control sites)
b Met eligibility requirements with additional temporary employees
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simplicity and ease of use. Nonetheless, no site manager
completed the action planning tool for any of the mod-
ules, citing lack of time and job demands as barriers. In-
stead, the research team member reviewed the action
planning process and tool with each site manager and
used site-specific examples to illustrate opportunities for
improvement for each module. Thus, while the action
planning tool itself was not utilized, the concepts out-
lined provided an approach to address priorities identi-
fied through the assessments and develop plans for
making changes during the in-person and phone consul-
tations with the research team.
The targeted number of visits and calls varied based

on the content of each module. As shown in Table 2,
the contact points were lowest for the Job Enrichment
module, which also occurred during a busy holiday time
period that presented significant competing priorities. In
addition, three group sessions were conducted for all site
managers with the goal of coordinating implementation
and communications across intervention sites. Overall,
the research team implemented approximately two-
thirds of the intended contacts with site managers.
The research team offered to attend the huddles with

frontline workers to address issues raised for each of the
working conditions with the intention to encourage dis-
cussion and action planning that would involve both the
site manager and the employees. Research team mem-
bers attended huddles for four of the five sites for the
Safety and Ergonomics module, but were not invited to
attend huddles for the other two modules due to the
sites’ time constraints and competing demands on site
managers and frontline workers.

Leadership intervention
The research team met with senior leadership and dis-
trict manages throughout the intervention, as summa-
rized in Table 3. Rather than targeting a predetermined
number of contacts, the number and type of contacts
with leadership representatives was determined based on
needed input for each module.

Context and process: results from qualitative data
To understand factors influencing intervention imple-
mentation, we analyzed qualitative data to explicate the

extent to which the organizational context hindered or
facilitated the process. Barriers within the work setting
reflected the nature of food service in general, the com-
plexities of the relationships between the parent em-
ployer and the client/host company, and competing
priorities within the specific parent employer. We
adapted the intervention in response to the identified
challenges.
This setting illustrates the challenges of a complex

system with various interacting elements, including
the parent employer, the host organizations and the
frontline workers. The environment was generally
characterized by low profitability, low wages, high
turnover, conflicting demands, and limited potential
to modify the workspace because of the contracting
relationship. Our interviews underscored that schedul-
ing was complicated; frontline workers often worked
multiple jobs to make ends meet and some needed to
balance work with childcare arrangements. Frontline
workers’ low wages contributed to high turnover. This
food service company was competing for skilled staff;
other employers, like hotels and restaurants, could af-
ford to pay more. During the intervention, turnover
presented a significant barrier across multiple levels,
including among district managers, site managers, and
frontline workers, with implications for continuity and
engagement at the site:

“One that we systemically deal with is turnover … ,
from the district level down to the frontline supervi-
sors. So continuity – I mean, if you’re gonna imple-
ment changes, you have to have some continuity.
Someone supports the change and manages it and
implements it and briefs the employees – that’s part
of it.” (District Manager).

“The other piece of it – 14 months in our industry is
an eternity. So when I looked at the accounts that
were in the pilot, there was a lot of turnover in those
positions. So looking at this list [of participating sites
and site managers], he’s gone – he’s gone. He found
another opportunity. That’s part of the lifecycle of
our organization, and in this industry there’s

Table 2 Worksite-level Intervention: Mean number of contact points with Site Managers across the five intervention sites, by
module and type of contact

Module In-person Visits Phone Calls Group training/ discussion Total contact points/planned

Project introduction and cross-site coordination 1/1 NA 1/1 2/2 (100%)

Safety & Ergonomics 2/3 1.8/3 NA 3.8/6 (63%)

Work Intensity 1/2 1.8/2 1/1 3.8/5 (76%)

Job Enrichment .2/2 2/3 .8/1 3/6 (50%)

Total contact points 4.2/8 (53%) 5.6/8 (70%) 2.8/3 (93%) 12.6/19 (66%)
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turnover. So that’s been a bit of a challenge.” (Oper-
ations Manager).

The challenges in the work environment were further
complicated by relationships with host organizations. As
illustrated in the quotes below, responding to client re-
quests was a top priority; and because relationships with
clients were a top priority, site managers were often un-
available to participate fully in the intervention:

“The relationship [is] with the client, so if it’s volatile
or shaky... we don’t want to do anything except
please them and stick to our core business which is
executing food. Right? So anything perceived as tak-
ing away time from that is not helpful.” (National
Project Champion).

“Work intensity in particular was interesting … . it’s
our mission to satisfy the customer, the client, [so
we] take last-minute requests and catering orders.
And that naturally adds to the work intensity. So, I
think it was just very eye opening, that that was a
struggle, and I don’t think we came up with a solu-
tion though, necessarily. Because the easiest solution
would be, well, just stop taking these last-minute re-
quests or re-educate the customer, but, easier said
than done.” (District Manager).

The corporate client was the gatekeeper for some of
the resources needed for making recommended changes.
For example, the client designed and provided the

physical space for the food services, and accordingly,
could set limits on potential improvements. The follow-
ing quote from a site manager in response to recom-
mended changes illustrates the implications for the
Safety and Ergonomics module:

“There are some that the client won’t allow to
change. Specifically, adding a chair and a mat for
the cashier. For aesthetics, the client won’t allow this.
The account has no choice. Salad bar is old and
needs updating or to be replaced. Client is respon-
sible for maintenance … It’s their equipment. Most
of the items on the list require client involvement
and expenditures since the account doesn’t own the
equipment – the client does.” (Site Manager).

The potential to lose a client contract was an ongoing
source of anxiety about job security for site managers.
Low profit margins in the food service industry in gen-
eral dictated the need for efficiencies and productivity.
For this parent company, financial constraints led to in-
creasing cost-cutting measures and mounting budgetary
pressures, illustrated in this quote:

“There used to be more floating managers and float-
ing chefs so that if a chef or a manager had to call
out sick or they wanted to take a week off, they were
able to because there were resources to step in and
cover for them. And that dwindled and then it dis-
appeared because of financial constraints. Similarly,
when they got new registers, it used to be that they
had IT technology support to come in and program

Table 3 Leadership-level Intervention: Contact Points with Leadership Representatives

Module(s) Contact
Points

Participants Objectives

Project Introduction and
Module Coordination

Two in-
person
meetings

Senior VPs representing Health and
Safety, Human Resources and
Operations

Introduce study; co-develop a shared vision for the intervention;
identify potential internal resources

Safety and Ergonomics,
Work Intensity, Job
Enrichment

Four
telephone
meetings

District Managers Quarterly meetings for reviewing module assessment reports,
identifying internal resources for addressing site level priorities,
supporting Site Manager participation

Safety and Ergonomics
(S&E)

Two in-
person
meetings
Two
telephone
meetings

Health and Safety leadership Provide input on the development of the S&E walkthrough
assessment; align priorities with ongoing internal safety audits;
review aggregate walkthrough findings; identify existing company
resources and opportunities for addressing areas identified for
improvement

Work Intensity (WI) Four
telephone
meetings

Human Resources and Operations
leadership

Review and discuss policies, practices and resources; explore
challenges and opportunities to address WI across sites

Job Enrichment (JE) Five
telephone
meetings
One in-
person
meeting

Human Resources and Operations
leadership

Review available tools and resources and consider adaptations for
use with frontline workers; identify opportunities to highlight
performance goals and career advancement
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those registers. Now that’s something that’s being
asked of the [site] manager.” (Research Team
Member).

Frontline workers discussed how these pressures and
the need for efficiency and productivity influenced their
day-to-day demands:

“The food business is very demanding. It’s very
unique. And I think a lot of people – from the out-
side looking in, you might not realize how intense of
a business it is. I mean, that’s something I don’t
think – if someone says, oh, you’re a chef. They think,
oh, you make food all day long. And it’s like, you
don’t know how many deadlines I hit all day long.
It’s like you have a deadline to open the restaurant
at this time, you have a deadline for every catering
[job], you have a deadline with every vendor, and all
– lots of things are coming at you at the same time,
especially in a place like this that does a lot of cater-
ing.” (Frontline Worker).

Restructuring and downsizing across the
organization also played a role, with changes in lead-
ership engaged in the project and new priorities
superseding the intervention. Site and district man-
agers also reported new and ongoing competing de-
mands on their time, including the implementation of
a new register system, new reporting requirements,
changes in catering demands, contract restructuring,
and ongoing financial demands.
The organizational changes targeted by the interven-

tion represented a culture change that may have re-
quired greater organizational investment than was
available across all levels of the organization. As illus-
trated by the following quote, this need for a culture
change was prioritized at the national level:

“I look at priorities as things that change all the time
… It’s taken from a priority to more of a culture shift
…. It’s trying to get that culture shift in the
organization. And we’re starting to see that shift
turning into the direction which is good, which will
ultimately benefit that frontline employee where
they’re doing the work and putting their health and
well-being at risk on a daily basis with the jobs that
they do.” (National Project Champion).

Organizational change, however, requires significant
commitment across various levels of leadership within
the organization. Although senior leadership initially
communicated support for the program, site managers
reported that support was not communicated or
sustained:

“So there wasn’t a lot of assistance above me for
doing this. It was brought to me, I took that direction
and then at one – the only time we had a general
meeting of everyone at [research team location] we
discussed some issues, and it never really went much
further than that. So to say that there was a lot of
assistance from those above us, there was a bit right
after the meeting, but then that’s kind of where it
ended.” (Site Manager).

Indeed, some leadership representatives reported that
they saw their role in supporting the intervention as
simply staying informed, rather than communicating
about or encouraging engagement in the intervention, as
illustrated here: “I was informed … So my role wasn’t to
communicate [about the pilot] to anyone else.” (Safety
Leadership).
District managers, who directly supervised site man-

agers, placed a high priority on financial outcomes and
deliverables. As a result, site managers reported that they
generally did not feel comfortable sharing needs and
ideas with district managers. When asked about commu-
nication with the district manager, one site manager re-
ported it was:

“Terrible. Terrible. There isn’t any [communication]
…. We won’t hear from the district manager unless
there’s something wrong …. They work a lot with the
clients to make sure the clients are happy, looking at
the financials. So that’s kind of it … I mean the ac-
counts really sort of felt like they were on their own
and that the upper levels had no clue about what it
took for them to manage the accounts. So the com-
munication, I would say, is terrible.” (Site Manager).

As a consequence, the research team often served as
the primary conduit for communications related to the
intervention across levels of the organization, as noted
by one district manager: “All of our interaction has been
with you folks.”
The content of the intervention was informed by our

formative research [43] and focused on the three work-
ing conditions targeted by the intervention modules.
Leadership reported that these targeted working condi-
tions were a good fit in that they aligned with existing
company priorities:

“Job enrichment, I think just the fact of, again,
bringing awareness to it. That’s something we’re
trying to do with our employees, whether it’s
through cross-training and getting more aware of
different job responsibilities, or in some cases – I
don’t think we got into it necessarily, but with
education opportunities for us, for our staff and
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ability for them to grow. But I think, again, it’s
just two really good concepts that we don’t spend
enough time on, that the study brought awareness
to.” (District Manager).

“Well, if you talk about environment, safety, em-
ployee engagement, I mean I think it’s safe to say it’s
pretty well aligned with our strategic priorities as an
organization, right? I would say it hits really the key
pillars of what we are trying to accomplish with our
associates in the workplace.” (Operations Manager).

Nonetheless, despite the strong fit of the content of
the intervention with the stated corporate priorities, site
managers pointed out challenges that reduced fit, in-
cluding the significant competing priorities and time de-
mands that limited site managers’ time and ability to
participate in the intervention. Workload pressures were
a significant concern for site managers, who as salaried
employees, often needed to complete work tasks outside
their standard work hours. Site managers reported diffi-
culty taking vacation and many covered for chefs and
other staff members who were taking time off:

“It’s so busy for the most part that it’s just finding
the time to implement those things, and it’s always
been a challenge for us. And it doesn’t make your
study any different than our normal checks and bal-
ances. It’s just the fact of it is that being able to sit
down and make time with everybody and – it’s never
been easy.” (Site Manager).

The research team made adaptations throughout the
intervention to improve fit. For example, although the
intervention was initially planned for greater participa-
tion of frontline workers in the implementation process,
based on input from site managers the research team
adapted the approach to focus on site managers as the
primary gatekeepers within the worksites:

“We are the ones that set the tone and pass through
all the information. We know how to do that better
than anybody because we work directly with all the
different personalities that are here … it was han-
dled correctly, in my eyes.” (Site Manager).

Plans for engaging frontline workers included huddles,
which were an existing regular communication vehicle
for site managers to engage workers, as well as through
one-on-one conversations and existing committees, such
as health and safety committees. Research team mem-
bers observed that frontline workers attended huddles
but rarely spoke. However, research team representatives

were offered few opportunities to participate in huddles
or committee meetings.

“We planned to have a short huddle after our meet-
ing. When the [Site Manager] went back to the kit-
chen, he then came back out and told me that they
were behind and couldn’t take time away from prep
work to participate in a huddle.” (Research Team
Member).

Discussion
The Workplace Organizational Health Study tested the
implementation of an organizational intervention to pro-
mote and protect the safety, health, and well-being of
low-wage food service workers employed in contracted
cafeterias. Focusing on five sites randomly assigned to
the intervention, we examined two key questions: (1) to
what extent was the intervention implemented as
planned (fidelity) and what was the “dose” of interven-
tion implemented; and (2) to what extent did the
organizational and broader contexts hinder or facilitate
the process of implementing the intervention? Over the
13-month intervention, research team representatives
met approximately monthly with site managers, deliver-
ing consultation and technical assistance on each of the
three modules and implementing approximately two-
thirds of the intended contact points. In addition, the
intervention implementation included collaboration with
a multi-level leadership team, which was engaged to pro-
vide resources and support for the intervention. The fi-
nancial pressures, competing priorities and fast-paced
work environment placed constraints on site managers’
availability and limited their engagement in the interven-
tion. This study benefited from a rigorous process track-
ing framework and carefully analyzed quantitative and
qualitative data to shed light on the implementation
process. By assessing the context of the food service set-
ting in which the intervention was situated, we were able
to explore factors hindering and facilitating the imple-
mentation of the intervention.

Implementation mechanisms and process
We analyzed qualitative data from the process tracking
and post-intervention interviews to understand the role
of four essential elements we considered mechanisms in
the process of intervention implementation. Leadership
support and commitment is necessary to prioritize
worker safety and health, ensure availability of resources,
and reinforce the need for accountability. Senior leaders
voiced support for the intervention and committed to
the intervention at its start. For example, health and
safety leaders contributed to the development and im-
plementation of assessments and reports, and linked
findings to resources provided by their team. Senior
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leaders also identified company tools to apply to the
intervention, such as for providing coaching and feed-
back as part of the Job Enrichment module. However,
support from the district leadership was impeded by
turnover, competing priorities, and lack of resources.
Our results are in line with previous research that has
found that leadership can make or break an intervention
[61]. Communication is necessary to facilitate effective
collaborative relationships, both vertically and horizon-
tally [62]. Our research pointed to communication bar-
riers between organizational units, with lack of
communication common between site managers and the
district leaders to whom they reported. Previous research
has also found that lack of communication among lead-
ership levels may have a detrimental effect on the inter-
vention process [63]. Using a participatory approach, the
intervention was designed to engage key stakeholders
across levels of the organization, including district-level
managers, site managers, and frontline workers. Despite
initial plans for engaging frontline workers, the research
team found few opportunities for their direct involve-
ment, likely reflecting time constraints and usual pat-
terns of communications. Frontline workers faced the
time demands and pressures of this setting, along with
potential complications with balancing work with family
needs and often with a second job. A contribution of
this study is that it highlights important questions about
best practices for implementing participatory interven-
tions in high intensity work settings. Tailoring for fit re-
flects the need to customize the intervention to the
organizational context [64]. Findings from formative re-
search guided selection of the three targeted working
conditions, seen as significant priorities across all
organizational levels. The research team further tailored
the intervention to fit each worksite based on assess-
ments specific to each site and module, using these find-
ings to provide consultation and technical assistance to
site managers. Although site managers were reluctant to
use a formal action planning process, the research team
adapted the approach as part of the consultation process.
Others have similarly recommended that interventions
cannot be implemented in a linear pattern but require it-
erative adjustments to maximize fit [65].

Context
This intervention was shaped by multiple contextual
layers, including the inherent challenges of implement-
ing an organizational intervention in the context of a re-
search study, the nested relationships of the worksites
within the broader hierarchical setting, and the complex-
ity of relationships between the employer organization
and their contractual clients.
Conducting an organizational intervention in the con-

text of a research study introduces constraints that may

not be present when changes are implemented from
within the organization. In the research context, follow-
ing a standardized protocol ensures that the study is
testing a defined intervention, as illustrated by the three
intervention modules, based on specific working condi-
tions identified through formative research [43], that
structured this intervention. To the extent possible, we
also tailored the intervention to each site and adapted
our approach as we learned more about the context, de-
mands, and constraints. We recognized that the recom-
mended organizational changes required significant
support from senior leadership and an investment of re-
sources to ensure success. As outsiders, we were able to
work with site managers and leadership to identify prob-
able risks to workers and generate potential solutions;
ultimately, however, decisions about the objectives to be
tackled and the resources to be made available rested
with corporate leadership and reflected the
organizational culture and demands. For example, des-
pite prioritizing work intensity as a target for this
organizational intervention, modifications in staffing pat-
terns or workflow were not considered as possible solu-
tions. Decision-making authority rested with varying
levels across the organization. Although senior leader-
ship expressed their support for the study and the inter-
vention, we were not privy to internal conversations that
may have shaped implementation of the intervention. In
addition, contracts with the client may have required
completion of work with additional costs, thereby im-
posing budget limitations that restricted options for di-
minished work intensification. Existing organizational
norms and perceived resources may have shaped the
business value placed on workforce safety, health and
well-being. Investment in the cultural changes repre-
sented by this intervention may have been a stretch in
light of more immediate pressing demands and prior-
ities. The aspirational goals reflected by some represen-
tatives of national leadership ultimately met with on-
the-ground realities due to resource constraints.
The nature of the contractual relationships with the

hosts for these food services likely played a significant
role in the implementation of this intervention. The im-
plications of the fissured workplace—with its blurred
lines of accountability among multiple employers – have
received increasing attention in discussions about
worker safety and health [26, 66]. These challenges have
been documented in other industries, such as construc-
tion [67, 68], but little research has focused on food ser-
vice. In our study in the food service industry, we found
that as a result of contractual obligations to the client
organization, site and district managers prioritized cli-
ents’ needs, often at the expense of programs and prac-
tices that benefit employees but do not generate
revenue. We also encountered obstacles to changing the
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conditions of work, such as the physical environment,
that were owned and managed by the client.
For organizational interventions in contracted settings,

it may be necessary for researchers, intervention imple-
menters, and policy planners to consider this dual re-
sponsibility for the work environment. In this study,
although the client companies were informed of the
study, they were not actively engaged in the process of
intervention planning and implementation. In many
countries, such as the U.S., [69] there is a joint responsi-
bility between the host and the employee companies to
protect workers’ safety, health, and well-being. Further,
strategies that engage both the client as well as the
employing company to work collaboratively are likely to
be more effective. These collaborative initiatives ensure
support and commitment from both companies for the
project, and potentially enable the intervention to be im-
plemented further upstream. We observed that specific
conditions covered by the contracts (e.g., equipment,
hours of work, responsibility for catering) varied by site,
with each site covered by site-specific contracts. Inter-
ventions in similar settings might consider recommend-
ing that the parent employer include in contract
language permissions for employers to implement
changes in the work environment as well as the costs for
implementing such improvements. Similarly, future
health and safety legislation might reflect the dual re-
sponsibilities for workers’ health and safety of both par-
ent employers and host clients.

Strengths and limitations
The strengths of this study include its focus on an
organizational intervention in a low-wage work setting,
the mixed method process evaluation capturing the ex-
tent of intervention implementation and the barriers and
facilitators to implementation, and its exploration of
these factors in a fissured work environment. This study
also faced several limitations in its implementation.
Foremost among these was the timing of the final data
collection, which was not completed due to shutdowns
related to the COVID-19 pandemic. Due to incomplete
final data collection, we were unable to analyze the
process evaluation data alongside the quantitative health
and well-being outcomes and were unable to report
quantitative changes in working conditions. Lacking the
ability to collect final outcome data limited the conclu-
sions we wee able to draw from this study, necessitating
instead that we focus primarily on process data rather
than on the effects of the intervention on changes in
working conditions and worker safety, health and well-
being, as intended. We also recognize that sites were not
equally represented in the final qualitative data collec-
tion due to site closures and worker lay-offs; food service
workers participating in qualitative data collection

represented only one site. However, although not ideal,
sites not included in the food service worker focus
groups were represented in the leadership and the inter-
ventionist interviews. Instability in sites and personnel
turnover further complicated the study; one worksite
closed prior to COVID-related shutdowns, and there
was significant turnover among site managers, district
managers, and senior leaders during the 13-month inter-
vention period. Further, there is a potential for recall
bias; because the intervention was implemented over a
13-month period, those stakeholders interviewed may
have recalled the more recent components of the inter-
vention and barriers to implementation, rather than
those that occurred earlier in the intervention. Although
we could never have forseen the impact of the COVID-
19 pandemic on this study and its follow-up data collec-
tion, future studies may benefit from collecting interim
qualitative data collection with key stakeholders, such as
workers and middle managers. In this study, it would
have been beneficial to conduct, for example, interviews
after each of the modules.
We additionally recognize that the experience of

implementing the intervention from within the
organization may have yielded different results and pro-
cesses from those offered here from the perspective of
external researchers. Although additional contact points
might have strengthened the effect of the intervention,
in this context further contacts in implementing the
intervention were not feasible in light of competing
organizational priorities and constraints; basically, the
implemented intervention saturated what was possible
within this organization.

Conclusions
Working conditions, such as physical exposures, job
demands, or psychosocial experiences, not only shape
injury and illness risk, but may also may provide ave-
nues toward improved well-being. This study contrib-
utes to an evolving literature on the role of the work
organization in determining worker health outcomes,
part of the growing effort to understand how work
may serve as an important social determinant of
health [70].
This organizational intervention study illustrates the

application of a well-articulated conceptual framework
for promoting improvements in three working condi-
tions (safety and ergonomics, work intensity, and job en-
richment), with attention to four essential elements
(leadership commitment, communication, participation,
and tailoring for fit) seen as mechanisms of the change
process. We tailored the intervention to the setting using
an iterative process as we identified barriers and facilita-
tors of change and improved our understanding of the
multi-layered contextual setting. Despite strong initial
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support from the parent employer’s senior leadership,
we encountered barriers in the implementation of the
intervention at the worksite and district levels, reflecting
fiscal demands that drove work intensity; turnover of site
and district managers that contributed to lack of con-
tinuity in the implementation of the intervention; and
time demands and staffing constraints that further in-
creased workload and pace for managers and frontline
workers alike. This study also underscored the signifi-
cance of contractual relationships with client/host orga-
nizations, which were often central decision makers
around changes to the work environment and may need
to be involved from the inception of planning for such
interventions. Despite these challenges, research staff
were able to provide consultation and technical assist-
ance in monthly meetings with site managers, imple-
menting two-thirds of the intended contacts with site
managers by phone and in person, and to engage district
and senior leaders in intervention planning and identify-
ing resources to support its implementation. Due to the
COVID-19 shutdowns, final data collection from front-
line workers and some site managers was curtailed, and
as a consequence, findings on potential improvements in
working conditions and workers’ safety, health and well-
being are not available. Nonetheless, an important con-
tribution of this study is found in the process evaluation
of intervention implementation, thereby providing an
intermediate indicator of impact.
This study points to several important recommenda-

tions. These results underscore the importance of the
work context in planning for and implementing
organizational interventions. We observed a hierarchical
process in which site managers reported to district man-
agers, were dependent on senior leadership for corporate
resources, and additionally were constrained by con-
tracts with client companies that hosted the work envir-
onment of employees. Although we worked closely with
site managers responsible for worksite operations, we
found that many organizational changes required re-
sources and support from decision makers at other
levels. These findings highlight the need for identifying
the key gatekeepers and decision makers for targeted
organizational changes. Future research will also benefit
from considering the increasing complexity of work rela-
tionships, especially in fissured work settings. The con-
tributions of this study include an expanded
understanding of the process of implementing an
organizational intervention in a low-wage food service
setting; consideration of the complexities introduced by
the fissured work environment, with blurred account-
ability for worker health and safety; and insights into the
barriers to and facilitators of the process of implement-
ing this organizational intervention in this complex
setting.
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