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ABSTRACT
Background: Healthcare workers experience high levels of occupational stress, burnout, and work-related mental health challenges, contributing to workforce instability and increasing pressure on healthcare systems. Although workplace wellness programs are increasingly implemented to support staff well-being, barriers affecting their implementation, accessibility, uptake, and perceived value remain poorly understood.

Objective: This study aimed to identify barriers and facilitators influencing the implementation of workplace wellness programs for healthcare workers in hospital settings by integrating evidence from a rapid review with stakeholder perspectives.

Methods: A rapid review using a scoping review approach guided by the Joanna Briggs Institute framework was conducted. PubMed, CINAHL, and ProQuest were searched for English-language studies published between 2010 and 2024 that examined barriers and facilitators to mental health, physical health, or integrated workplace wellness programs for healthcare workers in hospital settings. Semi-structured interviews were conducted with five stakeholders involved in healthcare delivery, workplace wellness, or mental health support. Findings from both data sources were synthesized using six overarching themes and mapped to the Theoretical Domains Framework. Stakeholder interviews were included to contextualize findings from the literature and identify implementation challenges encountered in practice.

Results: Thirty-seven studies were included in the rapid review, alongside interviews with five stakeholders. Common barriers included time constraints, heavy workloads, limited protected time, logistical barriers, inconsistent leadership support, stigma related to mental health, poor communication, and insufficient tailoring of programs to diverse staff needs. Key facilitators included visible leadership endorsement, flexible scheduling, virtual delivery options, accessible wellness spaces, anonymous feedback mechanisms, peer-led initiatives, and integrated mental and physical wellness supports. Stakeholder perspectives reinforced these findings while highlighting the importance of protected time, visible leadership, inclusive program design, and practical communication strategies.

Conclusion: Successful implementation of workplace wellness programs depends not only on program availability but also on organizational culture, leadership commitment, protected participation time, and programs that reflect the diverse needs of healthcare workers. Integrating evidence from published literature with stakeholder perspectives provides practical, implementation-focused recommendations for designing sustainable workplace wellness programs in hospital settings.
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INTRODUCTION 
Healthcare workers are critical to the functioning of healthcare systems, yet they face disproportionately high levels of occupational stress, burnout, and mental health challenges1. According to the World Health Organization (WHO), healthcare workers are among the most vulnerable occupational groups due to long working hours, emotional exhaustion, and the intensity of their responsibilities1. In Canada, the COVID-19 pandemic amplified these challenges, which has not only compromised staff well-being but also contributed to workforce attrition, exacerbating shortages in an already overburdened system2
Recent Canadian evidence indicates that burnout among healthcare workers remains widespread following the COVID-19 pandemic, particularly among physicians and nurses. Burnout has been associated with increased intentions to leave the profession, greater demand for psychological support services, and worsening workforce shortages, underscoring the need for effective organizational strategies to support healthcare worker well-being2-4.
Workplace wellness programs encompass organizational strategies designed to support the physical, mental, and emotional well-being of healthcare workers through interventions delivered at the individual, team, and organizational levels. These interventions may include mental health services, physical activity initiatives, resilience training, peer support, and organizational approaches aimed at reducing occupational stress and improving workforce well-being. Despite increasing recognition of their potential benefits, implementation and uptake remain inconsistent across hospital settings because of organizational, behavioural, and logistical barriers2-4,9.
Implementation science recognizes that the success of workplace interventions depends not only on the intervention itself but also on the organizational context, behavioural determinants, and implementation strategies that influence adoption and sustainability. Understanding these implementation factors is therefore essential for translating workplace wellness programs into routine practice within complex hospital environments.
Although numerous studies have evaluated workplace wellness interventions, evidence specifically examining the barriers and facilitators influencing their implementation remains fragmented. Most research has focused on intervention effectiveness rather than the organizational and behavioural factors that determine whether wellness programs are successfully implemented and sustained in practice. Furthermore, relatively few studies have integrated evidence from the literature with stakeholder perspectives to generate implementation-focused recommendations. To address these gaps, this study synthesizes findings from a rapid review with stakeholder interviews to identify barriers and facilitators influencing implementation of workplace wellness programs in hospital settings and to develop evidence-informed recommendations for practice2-4.

Research Question: Using the Population–Concept–Context (PCC) framework8
What barriers and facilitators influence the implementation of workplace wellness programs (CONCEPT) for healthcare workers (POPULATION) in Ontario hospitals (CONTEXT)?
Study Objectives
· To identify barriers and facilitators influencing the implementation of workplace wellness programs for healthcare workers in hospital settings.
· To integrate findings from the rapid review and stakeholder interviews to identify areas of convergence and divergence.
· To develop evidence-informed recommendations to strengthen the implementation, accessibility, and sustainability of workplace wellness programs.
METHODS

Study Design 
This study used a rapid review methodology informed by the Joanna Briggs Institute (JBI) framework for scoping reviews to identify barriers and facilitators influencing implementation of workplace wellness programs for healthcare workers in hospital settings8. The review is reported in accordance with the PRISMA Extension for Scoping Reviews (PRISMA-ScR), where applicable. To complement the rapid review, semi-structured stakeholder interviews were conducted with individuals involved in healthcare delivery, workplace wellness, and mental health support. Findings from both data sources were subsequently integrated during synthesis.

Rapid Review
Search Strategy 
The search strategy was developed in accordance with the Population–Concept–Context (PCC) framework recommended by the JBI methodology for scoping reviews8. Electronic searches were conducted in PubMed, CINAHL, and ProQuest to identify literature examining barriers and facilitators to workplace wellness programs for healthcare workers in hospital settings. Search strategies combined controlled vocabulary (e.g., MeSH terms) and free-text keywords relating to the population, concept, and context defined by the PCC framework. Search syntax was adapted to the indexing requirements of each database. Searches were restricted to English-language publications published between 2010 and 2024. Reference lists of included studies were also screened to identify additional relevant publications. A complete search strategy for PubMed is provided in Appendix A.
Inclusion and Exclusion Criteria 
Inclusion Criteria: Studies were eligible if they:
· evaluated workplace wellness interventions for healthcare workers
· examined implementation barriers and/or facilitators
· were conducted in hospital settings
· included physicians, nurses, allied health professionals or support staff
· were published in English between 2010–2024
Exclusion Criteria8 
Studies focusing exclusively on patient wellness, interventions unrelated to healthcare workers, publications in languages other than English, and opinion pieces, editorials, or grey literature without empirical data were excluded.

Selection of Sources 
Study selection was conducted by a single reviewer using Covidence software. After duplicate removal, titles and abstracts of 1,041 records were screened for eligibility. A total of 394 full-text articles were assessed against the eligibility criteria, of which 37 studies were included in the review8,47,48. Reasons for exclusion at the full-text stage were documented. The study selection process is presented in the PRISMA flow diagram (Appendix B).

Data Charting 
Data were extracted using a pre-piloted extraction form. Variables included publication characteristics, study population, intervention type, implementation barriers and facilitators, and other characteristics relevant to the review objectives8. Data extraction was undertaken by one reviewer and verified for completeness and consistency before synthesis8.

Overarching Themes and TDF Integration7-9
Barriers and facilitators identified from the rapid review and stakeholder interviews were first organized into six overarching themes developed iteratively during synthesis: Organizational Factors, Accessibility and Logistics, Awareness and Communication, Program Design, Engagement and Motivation, and Outcomes and Impact7,9. These themes were subsequently mapped to the 14 domains of the Theoretical Domains Framework (TDF) to facilitate behavioural interpretation9. Mapping was performed by assigning each identified barrier and facilitator to the most relevant overarching theme and TDF domain.

Stakeholder Engagement
Stakeholder Interviews
Semi-structured interviews were conducted with purposively selected stakeholders involved in healthcare delivery, workplace wellness, or employee mental health.

Participants
Five stakeholders participated, including a physician, nurse practitioner, psychologist, workplace wellness program leader, and wellness program coordinator. Participants were purposively selected based on their professional experience with healthcare delivery or workplace wellness implementation.

Data Collection
Semi-structured interviews were conducted virtually and lasted approximately 30 minutes. Interviews were audio-recorded with participant consent, transcribed verbatim, and analyzed using thematic analysis. An interview guide consisting of open-ended questions explored perceived barriers, facilitators, and opportunities for improving workplace wellness programs. Interviews were transcribed verbatim and analyzed using thematic analysis before findings were integrated with the rapid review.

Data Analysis8
Data synthesis involved three stages. First, barriers and facilitators identified through the rapid review were categorized into the six overarching themes and mapped to the Theoretical Domains Framework. Second, stakeholder interview transcripts were analyzed thematically, with findings similarly categorized within the overarching themes and TDF domains. Findings from both sources were integrated to identify areas of convergence, divergence, and complementarity.

Integration of Evidence
Findings from the rapid review and stakeholder interviews were integrated using a convergent synthesis approach. Themes identified in each dataset were compared to identify areas of agreement, divergence, and complementary insights. Integration occurred after independent analysis of each dataset to preserve the integrity of both evidence sources before synthesis.

Ethics
This study was conducted as part of a University of Ottawa Master of Public Health course-based capstone project focused on quality improvement. In accordance with institutional requirements, the project was considered exempt from Research Ethics Board (REB) review. All stakeholder participants were informed about the purpose of the interviews, participation was voluntary, informed consent was obtained prior to each interview, and responses were anonymized during analysis to protect participant confidentiality.
RESULTS
Rapid review results
General Study Characteristics
Thirty-seven studies published between 2010 and 2024 met the inclusion criteria. More than half of the included studies (54.1%) were published between 2021 and 2024, indicating increasing research interest in healthcare worker wellness following the COVID-19 pandemic. Only five studies (13.5%) were published before 20159,11,15,18,21,22,25,36.
The studies represented healthcare systems across North America, Europe, Asia, and Australia; however, only five studies were conducted in Canada, highlighting a limited Canadian evidence base. Most studies focused on physicians and nurses, whereas comparatively few examined allied health professionals or support staff19,21,22,23,26-28,30,31,34-41. Mental health interventions accounted for nearly half of all included programs, followed by physical health and integrated wellness interventions (Tables 3–6).

Observed Barriers – Rapid Review
The rapid review identified several barriers influencing implementation of workplace wellness programs for healthcare workers. Barriers were categorized under the six overarching themes and mapped to the corresponding Theoretical Domains Framework (TDF) domains (Appendix C, Table 7)7,9.
Time constraints emerged as the most consistently reported implementation barrier across the included studies13,17,22,33,39. Heavy workloads, competing clinical priorities, understaffing, and the absence of protected time limited healthcare workers' ability to participate in workplace wellness initiatives, reducing program accessibility and engagement.
Stigma surrounding mental health was another frequently reported barrier18,23,29,35,38. Concerns about professional judgement, confidentiality, and being perceived as weak discouraged healthcare workers from accessing available mental health supports.
Logistical barriers, including the absence of dedicated on-site wellness spaces, reduced accessibility to workplace wellness programs12,16,28,34. Studies reported that programs located off-site or in areas difficult to access during working hours limited participation. The lack of dedicated wellness infrastructure, such as relaxation rooms or exercise spaces, further reduced opportunities for staff engagement.
Inconsistent leadership support also emerged as a recurring implementation barrier9,14,20,37. Studies consistently reported lower staff engagement when managers did not actively promote, participate in, or prioritize workplace wellness initiatives, reducing organizational commitment to employee well-being.
Rigid scheduling practices also limited participation11,24,30. Fixed shifts, inflexible work schedules, and competing clinical responsibilities prevented healthcare workers from attending wellness activities, particularly those working in emergency departments and other high-acuity settings.
Lack of program customization was another recurring barrier19,21,26. Generic workplace wellness initiatives often failed to address the differing needs of healthcare workers across professional roles, departments, and personal circumstances, limiting their relevance and uptake.

Observed Facilitators – Rapid Review
The rapid review identified several facilitators associated with successful implementation of workplace wellness programs. Facilitators were categorized under the overarching themes and mapped to corresponding TDF domains (Appendix C, Table 8)7,9.
Flexible scheduling and virtual delivery options were among the most frequently reported facilitators11,14,19,26,32. Providing wellness activities outside standard working hours and offering virtual participation improved accessibility for healthcare workers with demanding or unpredictable schedules.
Visible leadership support consistently facilitated program engagement9,13,22,29,37. When organizational leaders actively promoted and participated in wellness initiatives, staff perceived wellness as an organizational priority and were more likely to participate.
Anonymous feedback mechanisms and effective internal communication improved awareness and responsiveness of wellness initiatives10,21,28,34. Confidential feedback opportunities enabled healthcare workers to identify program gaps while increasing trust and engagement.
Mentorship programs and peer support initiatives promoted participation by fostering social support and shared learning among healthcare workers12,23,27,33. Staff were more likely to engage when encouraged by colleagues facing similar workplace challenges.
Integrated wellness programs combining mental and physical health services were also associated with greater staff engagement16,24,30.  Multi-component interventions addressing psychological and physical well-being appeared more comprehensive and responsive to workforce needs.
Stakeholder Insights
Perceived Barriers – Stakeholder Insights
Stakeholder interviews identified several perceived barriers affecting implementation of workplace wellness programs. Although many findings aligned with the rapid review, participants also described operational and organizational challenges encountered in practice (Appendix C, Table 9)7,9.
Stakeholders consistently identified time constraints as the greatest barrier to participation. Heavy workloads, staffing shortages, and competing clinical responsibilities limited opportunities to engage in wellness activities. As one participant noted, "Time is the biggest challenge—there's no breathing space to prioritize ourselves when patient care comes first." Participants consistently described insufficient protected time as the primary barrier to participation.
The Lack of Dedicated Wellness Spaces was repeatedly mentioned as an operational challenge. Stakeholders observed that while programs were available, the absence of designated, easily accessible spaces hindered participation. Participants consistently described the absence of dedicated wellness spaces as a practical barrier to participation during clinical shifts. Participants emphasized that limited access to dedicated wellness spaces reduced opportunities to engage in available programs.
Leadership Engagement surfaced as both an enabler and a barrier, depending on managerial practices. Stakeholders highlighted inconsistent leadership support and a lack of role modeling as key obstacles. As one participant explained, “Managers need to set the tone, but they don’t always lead by example. When leaders don’t participate, staff see these programs as unimportant.” Stakeholders viewed visible leadership engagement as essential for demonstrating organizational commitment to staff well-being.
Limited awareness of available wellness initiatives was another commonly reported barrier. Participants described inconsistent communication about available services, resulting in low program visibility. Stakeholders noted limited internal communication channels, with many staff members unaware of available wellness initiatives. One stakeholder remarked, “We often hear about programs through word of mouth—there’s no formal communication, and it just doesn’t reach everyone.” 
A unique and critical barrier raised during stakeholder discussions was Inclusivity Challenges. Stakeholders pointed to programs that failed to consider the diverse cultural and personal needs of healthcare workers. One interviewee shared, “Programs often overlook the needs of our diverse staff—there’s little effort to make them culturally relevant.” Participants emphasized the importance of culturally inclusive wellness initiatives that reflected the diverse needs of the healthcare workforce.

Perceived Facilitators – Stakeholder Insights
Stakeholders identified several facilitators that improved engagement with workplace wellness programs. Many reinforced findings from the rapid review while providing practical implementation recommendations (Appendix C, Table 10)7,9.
Visible Leadership Support emerged as a significant facilitator. Stakeholders emphasized that when managers visibly endorse and participate in wellness programs, it fosters a supportive organizational culture and motivates staff. As one participant highlighted, “When leadership shows up and participates, it sends a message that staff well-being matters. It makes us feel seen and valued.” Participants viewed leadership participation as a visible demonstration that employee well-being was valued within the organization. 
Flexible Scheduling was consistently noted as a facilitator that directly addresses time constraints. Stakeholders shared that incorporating wellness programs into work hours or offering virtual options increased accessibility and participation. One respondent explained, “Programs need to fit into our schedules—options like short virtual sessions or flexible timings make it easier to join without feeling guilty about taking time off.” Participants reported that flexible scheduling and virtual delivery improved accessibility for staff with demanding clinical workloads.
The Customization of Programs to meet department-specific needs was highlighted as another key facilitator. Stakeholders emphasized that tailored programs resonate better with staff, leading to higher engagement. One interviewee shared, “Wellness programs designed for specific teams or departments work better—generic programs don’t address the unique challenges we face.” Tailored programs were viewed as more relevant and engaging because they reflected the unique needs of different healthcare teams.
Anonymous feedback mechanisms were viewed as an effective way to encourage open communication and guide program improvement. Stakeholders emphasized that tools such as anonymous surveys or suggestion boxes allow staff to express concerns or ideas without fear of judgment by aligning initiatives with staff-identified needs. As one participant noted, “Creating anonymous feedback channels gives us a voice. It feels safer to share what’s not working and what could be better.” 
Peer-Led Initiatives emerged as an essential facilitator in fostering engagement and a sense of community. Stakeholders valued opportunities for informal peer support, mentorship programs, and staff-driven initiatives. One stakeholder explained, “When peers take the lead, it feels less forced and more relatable. It builds a sense of belonging among staff.” Participants described peer-led initiatives as fostering trust, shared understanding, and a stronger sense of workplace community.
Overall, findings from the rapid review and stakeholder interviews demonstrated substantial convergence. Time constraints, leadership support, and flexible program delivery were consistently identified across both data sources as key determinants of implementation. Stakeholder interviews additionally highlighted operational issues related to inclusivity, communication, and protected wellness spaces, providing contextual insights that complemented findings from the published literature.

DISCUSSION

Overview of Key Findings 
This study integrated evidence from a rapid review with stakeholder interviews to identify factors influencing the implementation of workplace wellness programs for healthcare workers in hospital settings. Across both evidence sources, organizational factors consistently shaped program implementation more than the characteristics of individual wellness interventions. Time constraints, competing clinical demands, inconsistent leadership support, and limited program accessibility emerged as the most influential barriers, whereas visible leadership engagement, flexible delivery models, tailored program design, and peer support consistently facilitated implementation.
The convergence between published evidence and stakeholder perspectives strengthens confidence in these findings while demonstrating that successful implementation depends not only on the availability of wellness programs but also on organizational capacity to support participation. These findings reinforce the importance of viewing workplace wellness as an implementation challenge requiring organizational commitment rather than solely an intervention delivered to individual healthcare workers.

Comparative Synthesis of Barriers and Facilitators (refer Appendix C Table 11, Table 12)
The comparative synthesis revealed areas of alignment and divergence between the findings from the rapid review and stakeholder interviews.
Comparison of the rapid review and stakeholder interviews demonstrated substantial convergence across the principal implementation barriers. Time constraints and competing clinical priorities were consistently identified as the dominant barriers, suggesting that organizational workload pressures remain one of the greatest obstacles to successful implementation regardless of healthcare setting. Leadership engagement similarly emerged across both evidence sources, indicating that managerial commitment is central to establishing wellness as an organizational priority rather than an optional activity.
Some differences between evidence sources also emerged. Stigma surrounding mental health was frequently reported within the published literature but was discussed less prominently by stakeholders. This difference may reflect changing organizational cultures following the COVID-19 pandemic, increasing normalization of mental health conversations, or differences in stakeholder experiences rather than indicating that stigma has been eliminated.
Stakeholder interviews also identified implementation challenges that were less visible within the published literature, particularly issues related to cultural inclusivity, communication, and dedicated wellness spaces. These findings highlight operational factors that may receive less attention within intervention studies but substantially influence day-to-day implementation in healthcare organizations.
Facilitators demonstrated even greater consistency across both evidence sources. Leadership support, flexible scheduling, and peer support were repeatedly identified as mechanisms that improve accessibility, engagement, and sustainability of workplace wellness initiatives. Stakeholders further emphasized department-specific tailoring and anonymous feedback mechanisms, illustrating how implementation strategies can be adapted to meet local organizational needs.
Contextualization of Results
The barriers and facilitators identified in this study are consistent with broader implementation literature while providing additional insights specific to hospital-based healthcare workers. For example, time constraints as a recurring barrier align with existing research that highlights heavy workloads and competing priorities as key deterrents to program participation13,17,22,33,39. The findings on leadership support further emphasize the role of organizational culture and managerial commitment in driving wellness initiatives9,18,21,36. Stakeholder insights added depth to these findings by identifying gaps in program inclusivity and highlighting operational barriers such as protected spaces, which are often overlooked in existing literature.
Integrating evidence from the rapid review with stakeholder perspectives strengthened the practical relevance of the findings. Published literature identified recurring implementation barriers and facilitators across healthcare settings, whereas stakeholder interviews provided contextual insights into how these factors influence implementation within everyday clinical practice. Together, these complementary evidence sources identified several implementation priorities—including protected participation time, visible leadership engagement, flexible program delivery, and effective organizational communication—that are likely to improve program accessibility and sustainability. The findings therefore extend beyond describing barriers and facilitators by identifying organizational conditions necessary for successful implementation18,29,43,45.

Strengths of the Integrated Approach:
A notable strength of this study is the integration of evidence from published literature with stakeholder perspectives. While previous reviews have primarily described barriers and facilitators reported within published studies, the inclusion of stakeholder interviews enabled comparison between research evidence and implementation experiences in practice. This approach identified areas of convergence that strengthen confidence in the findings while also revealing contextual factors, such as inclusivity and organizational communication, that may be underrepresented in the published literature.

RECOMMENDATIONS
Based on the findings from the rapid review and stakeholder insights, the following recommendations are proposed to improve the implementation, accessibility, engagement, and sustainability of workplace wellness programs. These recommendations aim to address consistently identified barriers, leverage facilitators, and integrate stakeholder suggestions for improved program implementation.

Strengthen Leadership Commitment: Healthcare organizations should strengthen visible and consistent leadership support to foster trust, reduce stigma, and normalize participation in workplace wellness initiatives9,18,29,36. Provide leadership development and accountability mechanisms that equip managers to actively champion workplace wellness initiatives21,36. Integrate wellness initiatives into institutional culture and policies, ensuring leadership endorsement is sustained, and prioritized through incentives and recognition mechanisms9,13,29.

Improve Accessibility: Organizations should incorporate protected time for wellness activities within routine work schedules whenever operationally feasible17,18,23. Create accessible, on-site wellness spaces that are quiet, private, and equipped for staff to participate in physical or mental health activities18,33. Expand virtual wellness program options to accommodate staff with limited on-site availability13,18.

Enhance Communication: Clear and consistent communication was identified as a key facilitator of program engagement across both evidence sources9,18,22. A targeted, multichannel communication approach is recommended to ensure healthcare workers are well-informed about wellness initiatives9,18,29. Organizations should communicate available wellness resources through multiple channels, including email, intranet platforms, and department-level communications12,29,36. Develop communication strategies tailored to specific staff groups to ensure relevance and engagement9,41. Establish anonymous feedback channels to improve program responsiveness and foster trust in communication13,29.

Tailor Programs to Workforce Needs: Wellness programs should reflect the diverse professional, cultural, and organizational needs of healthcare workers18,27,41. Co-designing programs with healthcare workers can improve relevance by ensuring interventions address department-specific workflows, professional roles, and staff priorities11,17,27. Provide culturally relevant programs and flexible options such as virtual sessions and on-site wellness activities13,18,23,39.

Foster Peer Support: Organizations should establish formal mentorship opportunities alongside informal peer-support networks to strengthen engagement and normalize participation in wellness initiatives11,17,23. Collaborate with external organizations and wellness experts to provide additional support tools and workshops tailored to staff needs9,18,29.
Promote Long-Term Sustainability: To ensure long-term impact, the recommendations are designed to be transferable and scalable across healthcare institutions13,29,41. Embedding wellness initiatives within organizational policies, leadership practices, and routine clinical workflows is likely to improve long-term sustainability,36,45. 
By addressing the identified barriers and leveraging facilitators, these recommendations aim to create inclusive, accessible, and sustainable wellness programs that promote the physical, mental, and emotional well-being of healthcare workers.

LIMITATIONS
Several limitations should be considered when interpreting these findings. The rapid review methodology, while efficient for synthesizing evidence within a limited timeframe, constrained the depth of data extraction and synthesis8. Excluding grey literature and studies published in languages other than English may have omitted potentially relevant findings. The process of screening and extracting data was conducted by a single reviewer which introduces the possibility of bias or inconsistencies in study selection and data interpretation8. Additionally, the stakeholder engagement component, which included semi-structured interviews with a small purposive sample of five participants may not represent the diversity of perspectives across various healthcare roles, departments, or institutions. Additionally, the short duration of stakeholder interviews may have restricted opportunities for more in-depth exploration of emerging themes. Lastly, the inclusion of studies from both Canadian and global contexts, though beneficial for identifying broader trends, may challenge the direct applicability of the results to specific healthcare systems8. Differences in organizational culture, resource availability, and staff needs across healthcare settings may influence the transferability and practical implementation of the recommendations presented in this study. 
Because stakeholder interviews were conducted within one geographic region, findings may not fully reflect perspectives across other healthcare systems. Because the review was limited to three electronic databases, potentially relevant studies indexed elsewhere may not have been captured.
Despite these limitations, integrating evidence from published literature with stakeholder perspectives provides a more comprehensive understanding of implementation barriers and facilitators than either evidence source alone.
IMPLICATIONS FOR PRACTICE AND FUTURE RESEARCH
These findings have practical implications for healthcare organizations, policymakers, and implementation researchers seeking to strengthen workplace wellness initiatives. Integrating wellness programs as a core organizational priority, backed by visible leadership commitment9,12,37, along with policies that promote flexible wellness options, including virtual sessions and adaptable scheduling13,24,39 can foster a culture where staff well-being is normalized and prioritized. Tailoring programs to reflect the diversity of healthcare workers through consultation with frontline workers12,19,25, establishing clear, continuous communication about available programs21,35 and incorporating anonymous feedback systems29 along with allocating dedicated spaces for wellness activities33,41 can drive greater inclusivity, awareness and staff engagement. 
Policymakers must prioritize long-term funding for wellness initiatives to ensure their sustainability and scalability across healthcare institutions18,40. Investments in staff well-being have demonstrated returns in improved productivity, reduced burnout, and enhanced workforce retention10,36,46.
CONCLUSION
This study synthesizes evidence from published literature and stakeholder perspectives to provide an implementation-focused understanding of barriers and facilitators influencing implementation of workplace wellness programs for healthcare workers. By integrating evidence from a rapid review of the literature and insights from stakeholder interviews, the study highlights systemic challenges while identifying practical opportunities for program improvement.
Key barriers, including time constraints, insufficient leadership engagement, logistical limitations, and a lack of inclusivity, were consistently observed across datasets, underlining their widespread impact on staff engagement with wellness programs9,25,33,41. Conversely, facilitators such as visible leadership support, flexible scheduling, tailored program designs, and peer-led initiatives emerged as vital enablers, offering clear pathways to strengthen program implementation and adoption13,21,24,37. Stakeholder perspectives complemented the published evidence by identifying operational challenges that may not be fully represented in the literature.
The implications of these findings extend to policy, practice, and future program design. A strategic focus on embedding wellness programs into organizational culture, backed by leadership advocacy and sustainable funding, can address systemic issues while normalizing staff well-being as an integral component of healthcare practice10,18,40. Investments in tailored, accessible, and culturally inclusive interventions not only improve staff participation but also contribute to reduced burnout, improved morale, and overall workforce resilience10,34,46.
Overall, successful workplace wellness programs require more than the availability of individual interventions. Sustainable implementation depends on organizational commitment, visible leadership, protected participation time, and programs that reflect the diverse needs of healthcare workers. Integrating research evidence with stakeholder perspectives provides practical guidance for designing workplace wellness initiatives that are both feasible and responsive to real-world healthcare settings.
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APPENDICES

Appendix A: An example search string for PubMed database8 
(("Health Personnel"[Mesh]
OR healthcare worker*
OR physician*
OR nurse*
OR allied health professional*
OR hospital staff)
AND
("Workplace"[Mesh]
OR "Occupational Health"[Mesh]
OR workplace wellness
OR employee wellness
OR wellbeing
OR mental health
OR resilience)
AND
("Hospitals"[Mesh]
OR hospital*
OR healthcare setting*))
Filters:
English
2010–2024





















Appendix B: PRISMA flow diagram illustrating identification, screening, inclusion process8,48



































Appendix C

Table 1: overarching themes mapped to TDF Domains7,9
	Overarching themes9
	Theoretical Domains Framework7

	Organizational factors
	Environmental Context and Resources, Social Influences, Social/Professional Role and Identity

	Accessibility and Logistics
	Environmental Context and Resources, Memory, Attention and Decision Process

	Awareness and Communication
	Knowledge, Memory, Attention and Decision Process

	Program Design
	Skills, Beliefs about Capabilities, Behavioral Regulation

	Engagement and Motivation
	Social Influences, Emotion, Optimism, Intentions, Beliefs about Capabilities

	Outcomes and Impact
	Beliefs about Consequences, Reinforcement, Goals




Table 7: Observed Barriers in Rapid Review
	Barriers
	Theme9
	TDF Domain7
	Recurrence

	Time constraints, Insufficient time13,17,22,33,39
	Accessibility and Logistics
	Environmental Context and Resources
	High

	Stigma around mental health support18,23,29,35,38
	Engagement and Motivation
	Social Influences
	High

	Centralized locations, Lack of on-site wellness spaces12,16,28,34
	Accessibility and Logistics
	Environmental Context and Resources
	Moderate

	Inconsistent leadership endorsement9,14,20,37
	Organizational Factors
	Social/Professional Role and Identity
	Moderate

	Rigid scheduling for wellness programs11,24,30
	Accessibility and Logistics
	Memory, Attention, and Decision Processes
	Low

	One-size-fits-all program design19,21,26
	Program Design
	Beliefs about Capabilities
	Low













Table 8: Observed Facilitators in Rapid Review
	Facilitators
	Theme9
	TDF Domain7
	Recurrence

	Visible support from managers9,13,22,29,37
	Organizational Factors
	Social Influences
	High

	Flexible scheduling, Virtual wellness options11,14,19,26,32
	Accessibility and Logistics
	Environmental Context and Resources
	High

	Anonymous feedback mechanisms10,21,28,34
	Awareness and Communication
	Memory, Attention, and Decision Processes
	Moderate

	Mentorship programs12,23,27,33
	Organizational Factors
	Social/Professional Role and Identity
	Moderate

	Integrated mental and physical wellness initiatives16,24,30
	Program Design 
	Beliefs about Consequences
	Low

	Mobile apps for wellness resources18,25,31
	Accessibility and Logistics
	Skills
	low



Table 9: Perceived Barriers from Stakeholder Insights
	Barriers (Quoted Phrase)
	Theme9
	TDF Domain7
	Recurrence

	“Time is our biggest challenge”
“Insufficient time to seek support”
	Accessibility and Logistics
	Environmental Context and Resources
	High

	“We don’t have suitable spaces for these activities”
“Difficulty finding protected spaces”
	Accessibility and Logistics
	Environmental Context and Resources
	Moderate

	“Leadership involvement is inconsistent”
“Lack of role modeling by managers”
	Organizational Factors
	Social/Professional Role and Identity
	Moderate

	“Limited knowledge of available wellness programs”
“Poor internal communication”
	Awareness and Communication
	Knowledge
	Low

	“Programs are not for diverse cultural needs”
“Lack of inclusivity”
	Program Design 
	Skills
	Low






Table 10: Perceived Facilitators from Stakeholder Insights
	Facilitator (Quoted Phrase)
	Theme9
	TDF Domain7
	Recurrence

	“Visible leadership support motivates us”
“Managers set a positive example”
	Organizational Factors
	Social Influences
	High

	“Flexible scheduling is crucial” 
“Virtual options enable better participation”
	Accessibility and Logistics
	Environmental Context and Resources
	High

	“Tailored programs for different departments work best”
“Customization improves engagement”
	Program Design 
	Beliefs about Consequences
	Moderate

	“Anonymous feedback mechanisms encourage participation” 
“Creates a safe environment”
	Awareness and Communication
	Memory, Attention, and Decision Processes
	Moderate

	“Peer-led initiatives work well”
“Collaboration fosters a sense of belonging”
	Engagement and Motivation
	Social Influences
	Low



Table 11: Comparative Synthesis of Rapid Review Findings VS. Stakeholder Insights: Table 12
	Barriers
	Stakeholders
	Literature

	Time Constraints13,17,22,33,39
	       +
	      +

	Stigma20,29,31
	        -
	      + 

	Leadership Support18,21,36
	       +
	      +

	Awareness of Programs41,43
	     +
	      0

	Inclusivity
	     +
	      -


	Facilitators
	Stakeholders
	Literature

	Leadership Support9,18,36
	          +
	       +

	Flexible Scheduling10,14,27
	          +
	       +

	Tailored Programs11,23,33
	          +
	       0

	Anonymous Feedback29,43
	          +
	       +

	Peer Support25,32,41
	          +
	       +



+  detailed mention      0   Limited mention       -   Not mentioned
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