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Randomised Control Trial (RCT)
A study design that helps to make sure the results are

accurate and not influenced by the researchers or the study

design itself, by randomly selecting people to either get the

treatment straight away or not.

 

GLOSSARY
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Cognitive Behavioural Therapy (CBT)
Therapy that focuses on how a person's thoughts,

behaviours, emotions and physiology affect each other.

 

Quantitative Data
data which is numeric and measurable (e.g. scores on a

depression questionnaire). Facts with a level of confidence

can be drawn from this sort of Data. 

Qualitative Data
data which is formed of words, (e.g. statements and opinions

through interviews or focus groups). Common themes can be

identified in this kind of data. 

Feasibility Study
a study design that allows researchers to trial something

new and get an early view of how successful a larger trial

might be and how it could be run.

Efficacy study
a study design that aims to statistically evaluate the

impact of an intervention in a controlled environment. 

Statistical significance
This is a way to judge whether the results of the research  

could have happened just by chance, or if the treatment

was the cause of any difference seen

 



Mental health problems and stress affect
us all, however old we are, what our ethnic
background is, or what we do for a living.
Although it is normal to feel stressed
sometimes or to have a poor night’s sleep,
it is important to notice when these things
are happening too much and affecting our
day-to-day lives. Mental health problems
are usually described based on the
symptoms being experienced, how bad
those symptoms are, and how long they go
on for. Anxiety and depression are the most
common ones, affecting roughly one in six
adults in England (McManus et al., 2016).
The number of mental health problems
seen tend to go up a lot during large-scale
disasters, such as during war, natural
disasters (e.g. hurricanes and tsunamis), or
global pandemics (Charlson et al., 2019;
Saeed & Gargano, 2022; Douglas et al.,
2009). In data collected after the COVID-19
pandemic in the UK in autumn 2022,
around 16% of adults reported moderate to
severe symptoms of depression. This is
higher than before the pandemic (10%), but
lower than the peak in early 2021 (21%)
(ONS, 2022). 

At work, mental health problems affect one
in six workers each year and are the leading
cause of time off work sick. Stress, anxiety
and depression are the reason for
approximately half of the working days lost
(Deloitte, 2020).

Background
The estimated cost to the UK each year of
poor mental health has gone up 25% since
the start of the pandemic, up to £56 billion
in 2020/21 (Deloitte, 2022). About half of
this cost is because of presenteeism
(when someone goes to work, but gets less
done due to poor health), and the rest of
the cost is from time off sick and staff
leaving their jobs due to mental health
problems.

Although more generally people are now
more aware of mental health problems and
have less negative beliefs about them, this
is not always the case at work. A national
report found that around half of workers
said they would not feel comfortable
talking about their mental health at work
(BITC, 2019). However, a more recent
report found that almost two thirds of
employers in the Midlands wanted to
provide more mental health and wellbeing
support to their staff (ERC, 2020).
Researchers have started to show how the
workplace could be a great place to offer
support and stop more serious problems
developing. Different programmes,
interventions and resources have been
trialled in the past in workplaces to reduce
mental health difficulties, but there isn't
much scientific evidence to say whether
they work or not, and who for. 
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The Mental Health and Productivity

Pilot (MHPP) is a three-year

programme funded by Midlands

Engine. Expert partners in the

Midlands are working together to

support good mental health at work

and reduce negative beliefs and

stigma about mental health. Through

our work, we hope to support

workers in doing their jobs, and help

the Midlands be more productive. To

do this, we are providing mental

health support and resources that

are backed-up by data, affordable

and can be delivered long term.

The INWORK pilot trials are part of

the MHPP programme. Four different

programmes to support workers

were trialled as part of INWORK -

SLEEP, REST, BITE and MENTOR.

Two other trials, PROWORK and

Managing Minds, were also created

and tested as part of MHPP. This

report covers the trials delivered by

the University of Warwick: SLEEP,

REST and BITE. 

The INWORK trials were run to test

whether each programme of support

being offered was realistic to deliver,

acceptable to the people taking part,

and could have a positive impact on

the different indicators of mental

health being focused on for each

trial. For example:

What is MHPP?
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If employers advertised the

trials, would people want to take

part?

Would more people drop-out of

the treatment than, e.g. similar

NHS services?

Would employers want to

advertise the trials and allow

people to take part?



To find people to take part in our trials we used two methods: through our
partner employers or directly reaching working people in the Midlands via social
media advertising. Our network of partner employers was built as part of the
wider MHPP programme, with over 700 employers from sectors including health
services, education, information and communication and manufacturing.
Employers played an important role in the process, from sending out advertising
materials, to being encouraging and flexible for employees taking part.

What did we do?
Recruitment
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eligibility
All research studies have rules about who can or cannot take part, called study
eligibility criteria. These rules help to ensure that results are clear in what they
tell us (e.g. not including someone with another condition or a lifestyle which
might prevent the treatment from working as intended), whilst also making sure
no one is included who might be at greater risk of harm from the treatment.
Everyone who wanted to take part filled in a screening questionnaire. 

For SLEEP,  REST, and MENTOR this included questions about symptoms of
depression, anxiety and insomnia, with other yes/no questions (e.g. currently in
touch with mental health services). People were asked to take part in either the
SLEEP, REST or MENTOR trials based on their answers, or were directed to other
sources of help if they didn’t meet the eligibility criteria. 

BITE used two stages to see if people met the criteria to take part. At the first
stage, there were questions looking for early signs of an unhealthy relationship
with food and their body. In stage two, people who met the stage one criteria had
a call with one of the therapists on the trial. If the therapist was happy that they
did not show any signs of high risk, for example thoughts about suicide, they
were invited to take part. Anyone who did not meet the eligibility criteria was
directed to appropriate support (e.g. mental health and eating disorder charities,
local primary care services, self-help resources). 



INCLUSION EXCLUSION

Able to give informed
consent
English-speaking
In employment
≥ 18 years of age
ISI score > 7
GAD-7 score ≥ 5 OR PHQ-9
score ≥ 5

RECEIVING TREATMENT FROM
MENTAL HEALTH SERVICES
PREGNANT
certain mental health
conditions (e.g. epilepsy,
psychosis)
IN SHIFT WORK
RETIRING IN NEXT 10 MONTHS

Able to give informed
consent
English-speaking
In employment
≥ 18 years of age
ISI score < 8
GAD-7 score ≥ 5 OR PHQ-9
score ≥ 5

RECEIVING TREATMENT FROM
MENTAL HEALTH SERVICES
RETIRING IN NEXT 10 MONTHS
TAKING PART IN OTHER
PSCYHOLOGICAL
INTERVENTION TRIALS

≥ 18 years of age
in EMPLOYMENT
AVOIDING FOOD due to WORRIEs
THAT EATING NORMALLY WOULD
lead to a LOSs of CONTROL OF
EATING AND WEIGHT?
WORRY/DISTRESS ABOUT  BODY
SHAPE, WEIGHT AND SIZE
bmi ≥ 18.5

CURRENT DIAGNOSIS OF
ANOREXIA NERVOSA
THIRD TRIMESTER OF
PREGNANCY

SL
EE

P
RE

ST
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SLEEP and REST used a randomised waitlist-controlled trial design (RCT -
see glossary). This means that there was a group of people (called the
intervention group) who were enrolled in the SLEEP or REST intervention
being trialled straight away, and another group who waited (called the
control group). All people taking part first provided their informed consent
and completed the baseline questionnaires. This is the first set of
questionnaires used as a benchmark for what effect the interventions may
have on improving certain symptoms. Individuals were then randomly put
into either the intervention group or the control group. While the
intervention group started the treatment, the control group continued with
life as usual for 6-8 weeks (depending on which study they were in).

Using these groups means that, for example, if the change in depression
symptoms is bigger in one group, this should be due to the intervention
rather than other wider factors. This is because both groups are
experiencing the same wider events (e.g. cost of living increases) and
should have the same distribution in terms of other factors that could make
a difference, e.g. ethnicity or gender. The control group then got the
treatment after a 6-8 week delay to ensure that everyone had the chance
to be supported. 

Although SLEEP and REST both followed the same study design, the aims
of the trials were different. REST was a feasibility trial, whereas SLEEP was
run as an efficacy trial (see glossary). This means that the REST trial was
trying to answer questions about how suitable it would be to deliver the
programme via employers, as well looking at how many people dropped out
and completed the materials. SLEEP was run as an efficacy trial, which
means that it aimed to collect sufficient data in a controlled environment to
be able to say how effective the intervention was in improving insomnia,
depression and anxiety symptoms. 

STUDY DESIGN
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STUDY FLOWCHART
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Register interest

Consent & complete screening

not eligible

Waitlist-controlIntervention

post-intervention measures

Eligible: Consent to trial & baseline
measures

post-
intervention

measures

intervention

FOLLOW-UP
measures

FOLLOW-UP
measures

SLEEP & REST
Everyone who took part was asked to answer the same set of questions
before getting the treatment, after finishing the treatment, and after 1-2
months (called follow-ups). Collecting this data allows researchers to look at
the initial impact of the treatment (before vs after), as well as if any change
were maintained over a longer period.
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Register interest

Consent & complete screening questionnaire

not eligible

consent to trial

post-
intervention

measures

attend risk screening

FOLLOW-UP
measures

Intervention

not eligible

BITE
BITE was also a feasibility study, but a single-group design where everyone
who took part followed the same timeline. Those who took part were asked to
answer different questions at various points throughout the study, described
in the section on primary and secondary outcome measures. This allowed
researchers to see how different measures of eating attitudes, behaviours
and wellbeing were changing as each person went through the BITE therapy.
There was already evidence showing that the therapy used in BITE worked
well in healthcare settings, e.g. NHS treatment. The BITE trial was exploring
whether the people would take part and stay engaged, e.g. complete all the
sessions, if they got access to the therapy via their workplace.
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The primary outcome measures are the indicators which researchers consider to
be the most important to look at within the study. For SLEEP these were anxiety,
depression and insomnia. We also measured job satisfaction, job productivity, time
off sick, presenteeism (working whilst sick), and wellbeing (secondary outcomes). A
small proportion of people also completed a qualitative interview (see glossary),
where they were asked to describe in further detail their experiences of the
programme. A research process was used to find common themes across the
interviews.

SLEEP
What did we measure?

DEPRESSION
Depression symptoms were measured using the Patient Health
Questionnaire-9 (PHQ-9). This questionnaire asks people to rate how
bothered they have been by certain problems over the past two weeks (e.g.
little interest in doing things, feelings of hopelessness) on a scale of 0 (not at
all) to 3 (nearly every day).

ANXIETY
Anxiety symptoms were measured using the
General Anxiety Disorder-7 (GAD-7). This
questionnaire asks people to rate how bothered
they have been by certain problems over the past
two weeks (e.g. feeling nervous, anxious or on
edge) on a scale of 0 (not at all) to 3 (nearly every
day).

INSOMNIA
People with insomnia may experience trouble getting to sleep, staying
asleep, or waking up earlier than planned, which impacts the quality of sleep. 
 Insomnia symptoms were measured using the Insomnia Severity Index (ISI).
These questions ask people to rate statements about their sleep over the
past two weeks (e.g. how difficult it was to fall asleep)
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The success of the REST trial was explored using five objectives, or primary
outcomes:

REST

BITE
To judge success, BITE looked at:

How many employers and employees were happy to take part? (Objectives 1
& 2)
How much did people use the online materials, and did they finish the
programme?
Did taking part change peoples' scores on questionnaires for depression,
anxiety, insomnia and job productivity?
What were people' opinions about the online materials and the trial? e.g.

What did people think about the online nature of the programme?
Were there any barriers/issues with taking part?
Was there anything missing from the programme?

How many people were willing to take part?
How many people stayed involved at each stage of the therapy?
The number of therapy sessions people turned up to

How the treatment affected eating disorder, depression and anxiety
symptoms, productivity, and time off work sick?

Primary outcomes:

Secondary outcomes:

As well as these outcomes, those who took part were asked to answer a set
of questions rating different aspects of the treatment (e.g. overall, how well
did the BITE programme feel personally tailored to you and your needs?).

People who took part were also asked open-ended questions about their
experiences (e.g. were there any advantages and disadvantages for you
having the therapy offered and delivered in the workplace rather than a
clinic?). A research process was used to find common themes across the
answers.



DATA MANAGEMENT

The way data is managed is very important in any research project. We
define up front what data we are collecting and why; how we will
manage it and the steps we will take to make sure it stays private
throughout the trial. This information is shared with people in an
information sheet before they agree to take part in a trial. 

We did several things in the INWORK trials to make sure that
information we collected stayed secure. Information that would allow
someone to be identified (e.g. e-mail address) was separated from
research data (e.g. survey responses) as quickly as possible and was
stored separately. Access to information was restricted, with the team
only able to see the information they needed for their role in the
research project. No identifiable information was shared with
employers, and it will not possible to see who took part based on any
reports we create.
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SLEEP
SLEEP is a 6 week digital online programme based on cognitive behavioural
therapy for insomnia (CBTi) and emotion regulation (which teaches us to
recognise, accept, and control our emotions). Topics covered in the
programme include learning about what sleep is and how it affects our
bodies and minds, monitoring of sleep, sleep restriction therapy and stress
management techniques. Four video conferencing sessions with a trained
therapist are also included.

programmes
SLEEP, REST and BITE are all based on Cognitive Behavioural Therapy
(CBT). CBT is based on the idea that thoughts, behaviours, and feelings
(both emotional and physical) are all interconnected. CBT works by helping
us to break unhealthy links between these elements, and uses change in
one area, e.g. what we think, to lead to changes in other areas, e.g. how we
feel.

REST
REST is an 8 week programme based on cognitive behavioural therapy with tools
and information designed to reduce symptoms of stress, anxiety and depression.
REST is fully self-guided online and builds practical skills and techniques to help
people cope with stressful situations. 
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BITE
The BITE programme is a brief, online programme of cognitive behavioural
therapy for eating disorders in those who are not underweight (CBT-T). Ten
weekly therapy sessions were delivered online by a trained therapist. The
sessions were structured around five parts including learning about and
changing eating, challenging beliefs about eating, emotional triggers for
eating, looking at the connection between eating and weight, and body
image.



What did we find?
demographics
SLEEP

GENDER

ETHNICITY

RELATIONSHIP
STATUS

10
-2

9k

30-4
9k

50-6
9k

70
-8

9k

90-1
09k

11
0-1

50k

15
0K+

75 

50 

25 

0 

INCOME

FEMALE (77%); MALE (22%); OTHER (1%)

WHITE
80.6%

ASIAN
13.8%

OTHER
0.6%

MARRIED
51.9%

COHABITING
18.8%

SINGLE
17.5%

OTHER
4.4%

Total = 160; Intervention = 80; Control = 80n

Mean = 43.65 years (22-65 years)Age

BLACK 2.5%
MIXED/MUTLTIPLE
2.5%

15

divorced 3.75%
separated 2.5%
widowed 1.25%



demographics
REST

GENDER

ETHNICITY

RELATIONSHIP
STATUS

10-29k 30-49k 50-69k 70-89k 90-109k 110-150k

20 

15 

10 

5 

0 

INCOME

FEMALE (85%); MALE (15%)

WHITE
94.2%

ASIAN
1.9%

MARRIED
48.1%

COHABITING
23.1%

SINGLE
17.3%

OTHER
7.7%

Total = 52; Intervention = 25; Control = 27n

Mean = 41.71 years (22-63 years)Age

BLACK 1.9%
MIXED  1.9%

16

separated
3.8%



demographics
BITE

GENDER

ETHNICITY

RELATIONSHIP
STATUS

< 30K 30-90K > 90K

25 

20 

15 

10 

5 

0 

INCOME

FEMALE (91.5%); MALE (8.5%)

WHITE
83%

NON-WHITE
17%

SINGLE
21.3%

OTHER
8.5%

MARRIED/COHABITING
70.2%

Total = 47n

Mean = 39.74 yearsAge
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employer demographics
Number of expressions of interest (EOI) and number of consent to trial/baseline
questionnaire responses by sector.

sector
expressions of

interest
(n = 1032)

sleep
baseline 
(n = 162)

rest
baseline 

(n = 53)

bite 
baseline 

(N = 47)
Accommodation &
food services

1 0 1 0 

Agriculture, forestry &
fishing

1 1 0 0 

Arts, entertainment &
recreation

25 6 3 0 

Business,
administration &
support services

31 7 1 0 

Education 378 60 23 34 

Finance & insurance 1 1 0 0 

Health & social care 44 10 6 0 

Information &
communication

47 11 1 3 

Manufacturing 19 9 0 0 

Professional,
scientific & technical

42 14 4 1 

Public administration
& defence

171 33 12 0 

Retail 18 4 0 0 

Self-employed 1 1 0 0 

Transport & storage 17 4 1 1 

Unspecified 236 1 1 8 
18



50% reduction
in insomnia &

depression
symptoms

SLEEP

Taking part in SLEEP significantly improved sleep, depression, and anxiety
symptoms (see glossary for definition of statistically significant findings).

INTERVENTION GROUP CONTROL GROUP

10% reduction in
insomnia &

depression
symptoms

40% reduction
in ANXIETY
symptoms

8% reduction in
ANXIETY

symptoms

19

primary outcomes



INTERVENTION GROUP CONTROL GROUP
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There were significant improvements in mental wellbeing and overall
work impairment, with no significant changes in all other secondary
outcomes. 

secondary outcomes

11% increase
in mental

wellbeing

3% increase
in mental

wellbeing

36%
improvement

in overall
work

impairment

11%
improvement

in overall
work

impairment



'BETTER
SLEEP

IMPROVED MY
LIFE'

tHE VALUE OF THERAPY VS DIGITAL ONLY

PRACTICE, FEEDBACK & PROBLEM-SOLVING

WORKING FROM HOME DURING COVID-19

sPILLOVER 
EFFECT

A random sample of 21 participants were included in the analysis. A main
theme: ‘Better sleep improved my life’ was found, with three other themes
capturing how the programme led to the positive changes in sleep and
wellbeing.

The main theme ‘Better sleep improved my life’ captures all the sleep and
general wellbeing benefits people taking part experienced. The spillover effect
describes the knock-on effects they noticed in other parts of their lives due to
sleeping better.

“It was overall positive and I found it beneficial. I found that I..
understood my sleep better as a result of that. And it also helped
me with some issues that were impacting my sleep as well.” 

“I think it's made really important improvements to my sleep
patterns and my quality of life and wellbeing in general so I really
had highly positive views on the experience”.

21

qualitative analysis



“I learned how to
keep a constant,
let’s say, path and
not change every
night or following
more or less sleep
necessity but to
respect the rules
were useful.” 

“I think we’ve all
grown accustomed
to doing so much of
our lives online now
that I didn’t really
have much of an
issue with it.I don’t
think I could’ve done
this any other way
but online anyway” 

One of the themes talks about ‘The value of therapy sessions versus digital-
only’. Several people said that the therapy sessions were ‘the best part’ of
their experience. Participants liked the support from the therapists, and the
chance to ask questions about content when needed. 

“I would say probably with the sleep therapist made the most
difference. It was just sort of getting things in my head. So, when
she was talking about little bits about the modules as well, it
was just making things a little bit clearer.”

Some of the ways that taking part may have
helped people to improve are captured by the
second theme ‘Practice, feedback and problem-
solving.’ For example, sleep restriction therapy
(SRT) and following good sleep hygiene involved
practising positive behaviours. This will be helpful
for future development of the programme, to help
us understand which parts of the process helped
people make improvements.

The SLEEP trial was run during the COVID-19
pandemic, and the final theme is about how this
affected people's ability to take part. Some
people were using computers more for work, and
doing the therapy online was a natural extension.
Some found that they had better access to
private space due to working from home. This
meant that taking part during working hours was
easier. 
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OBJECTIVE 1 : Were EMPLOYERS willing TO take part?

301 employers were contacted 
104 employers attended a call or webinar about the trial
33 employers agreed to host the REST trial

902 people expressed interest in INWORK (SLEEP, REST, MENTOR)
60% completed screening questionnaires
74 people were invited to take part after screening
53 people completed the baseline questions to take part 

OBJECTIVE 3: ENGAGEMENT WITH THE online content

Engagement rates of the 52 participants enrolled (1 person withdrew)

OBJECTIVE 2 : Were EMPLOYEES willing to take part?

More than 87% 50 - 78% 20 - 48% Less than 12% No engagement

20 

15 

10 

5 

0 

Engagement Rate (% of content completed)

Fr
eq

ue
nc

y
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OBJECTIVE 4: How did taking part affect symptoms of
depression and anxiety?

INTERVENTION GROUP CONTROL GROUP

21%
REDUCTION
IN ANXIETY
SYMPTOMS

17%
REDUCTION

IN
DEPRESSION
SYMPTOMS

12%
REDUCTION
IN ANXIETY
SYMPTOMS

7%
REDUCTION

IN
DEPRESSION
SYMPTOMS
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There were some improvements in anxiety and depression symptoms in
both the intervention and control groups. However, due to the study
being designed to look at feasibility, and the small number of
participants in each group, the findings were not statistically significant.
This means we can't say for sure whether the difference was likely to be
due to the REST treatment, or could have happened just by chance. This
was the case for all other quantitative outcome measures.



A random sample of 10 people were interviewed for the qualitative
analysis. Four related themes were found, which are described below
with quotes.

REST
THEMES

'anyone could pick that
up and find it very
useful'

individual-level
impacts from the
practical skills
and techniques

programme structure &
design facilitated engagement

'this isn't a quick fix'

Overall, those who took part said that the practical skills and techniques they
learned had an impact in lots of areas of their life. These improvements included
greater self-awareness, and acceptance and control of emotions. Participants
also spoke about other things, such as speaking more openly about mental
health and feeling encouraged to seek more support in the future. 

"But it did actually give me some tools that when my brain was racing
at night and particularly when anxiety is high, I could use some of
the things that I learned to try and quell some of that and to kind of
stop it from spiralling into something a bit more stronger and a bit
more serious.”

25

Several participants said that they would like REST to be rolled out so it could
benefit more people. The view was that, 'anyone could pick that up and find it
useful', particularly with the pressure on mental health services. It was also said
that the programme “couldn’t have been more timely,” due to stress in their
lives.

QUALITATIVE ANALYSIS

“So, I feel like it was for anyone who’s suffering with
generalised anxiety or depression or even just worry in
general, I think anyone could pick that up and use it and find it
very useful."
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The way the programme was designed also helped people stay involved and
complete the content. This included the way new content was released in
'chunks' each week, instead of all at once. Having the content online also meant
that it could be completed alongside other work and personal tasks, and also
helped with keeping concerns private if needed. However, some participants said
that the use of technology could be a problem for some people who are less
confident doing activities online.

"Having it split up like that so that this week, this is what we’re
going to look at, next week we’ll look at something else... that
was definitely useful for me, it kind of it matches the way that I
like to look at things, to split things up into smaller chunks and
consider them like that.”

In the last theme ‘this isn’t a quick fix’ participants talked about the barriers to
taking part, including how someone’s journey to improving their mental health is
often not a quick or easy one. They discussed how repeating and practising the
skills learnt in the programme was required beyond the 8 week course. This was
difficult for some people, due to time pressures and the need to be self
motivated.

 "a part of realising when I was going through the programme,
this isn’t a quick fix. However, many techniques are there, it’s not
just a case of, oh well, I’ve tried that technique, ooh ka-ching it’s
worked And I wasn’t expecting that. But, this will take a
considerable amount of effort on my part, and I, as much as I
say, I know why the reasons are, part of it is down to me to help
fix as well though, it’s not just down to them to do.” 



BITE

A total of 175 participants expressed an interest, of which 109 completed
the eligibility questionnaire and 47 consented to the trial. 

More than half of participants (61.7%, n=29) completed the treatment.
Most people who completed treatment, 79.31% (n=23) also completed the
two follow-up appointments. People came to almost all of their therapy
appointments (98.23%).

A ‘Participant Experiences’ questionnaire was sent a month after finishing
treatment. 24 participants answered the questions and said that the
treatment was acceptable, helped to reduce eating disorder behaviours,
and was well tailored to their personal needs. They rated these factors
from 8.50 to 9.63 out of 10.

Most participants (70.83%) said they would be more likely to attend
appointments at work rather than an a clinical setting like a doctors or
hospital, and 16.67% had no preference. Participants said they were able
to engage better with their work, both during and after getting the
therapy.

27

primary outcomes
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58%
REDUCTION IN  

eating
attitudes

and
behaviours

(EDE-Q)

48%
REDUCTION
IN  eating

cognitions
and

behaviours
(ed-15)

98%
reduction

in objective
binges

44%
reduction

in
depression
symptoms

46%
reduction
in activity

impairment

44%
reduction
in anxiety
symptoms

secondary outcomes
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24 participants filled in an experience questionnaire 1 month after
finishing the therapy. The answers were analysed to look for common
themes. Seven themes were found, which are described below with
quotes from participants. Overall, the analysis suggests that therapy at
work is acceptable, and can improve eating disorder symptoms,
although there are some barriers.

bite
THEMES

WORK OR THE WORKPLACE 
AS A TRIGGER

IMPACT OF THERAPY ON WORK

PANDEMIC & RELATED CHANGES
TO WORK ENVIRONMENT

ACCESSIBILITY OF WORKPLACE
THERAPY

WORK ENVIRONMENT
FACILITATED ENGAGEMENT

IN THERAPY

IMPACTS OF THE THERAPY ON
THE SELF

role of the therapist

QUALITATIVE ANALYSIS
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WORK OR THE WORKPLACE AS A TRIGGER
“Time pressure means not always got time to eat in a structured way
leading to snacking/going without food.”

PANDEMIC & RELATED CHANGES TO WORK ENVIRONMENT
“My binging got a lot worse when the pandemic started. I was at home
alone and I’d regularly order take aways and binge. Sometimes even
at lunchtime.”

ACCESSIBILITY OF WORKPLACE THERAPY
“I would not have gone looking for therapy. The fact it came into my
email box made me stop and think. I work long hours and trying to find
time to go and see someone in person would never have happened. I
have benefitted from this process immensely because I could access
it in work time.”

WORK ENVIRONMENT FACILITATED ENGAGEMENT IN THERAPY
“…being able to talk to my direct lead about spending time looking
after my mental health now that the hour-long sessions have
finished. I can still take some of that time to look after myself.”

IMPACT OF THERAPY ON WORK
“By continuing the habits and principles learned in the programme (e.g.
regular meals and snacks, taking breaks), I am definitely a lot more
productive and focused with work”.

IMPACTS OF THERAPY ON THE SELF
“I had better coping mechanisms for when thoughts about my body
image came into my head which meant they didn’t ‘derail’ me for long.”

ROLE OF THE THERAPIST
“[The therapist] was supportive and approachable but also pragmatic,
focused on the goals of the programme and kept me on track. I really
feel that I am well on my way to full recovery from my eating
disorders thanks to her. I am confident that I will never have such
bad issues again.”



What will be next?
LEARNINGS & NEXT STEPS

SLEEP
The SLEEP trial has already shown us that the intervention works and
improves sleep, depression and anxiety. We also know that people were
willing to take part in the programme at work.
The next trial could be run across the whole of the UK (rather than the
Midlands only) to see if the impact is the same for different groups of
people.
We also want to understand how this sort of programme could be
delivered in the future outside of a research trial, for example who
should deliver the therapy, how could referrals work, is it affordable?

REST
The feasibility stage of the
REST trial showed that the
study design caused
recruitment challenges, and
let us see some changes that
could help in future.
The small number of
participants means that we
can't really say yet how good
the intervention is at
improving symptoms of
depression and anxiety.
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BITE was found to be an acceptable and feasible intervention delivered
at work for people with eating disorder symptoms who are not
underweight.
These positive results will allow us to apply for funding to run a full trial
to look at the effectiveness of the therapy with a larger and more
diverse group of participants.

BITE

The analysis of the REST interviews has helped us to see the strengths
and limitations of the current programme, which we will use to improve
the programme for the next trial.
The next step will be to run a full trial with enough people to let us judge
the effectiveness of the intervention on improving depression and
anxiety symptoms (rather than if people are willing to sign-up, and how
many complete the intervention). Funding has already been awarded as
part of MHPP for this next trial, which will run in spring/summer 2023.

thank you
A final thank you to all our partner organisations and employees in the
Midlands that took part in the MHPP trials. 

For more information, please contact the University of Warwick research
team at: wmg-mhpp@warwick.ac.uk or visit https://mhpp.me/
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published protocols:

BITE Protocol: https://onlinelibrary.wiley.com/doi/full/10.1002/eat.23701

SLEEP Protocol: https://bmjopen.bmj.com/content/12/7/e058062

REST Protocol: https://bmjopen.bmj.com/content/12/12/e060545
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