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Wykaz stosowanych skrotow
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TIDieR

TREND

TT™M
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Brief Participatory Behavioral and Educational Workplace Intervention
(Model partycypacyjno-edukacyjnej interwencji zywieniowej w miejscu
pracy)

Capability — Opportunity — Motivation — Behaviour (Zdolnos¢,
mozliwos¢(i), motywacja, zachowanie)

Evidence-Based Medicine (Medycyna oparta na dowodach)
Evidence-Based Nutrition Interventions (Interwencje zywieniowe oparte
na dowodach)

Evidence-Based Practice (Praktyka (kliniczna) oparta na dowodach)
Needs-based, Learner-centered, Behaviorally-focused (Podejscie
partycypacyjne oparte na potrzebach i koncentracji na uczestniku)
Preferred Reporting Items for Systematic Reviews and Meta-Analyses
Radomised Controlled Trial (Randomizowane badanie kliniczne)
Reach, Effectiveness, Adoption, Implementation, Maintenance (Zasigg,
efektywnos$¢, adaptacja, implementacja, utrzymanie)
Self-Determination Theory (Teoria autodeterminacji)

Template for Intervention Description and Replication

Transparent Reporting of Evaluations with Nonrandomized Designs

Trans-Theoretical Model (Trans-teoretyczny model zmiany)

World Health Organisation (Swiatowa Organizacja Zdrowia)



Streszczenie w jezyku polskim

W ostatnich dekadach srodowisko pracy stato si¢ jednym z kluczowych obszarow
analizowanych w ramach zdrowia publicznego. Zmiany technologiczne, urbanizacyjne
1 organizacyjne sprawily, ze znaczna czg¢s¢ dorostej populacji spedza w pracy wigkszosé
dnia, a decyzje zywieniowe podejmowane w tym czasie maja bezposrednie przetozenie
na zdrowie, funkcjonowanie psychospoleczne oraz produktywno$¢ pracownikow.
Dynamiczny i wieloaspektowy charakter srodowiska pracy sprawia, ze projektowanie
interwencji zZywieniowych w tym obszarze wymaga podejScia systemowego.
Jednoczesnie globalne obcigzenie chorobami niezakaznymi, w tym otytoscig, cukrzyca
typu 2 i chorobami uktadu krazenia, wskazuje na pilng potrzebe tworzenia skutecznych,
realistycznych i adaptowalnych strategii wspierajacych zdrowe wybory w populacji.

Niniejsza dysertacja wpisuje si¢ w ten obszar badan, podejmujac probe integracji
dowodow naukowych, modeli teoretycznych oraz empirycznych analiz §rodowiska pracy.
Punktem wyjscia jest zatozenie, ze skuteczna interwencja zywieniowa musi by¢
jednoczesnie: oparta na dowodach i zgodna z aktualnym stanem wiedzy, osadzona
w kontekscie organizacyjnym 1 dostosowana do realnych barier pracownikow,
psychologicznie ugruntowana, wykorzystujagca mechanizmy motywacyjne i spoleczne
oraz partycypacyjna, czyli wspottworzona z odbiorcami, co zwigksza jej akceptowalnosc,
wykonalno$¢ 1 trwatos¢ efektow.

W oparciu o te zalozenia przeprowadzono wieloetapowy projekt badawczy, ktory
najpierw umozliwit krytyczna analize istniejagcego stanu wiedzy na temat interwencji
zywieniowych w miejscu pracy, nastgpnie pozwolil na poglebione rozpoznanie
psychospotecznych 1 organizacyjnych uwarunkowan zachowan zywieniowych
pracownikoéw, a w dalszej kolejnosci doprowadzit do zaprojektowania i empirycznej
weryfikacji interwencji opartej na podej$ciu partycypacyjno-edukacyjnym. Tak
ustrukturyzowana sekwencja dziatan pozwolila nie tylko na identyfikacj¢ determinant
niezbednych do skutecznego projektowania interwencji, lecz rowniez na przetestowanie
w praktyce mechanizmdw teoretycznych stanowigcych o ich efektywnosci.

Niniejsza dysertacj¢ zamykaja wyniki badan, ktére podkresla, ze interwencje
zywieniowe W miejscu pracy muszg by¢ jednocze$nie naukowo ugruntowane,
psychologicznie trafne i organizacyjnie realistyczne. Co kluczowe, cykl artykulow
przedstawiony w dysertacji wskazuje, ze dopiero holistyczne ujecie uwzgledniajace

wspotwystepowanie réznych czynnikow poznawczych, motywacyjnych, spotecznych



i $rodowiskowych daje mozliwo$¢ projektowania interwencji, ktore moga skutkowaé
trwatymi zmianami codziennych zachowan zdrowotnych pracownikdw.

W rezultacie analiza przedstawiona w niniejszej dysertacji ma na celu zaréwno
rozszerzenie dorobku teoretycznego w obszarze interwencji zywieniowych, ale rowniez
dostarczenie wiedzy praktycznej umozliwiajgcej projektowanie interdyscyplinarnych
dziatan opartych na dowodach naukowych 1 dostosowanych do warunkow

funkcjonowania wspoétczesnych srodowisk pracy.



Streszczenie w jezyku angielskim

In recent decades, the workplace has become one of the key domains examined
within the field of public health. Technological, urban, and organizational changes have
resulted in a substantial proportion of the adult population spending most of their day
at work, with dietary decisions made during this time exerting a direct influence on health
outcomes, psychosocial functioning, and employee productivity. The dynamic and
multifaceted nature of the workplace means that the design of nutritional interventions
in this setting requires a systems-based approach. At the same time, the global burden
of noncommunicable diseases including obesity, type 2 diabetes, and cardiovascular
diseases underscores the urgent need to develop effective, realistic, and adaptable
strategies that support healthy choices at the population level.

This dissertation contributes to this area of research by seeking to integrate
scientific evidence, theoretical models, and empirical analyses of the work environment.
It is grounded in the assumption that an effective nutritional intervention must
simultaneously be evidence-based and aligned with the current state of knowledge;
embedded within the organizational context and responsive to the real-world barriers
faced by employees; psychologically grounded, drawing on motivational and social
mechanisms; and participatory in nature — that is, co-created with its intended recipients
— thereby enhancing its acceptability, feasibility, and sustainability of effects.

Based on these assumptions, a multi-stage research project was conducted.
Initially, it enabled a critical review of the existing body of knowledge on workplace
nutrition interventions. Subsequently, it allowed for an in-depth examination of the
psychosocial and organizational determinants of employees’ dietary behaviors. In the
final stage, this process led to the design and empirical evaluation of an intervention
grounded in a participatory and educational approach. This structured sequence
of research activities made it possible not only to identify key determinants essential for
effective intervention design, but also to empirically test the theoretical mechanisms
underlying their effectiveness in real-world conditions.

The dissertation concludes with findings that emphasize that workplace nutrition
interventions must be simultaneously scientifically grounded, psychologically sound, and
organizationally realistic. Crucially, the research cycle presented in this dissertation
demonstrates that only a holistic perspective, one that accounts for the co-occurrence

of cognitive, motivational, social, and environmental factors enables the design

10



of interventions capable of producing sustained changes in employees’ everyday health
behaviors.

As a result, the analyses presented in this dissertation aim not only to expand the
theoretical body of knowledge in the field of nutritional interventions, but also to provide
practical insights to support the development of interdisciplinary, evidence-based actions

tailored to the operational realities of contemporary work environments.
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Wstep

Niezakazne choroby przewlekte, takie jak otylos¢, cukrzyca typu 2, choroby
uktadu krazenia czy wybrane nowotwory, stanowig jedno z najpowazniejszych wyzwan
wspotczesnego zdrowia publicznego. Schorzenia te pozostaja glowna przyczyna
przedwczesnej umieralno$ci i niepelnosprawnosci w krajach o $rednim i wysokim
dochodzie, w tym w Polsce oraz w calej Unii Europejskiej [1]. W obliczu rosngcego
obcigzenia chorobami zwigzanymi z nieprawidlowym stylem zycia, szczegdlnego
znaczenia nabierajg strategie promocji zdrowia ukierunkowane na modyfikacje stylu
zycia i zachowan zdrowotnych.

Coraz wigcej dowodow wskazuje, ze miejsce pracy moze pehi¢ funkcje jednego
z kluczowych $rodowisk oddzialywania w  zakresie promocji zdrowia
i profilaktyki przewleklych, niezakaznych chorob. Wynika to zaré6wno z czasu
spedzanego w pracy (znaczna cze$¢ dorostej populacji przebywa tam od jednej trzeciej
do polowy dnia), jak i z silnego powigzania wzorcéw zywieniowych z warunkami
organizacyjnymi, dostepnos$ciag zywnosci oraz ekspozycjg na stres zawodowy [2].
Srodowisko pracy ksztattuje nie tylko zachowania zywieniowe, lecz takze ogolny
dobrostan, poziom energii, funkcjonowanie poznawcze oraz zdolnos¢ do radzenia sobie
z obcigzeniami zawodowymi [3].

Rownolegle zwicksza si¢ liczba danych wskazujacych, ze odpowiednie Zzywienie
pracownikéw wiaze si¢ nie tylko z profilem zdrowotnym, lecz takze z parametrami
funkcjonowania zawodowego. Badania populacyjne i1 organizacyjne pokazuja, ze
zdrowsze wybory zywieniowe korelujg z nizsza absencjg i prezenteizmem, wyzsza
produktywnoscig, lepszym samopoczuciem i wigkszg satysfakcja z pracy [2, 4]. To
bezposrednio przeklada si¢ na obserwowany w ostatnich latach trend badan,
oceniajacych skutecznos¢ programéw zywieniowych realizowanych w $rodowisku
zawodowym.

Dotychczasowe syntetyczne opracowania wskazuja, Ze interwencje taczace
komponenty zywieniowe 1 aktywno$¢ fizyczng prowadza do umiarkowanych
pozytywnych efektow zdrowotnych [5-7] oraz korzystnych zmian w obszarze
funkcjonowania zawodowego, obejmujacych absencje, wydajno$¢ oraz dobrostan
psychofizyczny [8]. Jednocze$nie zwraca si¢ uwage, ze mimo duzej liczby badan, jako$¢
dowodow naukowych pozostaje zrdéznicowana. Heterogeniczno$¢ stosowanych

interwencji, réznice w czasie trwania, brak standaryzacji metod pomiaru oraz
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ograniczenia w raportowaniu utrudniaja ocene¢, ktére komponenty programow
sg kluczowe dla zmiany zachowania i jakie mechanizmy lezg u podstaw ich skutecznosci
[11,12].

W ostatnich latach ros$nie znaczenie interwencji zywieniowych opartych
na dowodach naukowych (ang. Evidence-Based Nutrition Interventions - EBNI),
projektowanych zgodnie z rygorem metodologicznym, teoriami zmiany zachowania
(m.in. teoria spoteczno-poznawcza, model przekonan zdrowotnych, teoria planowanego
zachowania) oraz narzedziami klasyfikacji technik zmiany zachowania. Badania
wskazujg, ze interwencje zaprojektowane w sposob teoretycznie spdjny, charakteryzuja
si¢ wicksza przewidywalnos$cig efektéw, nawet jesli ich rezultaty sa mniej wyrazne niz
wyniki badan o stabszej jakosci metodologicznej [12].

Jednoczesnie  stosunkowo niewiele analiz  obejmuje  psychospoteczne
mechanizmy posredniczace, takie jak poczucie wlasnej skutecznosci, sprawczosc,
motywacja autonomiczna, odporno$¢ psychiczna, normy spoleczne czy wsparcie
ze strony wspotpracownikéw. Czynniki te, dobrze opisane na przyktad w modelach
COM-B, czy teorii autodeterminacji (SDT), sg kluczowe dla zrozumienia, dlaczego
pracownicy podejmuja lub nie podejmuja zdrowych wyboréw zywieniowych
w $rodowisku pracy. Ich nieuwzglednienie prowadzi do uproszczonych projektow
interwencyjnych, ktoére moga by¢ skuteczne w warunkach kontrolowanych, lecz czgsto
okazujg si¢ niewystarczajace w ztozonym srodowisku organizacyjnym.

Z perspektywy zdrowia publicznego oraz praktyki zarzadzania organizacjami,
interwencje zywieniowe w miegjscu pracy nie stanowig tylko dodatku, lecz kluczowy
element zintegrowanych strategii zdrowotnych. Dostepne dane potwierdzaja ich
potencjal w zakresie poprawy zachowan zywieniowych, wybranych parametrow
zdrowotnych oraz wskaznikow funkcjonowania zawodowego [4, 5]. Jednak liczne luki
metodologiczne, ograniczona rola czynnikow psychospotecznych w projektowaniu
interwencji oraz niewystarczajgca jakos¢ raportowania wskazuja na potrzebe
prowadzenia badan, ktore tacza podejsciec dowodowe z analiza psychologiczng
i kontekstem organizacyjnym.

Prezentowana praca doktorska odpowiada na t¢ luke, integrujac podejScie oparte
na dowodach naukowych z ujeciem psychospotecznym i analizujac, w jaki sposob
interwencje zywieniowe projektowane z udzialem pracownikéw moga wspiera¢ zmiang

zachowan zdrowotnych w realnych warunkach $rodowiska pracy.
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1. Cele pracy

Cel gléwny:

Celem gtownym niniejszej rozprawy doktorskiej jest opracowanie, wdrozenie
1 wstepna ocena skuteczno$ci partycypacyjno-edukacyjnej interwencji zywieniowej
w miejscu pracy, opartej na dowodach naukowych oraz psychospolecznych
uwarunkowaniach zachowan zdrowotnych pracownikow.

Realizacja celu glownego zaktada potaczenie trzech etapéw badan: (1)
identyfikacj¢ skutecznych komponentow interwencji Zywieniowych w §rodowisku pracy
na podstawie analizy literatury, (2) diagnoze czynnikdéw organizacyjnych
1 psychologicznych warunkujacych korzystne dla zdrowia odzywianie si¢ pracownikdéw
biurowych, oraz (3) opracowanie i pilotazowe wdrozenie krotkiej interwencji
partycypacyjnej, integrujacej podejscie edukacyjne, behawioralne i ekonomii

behawioralne;.

Cele szczegolowe:

1. Dokonanie systematycznej analizy i syntezy dostgpnych dowodéw naukowych
(umbrella review) dotyczacych skutecznos$ci interwencji zywieniowych
realizowanych w miejscu pracy, ze szczegldlnym uwzglednieniem rdznic
pomigdzy podejSciami poznawczymi, behawioralnymi, $rodowiskowymi
1 mulitkomponentowymi.

2. Zidentyfikowanie psychospotecznych 1 $rodowiskowych uwarunkowan
zdrowych zachowan zywieniowych wérdd pracownikow biurowych, w tym:

o postrzegane wsparcie pracodawcy w zakresie dostepnosci do zywnosci
pozytywnie wplywajacej na zdrowie,

o dostepnos¢ produktow spozywezych 1 infrastruktury zywieniowej
W migjscu pracy,

o czynniki indywidualne, takie jak poczucie wlasnej skutecznosci,
optymizm dyspozycyjny, pre¢znos¢ zaradcza oraz gotowos¢ do zmiany
zachowan.

3. Opracowanie modelu partycypacyjno-edukacyjnej interwencji zywieniowej
(BPBEWI — Brief Participatory Behavioral and Educational Workplace

Intervention) opartej na zasadach podejscia NLB (Needs-based, Learner-
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centered, Behaviorally-focused), teorii autodeterminacji (SDT), ekonomii

behawioralne;j i teorii zachowan zdrowotnych COM-B.

4. Przeprowadzenie pilotazu interwencji w srodowisku pracy, a takze ocenienie:

(¢]

o

akceptowalnosci i wykonalnosci interwencji w realnych warunkach,
krotkoterminowych efektow psychologicznych i behawioralnych, w tym
redukcje postrzeganych barier zywieniowych i wzrost intencji do
podejmowania zdrowych wybordw,

utrzymania efektow po trzech tygodniach od interwencji.
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2. Zatozenia teoretyczne cyklu prac stanowigcego podstawe
rozprawy doktorskiej

2.1. Migjsce pracy jako strategiczne srodowisko wdrazania interwencji
prozdrowotnych opartych na dowodach

Poczatki promocji zdrowia, a takze praktyk zwigzanych z dobrostanem
psychicznym i somatycznym w $rodowisku pracy, mozna odnalez¢ w pierwszej potowie
XX wieku. Woéwcezas pracodawcy w Stanach Zjednoczonych zaczgli systematycznie
rozpoznawa¢ zwigzek migdzy stanem zdrowia pracownikoéw a ich produktywnoscia,
absencjg oraz kosztami ponoszonymi przez organizacje. Kluczowym czynnikiem
sprzyjajacym rozwojowi firmowych programow zdrowotnych byt brak powszechnego
systemu opieki zdrowotnej w Stanach Zjednoczonych, co kontrastowato z rownolegle
rozwijajacymi si¢ w Europie modelami ubezpieczen spotecznych [9]. W latach
czterdziestych XX wieku, w okresie obowigzywania regulacji ograniczajacych wzrost
wynagrodzen podczas II wojny $wiatowej, przedsigbiorstwa zaczgly oferowad
swiadczenia zdrowotne jako forme¢ pozaptacowych benefitow, majacych na celu
przyciagnigcie i zatrzymanie pracownikow. W rezultacie ubezpieczenia zdrowotne
finansowane przez pracodawcow staty si¢ dominujgcym rozwigzaniem instytucjonalnym,
co w naturalny sposob wzmocnito ekonomiczng motywacje do inwestowania w zdrowe
i efektywne zasoby ludzkie. W kolejnych latach firmy zaczely wdraza¢ pierwsze
programy promocji zdrowia, ktore poczatkowo koncentrowaly si¢ na medycynie pracy,
bezpieczenstwie i higienie pracy, a nastepnie obejmowaty interwencje ukierunkowane na
redukcje kluczowych czynnikow ryzyka rozwoju choréb uktadu krazenia, mi¢dzy innymi
palenia tytoniu [10].

W latach siedemdziesigtych i osiemdziesigtych XX wieku koncepcja zdrowia oraz
dobrostanu psychicznego i somatycznego w Srodowisku pracy zaczela stopniowo
wykracza¢ poza tradycyjne dzialania zwigzane z bezpieczenstwem i higieng pracy oraz
profilaktyka chorob zawodowych. Rosngce koszty ubezpieczen zdrowotnych, a takze
narastajgca epidemia niezakaznych chorob przewlektych, w szczegdlnosSci otytosci oraz
schorzen uktadu krazenia, sktonity pracodawcow do rozwijania bardziej kompleksowych
programoéw, ktore poza edukacjg zdrowotng obejmowaty réwniez dziatania praktyczne,
miedzy innymi inicjatywy uwzgledniajace aktywnos$¢ fizyczng lub wsparcie
psychologiczne oraz interwencje behawioralne ukierunkowane na zmiang codziennych

nawykoéw zwigzanych ze stylem zycia. Takie poszerzenie zakresu dziatan wykraczato
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poza tradycyjnie rozumiang edukacje i podkreslato konieczno$¢ jednoczesnego
oddzialywania na wiedzg, postawy oraz zachowania pracownikow. Programy
te stanowity nie tylko odpowiedZ na pogarszajacy si¢ wowczas stan zdrowia
pracownikow, lecz takze element strategii ograniczania kosztéw wynikajacych
z rosnacych skladek ubezpieczeniowych, ktéore w znacznym stopniu byly finansowane
przez pracodawcoéw. W konsekwencji w Stanach Zjednoczonych wyksztalcit si¢
charakterystyczny model promocji zdrowia w miejscu pracy, w ktorym instytucjonalna
odpowiedzialno$¢ za inicjowanie dziatan prozdrowotnych spoczywata przede wszystkim
na organizacjach, a programy zwigzane z dobrostanem psychicznym i somatycznym
w Srodowisku pracy staly si¢ integralng czg$cia polityki kadrowej, instrumentem
budowania przewagi konkurencyjnej oraz narzgdziem zarzadzania kosztami
zdrowotnymi [10]. Model ten mial silny wplyw na ksztalt amerykanskich interwencji w
obszarze dobrostanu psychicznego i somatycznego, a w kolejnych dekadach stat si¢
podstawa adaptacji podobnych praktyk w wielu innych krajach, w tym réwniez w Polsce
[11,12].

Rownolegle do ewoluujacych praktyk korporacyjnych, rozwijaty si¢ réwniez
miedzynarodowe wytyczne dotyczace promocji zdrowia w pracy. Swiatowa Organizacja
Zdrowia (ang. World Health Organisation - WHO) od wielu lat wskazuje $rodowisko
pracy jako jedno z kluczowych pol oddzialywania w zakresie promocji zdrowia, obok
instytucji edukacyjnych, spotecznosci lokalnych oraz systemu ochrony zdrowia.
W dokumencie ,,WHO Healthy Workplace Framework and Model” podkresla si¢ potrzebe
stosowania podej$cia holistycznego, ktore integruje polityki organizacyjne, warunki
fizyczne w miejscu pracy, kulture organizacyjng oraz indywidualne wsparcie udzielane
pracownikom. Szczeg6lng role przypisuje si¢ dziataniom sprzyjajacym zdrowemu
odzywianiu, w tym zwigkszaniu dostgpnosci zywno$ci majacej pozytywny wplyw
na zdrowie czlowieka oraz prowadzeniu systematycznej edukacji zywieniowe;j [3, 13].

W literaturze z zakresu zdrowia publicznego coraz czgsciej podkresla si¢ centralng
role srodowiska pracy jako przestrzeni sprzyjajacej zard6wno promocji zdrowia, jak
i profilaktyki niezakaznych chorob przewlektych [13]. Dorosli spedzaja znaczng czgsé
Zycia w miejscu pracy, a tym samym srodowisko zawodowe staje si¢ istotnym kontekstem
ksztaltowania codziennych zachowan zdrowotnych, w tym zwigkszania aktywnosci
fizycznej oraz podejmowania prozdrowotnych praktyk zywieniowych. Zmieniajacy si¢
charakter pracy, obejmujacy w szczegoOlno$ci dominacj¢ pracy siedzacej, rozwoj

systemow zmianowych oraz narastajacg ekspozycj¢ na stres zawodowy, przyczynia si¢
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do wzrostu czynnikdw ryzyka niezakaznych choréb przewleklych, miedzy innymi
nadci$nienia tetniczego, cukrzycy typu II, choréb uktadu krazenia oraz otylosci.
Jednocze$nie ograniczona dostgpno$¢ zywnosci majacej pozytywny wplyw na zdrowie
(np. warzyw 1 owocOw), presja czasu oraz niska aktywnos$¢ fizyczna wzmacniajg
negatywne skutki tych obcigzen [1]. Badania wskazujg jednak, ze srodowisko pracy moze
pehi¢ funkcje ambiwalentna, z jednej strony sprzyja¢ kumulacji czynnikéw ryzyka,
z drugiej natomiast stanowi¢ przestrzen do ich redukcji poprzez odpowiednio
zaprojektowane interwencje, w tym interwencje zywieniowe i dzialania wspierajgce
dobrostan psychiczny oraz somatyczny [13].

Nalezy podkresli¢, ze wspdlczesnie, miejsce pracy stanowi kluczowe srodowisko
promocji zdrowia, w ktorym oddzialuja na siebie czynniki fizyczne, organizacyjne,
psychospoteczne oraz indywidualne zachowania pracownikoéw, wspolnie ksztaltujgc ich
stan zdrowia i1 dobrostan [2, 13]. Literatura naukowa wskazuje wiele mozliwosci, jakie
srodowisko zawodowe oferuje w zakresie interwencji zdrowia publicznego. Po pierwsze,
umozliwia dotarcie do duzej grupy dorostych w jednym, spdjnym kontekscie
instytucjonalnym, co znaczaco zwicksza efektywnos¢ dziatan prozdrowotnych.
Po drugie, zapewnia regularny, powtarzalny oraz stabilny kontakt z uczestniczkami
1 uczestnikami, co sprzyja wdrazaniu interwencji dtugofalowych i pozwala monitorowaé
ich skuteczno$¢. Po trzecie, $rodowisko pracy umozliwia modyfikacje zaréwno
elementow fizycznych, na przyktad oferty zywnosciowej czy infrastruktury sprzyjajacej
aktywnosci fizycznej, jak 1 aspektow organizacyjnych, migdzy innymi polityk
pracodawcy, kultury organizacyjnej oraz systemow wsparcia, co pozwala integrowaé
oddziatywania edukacyjne z podejSciami strukturalnymi. Po czwarte, dzialania
prozdrowotne w migjscu pracy moga przynosi¢ wymierne korzys$ci pracodawcy, takie jak
zmniejszenie absencji, poprawa produktywnosci oraz wzrost dobrostanu pracownikow,
co dodatkowo zwigksza motywacj¢ organizacji do inwestowania w zdrowie [4, 14].

W literaturze podkresla si¢ rowniez, ze rosngca popularnosé programow promocji
zdrowia w miejscu pracy wynika nie tylko z przestanek zdrowotnych, lecz takze
z uwarunkowan ekonomicznych. Wzrost kosztéw opieki zdrowotnej ponoszonych przez
pracodawcow, zwigkszona absencja chorobowa oraz spadek wydajnosci pracy sprawiaja,
ze organizacje coraz czeSciej postrzegaja dziatania prozdrowotne jako inwestycje
o wymiernym potencjale zwrotu. W konsekwencji promocja zdrowia w srodowisku
zawodowym staje si¢ zagadnieniem taczacym perspektywe zdrowia publicznego

z ekonomig pracy oraz zarzadzaniem zasobami ludzkimi [8, 15].
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Interwencje zywieniowe realizowane w $rodowisku pracy stanowig naturalng
konsekwencj¢ faktu, ze miejsce pracy jest przestrzenia codziennych decyzji
zywieniowych, podejmowanych miedzy innymi podczas przerw, spotkan stuzbowych,
korzystania z ustug cateringowych, automatow z zywnos$cig oraz spozywania positkow
na terenie organizacji. Wybory te, ksztattowane zarowno przez indywidualne preferencje,
jak 1 przez dostepnos¢ oraz jakos¢ oferowanej zywnos$ci, wywieraja istotny wplyw
na zdrowie i1 funkcjonowanie pracownikéw, co uzasadnia potrzebg projektowania
1 wdrazania interwencji wspierajacych prozdrowotne nawyki zywieniowe [16].

W swietle przedstawionych argumentow, ktore podkreslajag zarowno zdrowotne,
jak 1 ekonomiczne znaczenie dziatan prozdrowotnych w $rodowisku zawodowym, warto
wskaza¢ kluczowe implikacje promocji zdrowia w miejscu pracy z perspektywy zdrowia
publicznego. Po pierwsze, interwencje realizowane w miejscu zatrudnienia umozliwiaja
osiggnigcie efektu skali, poniewaz pozwalajg oddzialywa¢ na duze grupy dorostych
w okresie najbardziej produktywnym ich zycia, co w dluzszej perspektywie moze
przyczyniac si¢ do redukcji obcigzen chorobowych oraz kosztow opieki zdrowotnej [17].
Po drugie, dziatania te wspieraja zaréwno profilaktyke pierwotna, jak i wtorna,
zapobiegajac rozwojowi chordb przewleklych oraz umozliwiajac wczesng interwencje
w grupach obcigzonych czynnikami ryzyka, takimi jak nadwaga czy niska aktywnos$¢
fizyczna [13]. Po trzecie, integracja inicjatyw promujacych zdrowie z polityka
zatrudnienia, strategig organizacyjng oraz strukturg Srodowiska pracy wpisuje dziatania
prozdrowotne w ramy odpowiedzialnos$ci spotecznej przedsigbiorstw i stanowi element
realizacji strategii zrownowazonego rozwoju [4]. Po czwarte, aktywne zaangazowanie
pracodawcy w budowanie kultury zdrowia sygnalizuje wysoka wartos¢ przypisywana
dobrostanowi pracownikdéw, co moze generowaé pozytywne efekty psychospoleczne,
miedzy innymi wzrost motywacji, poczucia przynaleznosci, lojalnosci oraz wydajnosci
[4].

Podsumowujac przedstawione implikacje, nalezy podkresli¢, ze rola srodowiska
pracy w dziataniach prozdrowotnych wykracza daleko poza tradycyjne rozumienie
promocji zdrowia. Natomiast coraz cze¢sciej wpisuje si¢ w strategiczne cele organizacji
oraz systemOow zdrowia publicznego. Miegjsce pracy stanowi zatem jedno
z najwazniejszych i najbardziej perspektywicznych $rodowisk wdrazania interwencji
ukierunkowanych na promocj¢ zdrowia populacji, zarowno z punktu widzenia zdrowia
publicznego, jak i efektywnosci funkcjonowania organizacji. Skuteczna promocja

zdrowia w $rodowisku zawodowym wymaga podejScia wielowymiarowego,
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obejmujacego dziatania edukacyjne, modyfikacje $rodowiska pracy, wsparcie
psychospoteczne oraz ich integracje z politykami i strategig przedsigbiorstwa. Choé
wyzwania, takie jak zapewnienie odpowiedniej frekwencji, utrzymanie trwatosci efektow
czy dostosowanie interwencji do specyficznych kontekstow organizacyjnych, pozostaja
znaczace, to potencjat tych dziatan jest szeroko udokumentowany [4]. Interwencje
realizowane w miejscu pracy mogg prowadzi¢ do poprawy zachowan zdrowotnych,
redukcji czynnikow ryzyka niezakaznych choréb przewlektych oraz generowac
pozytywne rezultaty zarowno dla pracownikow, jak i dla pracodawcow. W konsekwencji
promocja zdrowia w §rodowisku pracy powinna stanowi¢ istotny komponent

wspotczesnych strategii zdrowia publicznego w XXI wieku.

2.2. Interwencje zywieniowe oparte na dowodach naukowych

Koncepcja interwencji opartych na dowodach naukowych wywodzi sig
z paradygmatu medycyny opartej na dowodach naukowych (ang. Evidence-Based
Medicine - EBM), ktory powstat w latach dziewigcdziesigtych XX wieku i stat si¢ jednym
z najwazniejszych kierunkow rozwoju wspolczesnych nauk medycznych i nauk
o0 zdrowiu. Zgodnie z klasyczng definicja, EBM oznacza §wiadome, oparte na najlepszych
dostepnych dowodach oraz zintegrowane z do$wiadczeniem klinicznym i warto§ciami
odbiorcy, podejmowanie decyzji dotyczacych zdrowia [18]. W kolejnych latach podejscie
to zostato rozszerzone na inne obszary praktyki zdrowotnej, tworzac szersza koncepcje
praktyki klinicznej opartej na dowodach (ang. Evidence-Based Practice - EBP). Model
EBM/EBP opiera si¢ na trzech fundamentalnych komponentach:

1. najlepszych rzetelnych dowodach naukowych,
2. kompetencji i doswiadczeniu praktykdw,
3. potrzebach, wartosciach i preferencjach oséb uczestniczacych w interwenc;ji.

Z perspektywy zdrowia publicznego oznacza to, ze skuteczne dziatania wymagaja
nie tylko rzetelnych danych empirycznych, lecz réwniez zrozumienia kontekstu
spotecznego, organizacyjnego i kulturowego, w ktérym funkcjonujg odbiorcy. Hierarchia
dowodow, obejmujagca randomizowane badania kontrolowane, badania quasi-
eksperymentalne, obserwacyjne oraz syntetyczne formy analizy danych, pozwala ocenia¢
jako$¢ i wiarygodnos¢ wynikow, ktore stajg si¢ podstawg projektowania interwencji [ 18,
19].

Wprowadzenie paradygmatu EBM/EBP do obszaru promocji zdrowia

doprowadzito do powstania koncepcji interwencji zywieniowych opartych na dowodach
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naukowych (ang. Evidence-Based Nutrition Interventions - EBNI), ktora przenosi zasady
medycyny opartej na dowodach na poziom dziatan populacyjnych i edukacyjnych. W tym
ujeciu interwencje zywieniowe powinny by¢ projektowane zgodnie z rygorem
metodologicznym, osadzone w teoriach zmiany zachowania oraz dostosowane do
specyficznych potrzeb populacji, co stanowi fundament dalszych standardéw opisanych
w niniejszym rozdziale [18, 20].

Interwencje zywieniowe oparte na dowodach naukowych (ang. Evidence-Based
Nutrition Interventions - EBNI) stanowig podej$cie, ktore zaktada projektowanie,
wdrazanie i ocen¢ interwencji zywieniowych w oparciu o najlepsze dostepne dowody
naukowe, z zachowaniem rygoru metodologicznego, spdjnosci teoretycznej oraz
transparentno$ci raportowania. W praktyce oznacza to, ze interwencje, niezaleznie od
srodowiska, w ktorym sa realizowane, powinny by¢ oparte na zweryfikowanych
modelach zmiany zachowania, jasno zdefiniowanych procedurach oraz wynikach badan
empirycznych dotyczacych ich skutecznosci i wykonalnosci. Koncepcja EBNI integruje
wyniki badan eksperymentalnych, quasi-eksperymentalnych, obserwacyjnych oraz
syntetycznych (zwlaszcza przegladow systematycznych i metaanaliz), co pozwala
projektowac programy, ktore sa nie tylko skuteczne, ale réwniez mozliwe do adaptacji,
skalowania i replikacji w r6znych populacjach [20].

Fundament metodologiczny EBNI obejmuje przede wszystkim transparentne
i systemowe projektowanie interwencji. Proces ten wymaga jednoznacznego okreslenia
celu dzialan, precyzyjnego zdefiniowania populacji docelowej, identyfikacji
teoretycznych mechanizméw wplywu oraz jasnego opisu komponentdow interwencji.
Poniewaz interwencje zywieniowe maja zazwyczaj charakter zlozony i obejmuja
rownolegte oddziatywania psychologiczne, edukacyjne i srodowiskowe, konieczne jest
stosowanie standardow, ktore pozwalaja opisa¢ je w sposob pelny i umozliwiajg ich
oceng. Zgodnie z zasadami EBNI kluczowa rolg odgrywa takze hierarchia dowodow oraz
zapewnienie mozliwosci replikacji, ktéora wzmacnia wiarygodno$¢ wynikow [18, 20]

W projektowaniu interwencji EBNI szczego6lne znaczenie ma takze spdjnosc
teoretyczna. W literaturze przedmiotu podkresla si¢, ze dziatania niezbudowane na jasno
okreslonym modelu teoretycznym czesto sg niespdjne, trudne do ewaluacji oraz majg
ograniczong skuteczno$¢. Korzystanie z modeli zmiany zachowania umozliwia
identyfikacje kluczowych barier i zasoboéw oraz dobor adekwatnych technik zmiany

zachowania (np. monitorowanie, wyznaczanie celéw, informacja zwrotna). Precyzyjne
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definiowanie komponentéw interwencji przy uzyciu klasyfikacji technik zmiany
zachowania zwigksza porownywalnos$¢ badan i wspiera powtarzalno$¢ programéow [5].

Drugim filarem EBNI jest zapewnienie wysokiej jakosci ewaluacji interwencji,
obejmujacej zarowno pomiar efektow, jak i analiz¢ proceséw wdrazania. W literaturze
podkresla si¢ konieczno$¢ stosowania odpowiednich miernikow, obejmujacych zmiany
zachowan zywieniowych, parametrow zdrowotnych, uwarunkowan $rodowiskowych
oraz wskaznikoéw organizacyjnych, takich jak poziom adopcji, jakos¢ realizacji (fidelity)
czy trwalo$¢ efektow. Z tego powodu w interwencjach zdrowotnych coraz czgsciej
stosuje si¢ standard RE-AIM (ang. Reach, Effectiveness, Adoption, Implementation,
Maintenance), ktory umozliwia oceng zar6wno skutecznosci interwencji, jak 1 jej
praktycznej uzyteczno$ci oraz mozliwosci utrzymania w naturalnych warunkach
organizacyjnych. W $rodowisku pracy, gdzie interwencje podlegaja licznym
ograniczeniom strukturalnym i logistycznym, podej$cie RE-AIM jest szczegOlnie
cenione ze wzgledu na swojg pragmatyczng i aplikacyjng orientacje [21].

Waznym elementem podejscia EBNI sg rowniez standardy transparentnego
1 szczegdtowego raportowania badan interwencyjnych. Podstawowym standardem jest
TIDieR (ang. Template for Intervention Description and Replication), stuzacy
do szczegdlowego opisu interwencji. Obejmuje on 12 elementéow, takich jak:
uzasadnienie teoretyczne, struktura i tre$¢ interwencji, materialy wykorzystywane
w dziataniach, osoby wdrazajace interwencje, sposob i intensywno$¢ dostarczania
programu, miejsce realizacji, czas trwania, a takze procedury monitorowania
i dostosowania. W obszarze interwencji zywieniowych, ktore czgsto sg wielopoziomowe
1 wymagajg koordynacji wielu komponentow, TIDieR zapobiega niekompletnemu
raportowaniu, zwigksza powtarzalno$¢ badan i utatwia ich zastosowanie w praktyce [22].

Innym waznym narzedziem jest TREND (ang. Transparent Reporting
of  Evaluations with  Nonrandomized  Designs), dedykowany projektom
nierandomizowanym, charakterystycznym dla badan prowadzonych w rzeczywistych
warunkach srodowiskowych, takich jak miejsca pracy. TREND wymaga przejrzystego
opisu procedur rekrutacji, charakterystyki populacji, zrédet danych, metod analizy oraz
komponentéw interwencji, co zwigksza rzetelnos¢ badan quasi-eksperymentalnych.
W kontek$cie interwencji zywieniowych, ktére czesto nie moga by¢ realizowane
w formie randomizowanych badan kontrolowanych, standard TREND odgrywa
kluczowa rol¢ w zapewnieniu jako$ci metodologicznej i adekwatnej interpretacji
wynikow [23].
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Przygotowujac raporty przegladow systematycznych i1 metaanaliz nalezy
skorzysta¢ z narzedzia o nazwie PRISMA (ang. Preferred Reporting Items for Systematic
Reviews and Meta-Analyses). PRISMA dostarcza struktury umozliwiajacej rzetelne
przedstawienie strategii wyszukiwania, kryteriow selekcji badan, metod oceny jakos$ci
dowodow oraz sposobOow analizy danych, co zapewnia powtarzalno$¢ i umozliwia
krytyczna oceng jakos$ci przegladow [24].

Standardy TIDieR, TREND oraz PRISMA tworza fundament metodologiczny
interwencji zywieniowych opartych na dowodach naukowych. Zapewniaja one
przejrzystos¢, powtarzalno§¢ 1 wysoka jako$¢ badan oraz ulatwiajg oceng,
porownywalno$¢ 1 skalowanie interwencji zywieniowych. Dzigki ich stosowaniu
mozliwe jest projektowanie programow, ktore sg teoretycznie uzasadnione, praktycznie
wykonalne i dopasowane do specyfiki srodowiska pracy. W konsekwencji EBNI stanowi
kluczowy element wspolczesnych standardow interwencji zdrowia publicznego,
wspierajac wdrazanie dziatan, ktore sg jednoczesnie skuteczne, akceptowalne spotecznie

oraz oparte na dowodach naukowych.

2.3. Rodzaje interwencji zywieniowych w miejscu pracy

Interwencje zywieniowe realizowane w srodowisku pracy mozna definiowac jako
zaplanowane dziatania, strategie lub programy wdrazane przez pracodawcow,
specjalistow zdrowia publicznego (profilaktykow) lub zespoty organizacyjne, ktorych
celem jest ksztaltowanie prozdrowotnych nawykéw zywieniowych pracownikow,
zwickszanie dostgpnosci zywnosci sprzyjajacej zdrowiu, redukcja czynnikow ryzyka
niezakaznych choréb przewlektych oraz wspieranie szeroko rozumianego dobrostanu
i funkcjonowania zawodowego. Interwencje te moga by¢ ukierunkowane na rozne
poziomy oddziatywania, obejmujac zaré6wno zachowania indywidualne, edukacje
i poradnictwo zywieniowe, jak i elementy §rodowiska pracy, na przyktad modyfikacje
oferty zywieniowej. Obejmuja rowniez dziatania na poziomie organizacyjnym
i kulturowym, takie jak polityki promujace zywienie wspierajace zdrowie cztowieka,
a takze procesy psychospoleczne, w tym wsparcie spoleczne, normy grupowe oraz
mechanizmy motywacyjne [11, 12]. Najczesciej wskazywane cele interwencji
zywieniowych w miejscu pracy obejmuja:

a) poprawe jakosci diety, w szczegolnosci wzrost spozycia warzyw, owocOw oraz

produktow petnoziarnistych,

23



b) redukcje spozycia zywnosci wysokoprzetworzonej oraz dodanych cukrow
prostych,

c) wspieranie regularno$ci positkow,

d) zwickszenie wiedzy i $wiadomosci zywieniowej,

e) obnizenie masy ciala lub wyréwnywanie parametrow, takich jak glikemia czy
cis$nienie tgtnicze,

f) wzmacnianie dobrostanu psychicznego i somatycznego,

g) zmniejszenie absencji i prezenteizmu,

h) tworzenie kultury organizacyjnej wspierajacej zdrowie [11, 12].

Ze wzgledu na wielowymiarowy charakter interwencji zywieniowych w miejscu
pracy, konieczne jest uporzadkowanie dostgpnych podejs¢ poprzez przedstawienie
najwazniejszych kategorii interwencji wyréznianych w aktualnych analizach naukowych.
Interwencje zywieniowe stosowane w Srodowisku pracy mozna klasyfikowac na rézne
sposoby, jednak w oparciu o aktualne przeglady literatury najczesciej wyroznia si¢ cztery
gléwne kategorie. Pierwszg z nich stanowig interwencje poznawcze, ukierunkowane
na zwigkszanie wiedzy, $wiadomosci oraz kompetencji zywieniowych. Druga kategorie
tworzg interwencje behawioralne, ktorych celem jest modyfikacja nawykow poprzez
techniki zmiany zachowania, migdzy innymi pokazywanie dobrych praktyk czy
modelowanie zachowan. Trzecig grupe stanowig interwencje srodowiskowe, obejmujace
modyfikacje fizycznego lub spolecznego otoczenia pracy, na przyktad architekture
wyboru, dostepnos¢ zywnosci lub polityki organizacyjne. Czwartg kategori¢ stanowig
interwencje mieszane, okreslane rowniez jako multikomponentowe, integrujace
podejscia poznawcze, behawioralne i S$rodowiskowe w ramach kompleksowych
programow profilaktycznych [5, 10].

Interwencje zywieniowe w miejscu pracy s3 obecnie uznawane za kluczowy
element wspolczesnej promocji zdrowia, obejmujacy szerokie spektrum strategii, od
edukacji 1 poradnictwa, przez techniki psychologiczne, po dziatania strukturalne
w $rodowisku pracy. Wyniki przegladow systematycznych wskazuja, ze najwicksza
skutecznoscig charakteryzujg si¢ programy multikomponentowe [5, 8]. Podkresla sie
rowniez, ze sSrodowisko pracy posiada szczegolny potencjat w zakresie kreowania kultury
organizacyjnej sprzyjajacej zdrowiu i dobrostanowi pracownikoéw [8]. W obliczu

rosnagcych wyzwan zdrowotnych i organizacyjnych w $rodowisku pracy, interwencje
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zywieniowe zyskuja na znaczeniu jako element strategicznych dziatan organizacji oraz

istotny komponent wspotczesnych polityk zdrowia publicznego.

2.3.1. Interwencje poznawcze

Interwencje poznawcze koncentrujg sie na zwigkszaniu wiedzy oraz modyfikacji
przekonan, postaw i §wiadomosci dotyczacej zdrowego odzywiania. Opierajg si¢ na
zatozeniu, ze decyzje zywieniowe pracownikow wynikaja w duzej mierze z posiadanych
informacji oraz oceny konsekwencji zdrowotnych [20].

W ujeciu teoretycznym interwencje te wpisuja si¢ w koncepcje kompetencji
zdrowotnych (m.in. health literacy), rozumianych jako zdolno$§¢ do pozyskiwania,
rozumienia, oceny i wykorzystywania informacji zdrowotnych w celu podejmowania
swiadomych decyzji dotyczacych zdrowia [25]. W tym ujeciu interwencje poznawcze
wspieraja przede wszystkim funkcjonalny i interakcyjny poziom health literacy,
rozwijajgc wiedz¢ oraz zdolno$¢ do $wiadomego uczestnictwa w praktykach
sprzyjajacych zdrowiu.

Do najczesciej stosowanych form naleza: wyktady i warsztaty zywieniowe,
szkolenia e-learningowe, kampanie informacyjne oraz materiaty edukacyjne, takie jak
broszury, newslettery czy plakaty [20]. Celem tych dziatan jest migdzy innymi rozwijanie
poznawczych aspektow kompetencji zdrowotnych oraz redukcja barier informacyjnych,
ktére moga utrudnia¢ podejmowanie $wiadomych decyzji zywieniowych. Przeglady
literatury wskazuja, ze interwencje poznawcze prowadzg do krotkotrwatych wzrostow
wiedzy 1 umiarkowanych zmian zachowan, lecz rzadko okazuja si¢ wystarczajace jako
samodzielne dziatanie. Najwyzszg skuteczno$¢ osiggaja wtedy, gdy stanowia element

programow multikomponentowych [5].

2.3.2. Interwencje behawioralne

Interwencje behawioralne opierajg si¢ na zalozeniu, ze zachowania zywieniowe
sa w duzej mierze wynikiem wyuczonych nawykdéw, automatyzmow, impulséw oraz
powtarzalnych wzorcéw spotecznych [20]. Koncepcje te majg silne zakorzenienie
w klasycznych teoriach uczenia si¢, w tym w warunkowaniu klasycznym, warunkowaniu
instrumentalnym oraz modelowaniu spotecznym, ktéore od wielu dekad stanowia
podstawe modyfikacji zachowan zdrowotnych [28, 29, 30, 31].

W ujeciu behawiorystycznym spozywanie okreslonych produktow moze by¢

wzmacniane pozytywnie, mi¢dzy innymi poprzez przyjemnos¢ sensoryczng (nagrode),
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co odpowiada mechanizmom warunkowania instrumentalnego [26]. Z kolei powstawanie
skojarzen migedzy sytuacja a wyborem zywieniowym, na przyktad sieganiem po przekaski
w reakcji na stres lub zmeczenie, moze odzwierciedla¢ mechanizmy warunkowania
klasycznego, ale takze w niektorych sytuacjach wpisuje si¢ w mechanizm warunkowania
instrumentalnego [27, 28]. Wazng role odgrywa réwniez modelowanie spoteczne,
zgodnie z teorig spoteczno-poznawcza Bandury [29] wskazujace, Zze pracownicy moga
nasladowa¢ wzorce zywieniowe obserwowane w grupie lub narzucane przez kulture
organizacyjng, co ma szczegdlne znaczenie w srodowisku pracy.

Typowe komponenty interwencji behawioralnych obejmuja migdzy innymi:
samoobserwacj¢ 1 monitorowanie diety, wyznaczanie celow i planowanie dziatan,
informacj¢ zwrotng, wsparcie spoleczne, zastosowanie aplikacji i technologii cyfrowych,
wzmocnienia pozytywne oraz strategi¢ stopniowego ksztattowania nawykdow [20].

Interwencje behawioralne wplywaja na takie zmienne psychologiczne jak
samoregulacja czy poczucie wlasnej skutecznosci. Wspodlczesne modele zmiany
zachowania, takie jak COM-B [30] czy teoria spoteczno-poznawcza [31], podkreslaja, ze
skuteczna zmiana zywieniowa wymaga oddzialywania na kombinacj¢ czynnikdw:
mozliwosci (capability), okazji (opportunity) i motywacji (motivation), co nadaje
interwencjom behawioralnym silne podstawy teoretyczne.

Badania empiryczne wskazuja, ze interwencje behawioralne moga prowadzi¢ do
istotnej poprawy jakosci diety, redukcji masy ciata u 0séb z nadwagg lub otyloscig oraz
korzystnych zmian paramteréw klinicznych. Omawiane interwencje sg szczegdlnie
skuteczne jeSli sa wspierane przez narzedzia cyfrowe zwickszajace zaangazowanie
uczestnikow  [32, 33]. Ich skuteczno$¢ jest najwigksza w  programach
multikomponentowych, w ktérych techniki behawioralne sg integrowane z edukacija

1 modyfikacjami $rodowiskowymi.
2.3.3. Interwencje srodowiskowe

Interwencje S$rodowiskowe koncentruja si¢ na modyfikacji fizycznego,
spotecznego lub organizacyjnego otoczenia w celu ulatwienia pracownikom
podejmowania decyzji zywieniowych sprzyjajacych zdrowiu. Fundament teoretyczny
tego podej$cia opiera si¢ na koncepcji architektury wyboru (ang. choice architecture) oraz
na zalozeniach ekonomii behawioralnej, zgodnie z ktoérymi zachowania jednostki
sa w znacznym stopniu ksztalttowane przez kontekst, w jakim dokonywany jest wybor [6,
20, 34].
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W ekonomii behawioralnej zaktada si¢, ze ludzie nie zawsze podejmujg decyzje
w sposob w pelni racjonalny. Odwotuje si¢ to do idei ograniczonej racjonalnos$ci (ang.
bounded rationality), opisanej przez Simona, zgodnie z ktdrg decyzje podejmowane
sg w warunkach ograniczonych zasobow poznawczych, informacji, czasu i energii.
W kontek$cie zywienia w pracy oznacza to, ze wiele wyborow odbywa sie
automatycznie, pod wptywem impulsu, bodzcoéw $rodowiskowych lub uproszczonych
heurystyk [35].

Interwencje oparte na architekturze wyboru, okre§lane mianem nudges, maja za
zadanie tak ksztattowac srodowisko, aby ,,domyslny” wybor byl najkorzystniejszy dla
zdrowia, jednoczesnie nie ograniczajac wolnosci decydowania. W literaturze wyrdznia
si¢ miedzy innymi: default options (np. automatyczne oferowanie zdrowych dodatkow),
modyfikacje ekspozycji produktow, zmiany w rozmieszczeniu zywnoS$ci (proximity
effect), wyrdzniki wizualne i systemy etykietowania, ograniczenia dostepnosci
produktéw o niskiej wartosci odzywczej oraz wprowadzenie zdrowych zasad do spotkan
firmowych [35, 36].

Z perspektywy praktycznej, zasady architektury wyboru przektadajg si¢ na szereg
modyfikacji srodowiska pracy, ktoérych celem jest systemowe ukierunkowanie decyzji
zywieniowych na opcje bardziej sprzyjajace zdrowiu. Przyklady interwencji
srodowiskowych obejmujg miedzy innymi: zmiane oferty Zywieniowej w kantynie,
promowanie produktdéw o wysokiej gestosci odzywczej poprzez odpowiednig
ekspozycje, systemy oznaczen (np. oznaczenia korzystajace z symboliki sygnalizacji
swietlnej dla pieszych - traffic light labelling), zapewnienie powszechnego dostepu do
wody pitnej, a takze redukcje¢ dostepnosci automatycznej stodyczy i napojow stodzonych
[6, 37].

Teoretycznie interwencje te zaktadaja, ze zachowania Zywieniowe w miejscu
pracy sa wynikiem interakcji miedzy jednostka a kontekstem decyzji, a przesunigcia
w strukturze wybor6éw, nawet minimalne, moga generowac¢ znaczace efekty zdrowotne
na poziomie populacji (tzw. population impact). Wyniki licznych badan wskazuja,
ze interwencje Srodowiskowe wywierajg silny wplyw na podejmowane wybory
zywieniowe, a ich skuteczno$¢ czesto przewyzsza dzialania edukacyjne, szczegolnie
w sytuacjach, w ktorych decyzje sg podejmowane pod wplywem impulsu lub presji czasu
[37, 38]. W przeciwienstwie do interwencji poznawczych nie wymagajg wysokiego
poziomu zaangazowania pracownika, co zwigksza ich potencjat wdrozeniowy i trwato$¢

efektow. Dzigki temu interwencje S$rodowiskowe stanowig kluczowy element
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kompleksowych dziatan zywieniowych i czgsto sa uznawane za jedng z najbardziej

efektywnych strategii wspierania zdrowych wyborow w migjscu pracy.

2.3.4. Interwencje mieszane (multikomponentowe)

Interwencje multikomponentowe stanowig najbardziej ztozong i jednoczes$nie
najskuteczniejszg forme¢ dziatan zywieniowych w S$rodowisku pracy. Koncepcja
ta znajduje solidne uzasadnienie w podejsciach teoretycznych, ktére opisujg zachowania
zdrowotne jako wynik wzajemnego oddzialywania czynnikéw indywidualnych,
interpersonalnych, organizacyjnych i srodowiskowych [20].

Interwencje multikomponentowe mozna postrzega¢ jako podejscie integrujace
kluczowe zatozenia teoretyczne omawianych wczesniej modeli poznawczych,
behawioralnych oraz srodowiskowych. L.aczg one oddziatywanie na wiedze i przekonania
pracownikoéw, modyfikacje nawykoéw oraz zmiang kontekstu decyzyjnego w miejscu
pracy, przy czym intensywnos¢ poszczegolnych komponentdw moze by¢ dostosowywana
do potrzeb, mozliwosci 1 aktualnej sytuacji danej grupy pracownikow. Takie holistyczne
podejscie odzwierciedla zatozenie, ze zachowania zywieniowe ksztattujg sic w wyniku
jednoczesnego wplywu czynnikéw indywidualnych, spotecznych i organizacyjnych,
a trwata zmiana jest najbardziej prawdopodobna, gdy dziatania interwencyjne obejmuja
wiele z tych pozioméw réwnoczesnie. Typowy program multikomponentowy moze
obejmowac:

a) edukacje zywieniowa ukierunkowang na zwickszanie kompetencji poznawczych

i behawioralnych [39, 40],

b) coaching indywidualny lub grupowy rozwijajacy kompetencje poznawcze,

behawioralne i samoregulacyjne [7, 39],

c) aplikacje lub platformy cyfrowe wspierajace monitorowanie postepow [41],
d) modyfikacje oferty zywieniowej, ekspozycji produktow lub architektury wyboru

[37,42],

e) polityki organizacyjne promujace zdrowe zywienie w Srodowisku pracy [5].

Interwencje multikomponentowe prowadza do poprawy jakosci diety, redukcji
masy ciata w przypadku osob z nadwagg lub otytoscia, korzystnych zmian w parametrach
metabolicznych, a takze wigkszej satysfakcji uczestnikow. Zgodnie z przeglagdami badan,
ich skuteczno$¢ wynika z jednoczesnego oddziatlywania na czynniki poznawcze,

behawioralne i $rodowiskowe, co umozliwia zar6wno inicjowanie zmiany, jak
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i utrzymanie jej w czasie [5]. PodejScia wielokomponentowe sg réwniez najlepiej
oceniane przez pracownikow, poniewaz tacza indywidualizacje wsparcia z realng zmiang
warunkow pracy. W efekcie stanowig one szczegOlnie wartoSciowa strategie
w nowoczesnej promocji zdrowia, odpowiadajac na zlozong natur¢ decyzji

zywieniowych oraz strukture organizacyjng wspotczesnych miejsc pracy.
2.4. Modele teoretyczne w projektowaniu interwencji w miejscu pracy

Projektowanie skutecznych interwencji w miejscu pracy w obszarze promocji
zdrowia wymaga oparcia dziatan na solidnych modelach teoretycznych, ktére pozwalaja
zrozumie¢ mechanizmy regulujace zachowania zdrowotne cztowieka oraz identyfikowaé
czynniki mozliwe do modyfikacji. Jak podkreslaja dane z literatury, zachowania
zdrowotne nie sg przypadkowe. Stanowig rezultat zlozonych interakcji miedzy wiedza,
przekonaniami, umiejetnosciami, normami spolecznymi, $rodowiskiem oraz
wczesniejszymi doswiadczeniami jednostki [43]. Modele teoretyczne umozliwiaja
uporzadkowanie tej ztozono$ci oraz wskazanie, ktore elementy powinny stac si¢ celem
interwencji, aby zmiana zachowania byta mozliwa, realistyczna i trwata.

W edukacji zdrowotnej przyjmuje si¢, ze teoria peti funkcje fundamentalnego
narzedzia projektowania dziatan, poniewaz umozliwia przewidywanie zachowan,
identyfikacje barier i zasobow zwigzanych ze zmiang oraz wybor najbardziej
adekwatnych strategii oddziatywania. Interwencje oparte na teorii charakteryzuja sig
wyzszg skutecznoscig oraz wigksza przejrzystoscia metodologiczng, poniewaz ich
struktura, mechanizmy dziatania i hipotezy dotyczace zmiany sg jasno okre$lone.
Pozwala to nie tylko lepiej projektowac dzialania, lecz takze prowadzi¢ ich rzetelng
ewaluacje, w tym analiz¢ tego, ktére komponenty programu zadziataty, w jakich
warunkach i z jakiego powodu [43]. Teorie pelnig wigec podwojng funkcje, z jednej strony
organizujg proces projektowania, z drugiej zas zwigkszaja wiarygodno$¢ badan nad
skutecznoscig interwencji.

W kontekscie projektowania interwencji w miejscu pracy szczegdlne znaczenie
majg modele wyjasniajagce mechanizmy regulujace zachowanie oraz proces jego zmiany.
Do najczgs$ciej stosowanych i najlepiej udokumentowanych nalezg model COM-B [30],
teoria autodeterminacji (SDT) [44], koncepcje ekonomii behawioralnej i architektury
wyboru [45, 46], a takze podejscia edukacyjne ukierunkowane na potrzeby odbiorcéw,
takie jak NLB (ang. Needs-based, Learner-centered, Behaviorally-focused) [20]. Modele

te akcentuja odmienne, lecz komplementarne aspekty zachowania, obejmujace
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odpowiednio: mozliwosci i motywacj¢ jednostki, jako$¢ 1 zrodta motywacji, wptyw
kontekstu decyzyjnego oraz rolg¢ procesu uczenia si¢ w ksztalttowaniu nawykow.
Uzupehiajagcym ujeciem jest transteoretyczny model zmiany (TTM), ktory opisuje
dynamik¢ przechodzenia przez kolejne etapy gotowosci do zmiany [47]. Dobor
odpowiedniego modelu lub ich kombinacji zalezy od charakteru problemu zdrowotnego,
specyfiki grupy docelowej oraz warunkow srodowiskowych, w ktorych realizowana jest
interwencja. Integracja ram teoretycznych pozwala uchwyci¢ wieloczynnikowa nature
zachowan zdrowotnych oraz projektowac dziatania adekwatne do rzeczywistych potrzeb
odbiorcow, co sprzyja tworzeniu interwencji spojnych, opartych na dowodach

naukowych 1 osadzonych w ztozonych determinantach zachowania [43, 48].

2.4.1. Model COM-B

Model COM-B (ang. Capability — Opportunity — Motivation — Behaviour) nalezy
do najnowoczesniejszych 1  najszerzej stosowanych ram  teoretycznych
wykorzystywanych w projektowaniu interwencji zwigzanych ze zmiang zachowania.
Jego centralne zatozenie zaktada, ze zachowanie jest wynikiem wspotdziatania trzech
kluczowych elementéw: zdolnosci (capability), mozliwosci (opportunity) oraz
motywacji (motivation).

Z perspektywy edukacji zdrowotnej COM-B stanowi model integrujacy wiele
wczesniejszych podejs¢ 1 umozliwia systematyczng identyfikacje determinant zachowan
zdrowotnych, zwlaszcza w obszarach takich jak zywienie, aktywno$¢ fizyczna czy
profilaktyka niezakaznych chordb przewlektych [30, 43].

Pierwszy komponent modelu jakim jest zdolnos$¢ (capability) obejmuje zarowno
kompetencje fizyczne (np. umiejgtno$¢ przygotowania zdrowego positku), jak
i psychologiczne (np. wiedza zywieniowa, regulacja emocji). Niewystarczajgca wiedza,
niskie poczucie wlasnej skutecznosci lub brak umiejetnosci praktycznych czgsto stanowia
istotng barier¢ zmiany zdrowotnych nawykow. Interwencje oparte na COM-B
uwzgledniajg wigc konieczno$¢ diagnozy, czy trudno$¢ w zmianie zachowania wynika
z deficytow kompetencji, czy z innych czynnikow systemowych [30, 43].

Drugi komponent jakim sg mozliwosci (opportunity) odnosi si¢ do czynnikow
zewngtrznych, ktore mogg wspiera¢ lub utrudnia¢ podejmowanie danego zachowania.
Obejmuje to zarowno elementy Srodowiska materialnego (np. dostep do Zzywnosci
majacej pozytywny wplyw na zdrowie czlowieka, infrastrukture), jak i1 czynniki

spoteczne, takie jak normy, kultura organizacyjna czy wsparcie wspotpracownikow.
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Z punktu widzenia edukacji zdrowotnej oznacza to, ze skuteczna interwencja musi
uwzgledniaé bariery strukturalne, poniewaz wiedza i kompetencje nie wystarcza, jesli
srodowisko sprzyja niezdrowym wyborom [43]. COM-B okazuje si¢ szczegOlnie
uzyteczny w projektowaniu dziatan w miejscu pracy, gdzie warunki organizacyjne
1 spoteczne sg istotnym determinantem zachowania.

Najbardziej ztozonym elementem COM-B jest motywacja (motivation),
obejmujaca zar6wno procesy automatyczne (nawyki, impulsy), jak i refleksyjne (intencje,
przekonania, wartosci). Stanowi ona punkt styku z teorig autodeterminacji, ktéra poglebia
rozumienie mechanizmow motywacyjnych odpowiedzialnych za trwalg zmiane
zachowania. Podczas gdy COM-B umozliwia identyfikacje strukturalnych
i poznawczych determinant zachowania, teoria autodeterminacji (SDT) dostarcza
bardziej szczegdlowych wyjasnien dotyczacych jako$ci motywacji 1 czynnikow
sprzyjajacych jej utrzymaniu. Oba modele sa wigc komplementarne: COM-B pozwala
okresli¢, czy zmiana jest mozliwa, natomiast SDT pomaga zrozumie¢, dlaczego jednostka

bedzie sktonna utrzymac ja w dtuzszej perspektywie [30, 43].
2.4.2. Teoria autodeterminacji (SDT)

Teoria autodeterminacji (ang. Self-Determination Theory - SDT) stanowi jedno
z kluczowych uje¢ motywacji w psychologii zdrowia. Zaktada ona, ze jako§¢ motywacji,
a nie jedynie jej sita, przesadza o trwalosci zachowan zdrowotnych. SDT rozréznia
motywacje wewnetrzng, opartg na warto$ciach i wewnetrznej zgodzie, od motywacji
zewnetrznej, wynikajgcej z presji, obowiazku lub nagréd zewngtrznych [26, 41].
Model SDT identyfikuje trzy podstawowe potrzeby psychologiczne, ktére musza
by¢ spetnione, aby motywacja autonomiczna mogta si¢ rozwina¢:
a) Autonomia - poczucie sprawczo$ci i dobrowolnosci w podejmowaniu dziatan;
b) Kompetencja - przekonanie o wlasnej skutecznosci w radzeniu sobie z zadaniami,
¢) Relacyjno$¢ - poczucie wsparcia, wigzi i przynaleznosci w relacjach spotecznych.
Interwencje promujgce prozdrowotne zachowania powinny zatem tworzy¢ warunki
sprzyjajace zaspokojeniu tych potrzeb, na przyktad poprzez unikanie nadmiernie
dyrektywnych komunikatow, wspieranie samodzielnosci, rozwijanie umiej¢tnosci oraz
budowanie przyjaznego srodowiska spotecznego. Badania wskazuja, ze osoby kierujace
si¢ motywacjg autonomiczng sg bardziej sktonne podejmowac i utrzymywac zachowania

zdrowotne, w tym te zwigzane z zywieniem [43, 44].
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2.4.3. Ekonomia behawioralna i architektura wyboru w praktyce
Zywieniowej

Ekonomia behawioralna stanowi interdyscyplinarny obszar badan taczacy
psychologi¢ i ekonomig, ktorego celem jest wyjasnianie, dlaczego ludzie podejmuja
decyzje w sposob czesto odbiegajacy od racjonalnego modelu maksymalizacji
uzytecznosci. W przeciwienstwie do klasycznej ekonomii, zaktadajgcej, ze jednostka jest
racjonalnym decydentem, ekonomia behawioralna podkres$la, ze codzienne wybory,
w tym wybory zywieniowe, sa W znacznym stopniu ksztaltowane przez emocje,
uproszczone strategie poznawcze, impulsy, kontekst sytuacyjny oraz automatyzmy.
Z tego wzgledu podejscie to stanowi cenne zaplecze teoretyczne dla zdrowia publicznego,
pozwalajac zrozumie¢, dlaczego sama wiedza Zywieniowa nie jest wystarczajacym
warunkiem trwalej zmiany zachowania [45, 46].

Kluczowym pojgciem ekonomii behawioralnej jest architektura wyboru (ang.
choice architecture), odnoszaca si¢ do sposobu, w jaki struktura otoczenia wplywa na
decyzje jednostki. Architektura wyboru zaktada, ze ludzkie zachowania sg wrazliwe na
subtelne zmiany kontekstu, takie jak kolejno$¢ prezentowanych opcji, widocznosé
1 dostgpnos¢ produktow, forma etykietowania czy ustawienia domyslne (ang. default
options) [49]. W praktyce zywieniowej oznacza to, ze decyzje o tym, co, kiedy i ile
zywnosci zostanie spozytej przez jednostkg, sa w duzej mierze wynikiem strategii
srodowiskowych, ktore czesto dzialaja ponizej poziomu $wiadomego przetwarzania.
Interwencje oparte na architekturze wyboru polegaja zatem na takim projektowaniu
srodowiska, aby zdrowsze wybory stawaly si¢ latwiejsze, bardziej naturalne i bardziej
dostepne [36].

Ekonomia behawioralna identyfikuje liczne mechanizmy poznawcze
1 motywacyjne wplywajace na wybory zywieniowe. Obejmujg one migdzy innymi
heurystyke dostepnosci, efekt status quo, preferencj¢ natychmiastowej gratyfikacji oraz
silny wplyw norm spotecznych. Heurystyki, czyli uproszczone reguty wnioskowania,
pozwalajg redukowaé obcigzenie poznawcze, lecz jednoczes$nie prowadza do btedow
systematycznych, takich jak preferowanie opcji najbardziej widocznej lub najtatwiej
dostepnej. Efekt status quo wzmacnia sktonno$¢ do pozostawania przy opcji domysine;j,
nawet jesli nie jest ona optymalna. Z kolei preferencja natychmiastowej gratyfikacji
wyjasnia czgste wybieranie zywnoSci smacznej, lecz nisko odzywczej, kosztem

odroczonych korzysci zdrowotnych [45].
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W uyjeciu teoretycznym architektura wyboru realizuje dwa glowne -cele.
Po pierwsze, zmniejsza obcigzenie poznawcze towarzyszace podejmowaniu decyzji
zywieniowych, zwlaszcza w sytuacjach rutynowych i szybkich. Po drugie, minimalizuje
wplyw impulsow, projektujac otoczenie w sposob, ktory nie wymaga od jednostki stalego
wysitku samokontroli. W tym ujeciu architektura wyboru nie jest forma manipulacji, lecz
narzgdziem wspierajagcym zdrowie 1 zachowujacym autonomi¢ decydenta. Interwencje
oparte na nudge polegaja na subtelnym ukierunkowaniu wyboru, bez narzucania
okreslonego zachowania [36].

W kontekscie praktyk zywieniowych podejscie to podkresla, ze zachowania
zdrowotne s3 w znacznym stopniu zalezne od dostgpnosci zywnos$ci, ekspozycji
produktow, konfiguracji przestrzeni zywieniowej oraz spotecznych standardow
konsumpcji. Decyzje zywieniowe nie sg zatem neutralne, lecz powstajg w wyniku
interakcji miedzy jednostkg a kontekstem, co wymaga projektowania $rodowiska
opartego na analizie realnych potrzeb, ograniczen i preferencji pracownikow. Ekonomia
behawioralna pozwala tym samym uwzglednia¢ zardéwno psychologi¢ jednostki, jak
i dynamiczny charakter §rodowiska pracy [45, 46].

W perspektywie systemowej ekonomia behawioralna i architektura wyboru sg
zgodne z nowoczesnymi koncepcjami edukacji zdrowotnej, ktore wskazuja, ze skuteczna
zmiana zachowania wymaga dzialania na wielu poziomach, od zwickszania wiedzy, przez
rozwijanie kompetencji, po modyfikacje srodowiska i wspieranie autonomii jednostki
[43]. Architektura wyboru peli w tej strukturze funkcje uzupehiajgca, wzmacniajac
efekty interwencji edukacyjnych i behawioralnych poprzez dostosowanie warunkow
decyzyjnych [36]. Jej teoretyczna wartos¢ polega na mozliwosci projektowania dziatan
skutecznych, dyskretnych, niskokosztowych i dobrze akceptowanych spotecznie,
co czyni ekonomi¢ behawioralng jednym z kluczowych kierunkéw wspoétczesnych

interwencji prozdrowotnych, zwlaszcza w obszarze zywienia [45].

2.4.4. Podejscia partycypacyjne oparte na potrzebach i koncentracji na
uczestniku (NLB)

Podejscie partycypacyjne oparte na potrzebach i koncentracji na uczestniku
(NLB) nalezy do jednych z najnowocze$niejszych i najlepiej uzasadnionych w literaturze
modeli edukacji zdrowotnej. Integruje ono trzy kluczowe zasady: orientacj¢ na potrzeby
odbiorcoéw, koncentracj¢ na uczacym si¢ oraz ukierunkowanie na zmian¢ zachowania.

Wspolczesne ujecia zdrowia publicznego podkreslajg, ze skuteczna edukacja zdrowotna
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musi wykracza¢ poza przekazywanie informacji i uwzglednia¢ kontekst spoteczny,
kulturowy oraz $rodowiskowy. Badania wskazuja, ze programy oparte na dialogu,
wspotuczestnictwie oraz diagnozie rzeczywistych zasobdéw i barier uczestnikow majg
wigkszy potencjal wywolywania trwatych zmian w zachowaniach zdrowotnych [48].

Orientacja na potrzeby odbiorcow (ang. Needs-based) oznacza, ze interwencje
edukacyjne powinny by¢ projektowane na podstawie rzetelnej diagnozy rzeczywistych
potrzeb, zasobow i ograniczen grupy docelowej. Zgodnie z klasycznymi ramami edukacji
zdrowotnej przedstawianymi przez Contento, diagnoza potrzeb stanowi fundamentalny
etap projektowania programu i powinna obejmowac zar6wno potrzeby deklarowane, jak
i te wynikajgce z analizy zachowan, stanu zdrowia oraz uwarunkowan §rodowiskowych
[20]. W obszarze edukacji zywieniowej potrzeby te moga dotyczy¢ poziomu wiedzy,
umiejetnosci kulinarnych, przekonan zdrowotnych, dostgpnosci zywnos$ci, poczucia
wlasnej skutecznosci czy motywacji. Podejscie NLB =zaktada, ze dopiero peine
zrozumienie tych czynnikéw umozliwia stworzenie programu adekwatnego, skutecznego
1 akceptowalnego dla odbiorcow [48].

Koncentracja na uczacym si¢ (ang. Learner-centered) odwoluje si¢ do zatozen
pedagogiki dorostych oraz podejscia partycypacyjnego. W  przeciwienstwie
do tradycyjnych modeli edukacji, w ktorych edukator odgrywa role eksperta, a uczestnik
pozostaje biernym odbiorcg wiedzy, podejscie NLB postrzega uczestnikow jako
aktywnych wspottworcow procesu uczenia si¢. Oznacza to, ze uczestnicy wspotdefiniujg
cele, analizujg wlasne doswiadczenia, wybierajg strategie zmiany, a takze uczestniczg
w ocenie postgpow. Taka konstrukcja sprzyja wzmacnianiu poczucia sprawczoS$ci
1 kompetencji, co w Swietle teorii autodeterminacji jest kluczowym warunkiem rozwoju
motywacji autonomicznej [43]. Zgodnie z tym modelem edukacji zywieniowe;j,
efektywna edukacja powinna opiera¢ si¢ na dialogu, pracy grupowej, rozwiazywaniu
problemoéw oraz aktywnych metodach uczenia si¢, ktore umozliwiaja internalizacje
omawianych tresci [27].

Trzecim filarem podej$cia NLB jest ukierunkowanie na zmiang¢ zachowania (ang.
Behaviorally-focused). Edukacja zdrowotna nie moze ogranicza¢ si¢ do zwigkszania
wiedzy. Powinna prowadzi¢ do rozwoju kompetencji praktycznych i realnych zmian
w codziennych nawykach zywieniowych. W omawianym ujeciu kluczowe znaczenie
maja umiej¢tnosci operacyjne, takie jak planowanie positkow, radzenie sobie
z ,,zachciankami” zywieniowymi, czytanie etykiet, organizacja przestrzeni zywieniowej

czy monitorowanie dziatan. Wedlug modelu opracowanego przez Contento, zachowania
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zywieniowe s3 wynikiem interakcji wiedzy, umiejetnosci, przekonan, emocji
i srodowiska [48]. Interwencje powinny rowniez wspiera¢ budowanie poczucia wlasnej
skutecznosci, realistyczne wyznaczanie celow oraz konsekwentne monitorowanie
postepow. Sg to elementy zgodne zardéwno z teorig spoteczno-poznawcza, jak i modelem
COM-B [20, 30].

Najwigksza wartoscig podejscia NLB jest jego strukturalna spdjnosé. Interwencje
przynosza najtrwalsze rezultaty wtedy, gdy diagnoza potrzeb, angazujace metody
edukacyjne oraz orientacja na zmian¢ zachowania, wspotwystepuja jako elementy
jednego procesu. Programy edukacyjne powinny integrowaé wiedze teoretyczng
z praktyka, umozliwia¢ do$wiadczenie i przecwiczenie nowych umiejetnosci oraz
tworzy¢ przestrzen do eksperymentowania w warunkach zblizonych do codziennych.
W tym uje¢ciu NLB staje si¢ modelem, ktory nie tylko przekazuje wiedze, lecz realnie
wspiera proces zmiany, uwzgledniajagc zaréwno indywidualne, jak i $rodowiskowe
determinanty zachowan [43].

Podejscie NLB opiera si¢ takze na wyraznym fundamencie humanistycznym
i partycypacyjnym. Zaktada, Ze proces zmiany zachowania jest wspottworzony,
a uczestnicy odgrywaja aktywna rol¢ w definiowaniu celéw, formutowaniu strategii oraz
interpretowaniu wlasnych doswiadczen. W przeciwienstwie do podejs¢ dyrektywnych,
NLB podkres$la autonomie jednostki, jej kompetencje oraz prawo do podejmowania
decyzji zgodnych z wlasnymi wartosciami. Taki sposdb konstruowania programow
sprzyja wigkszemu zaangazowaniu, poczuciu sprawczosci oraz lepszemu dopasowaniu
interwencji do realnych kontekstow zycia i pracy. W rezultacie NLB wpisuje si¢
w nowoczesne standardy edukacji zdrowotnej, ktore stawiaja w centrum podmiotowos$¢

uczestnika oraz wspieraja jego rozwoj w sposob zgodny z zasadami wspotuczestnictwa

[4].

2.4.5. Model transteoretyczny (TTM) w projektowaniu interwencji
zywieniowych

Model transteoretyczny Prochaski i DiClemente (ang. Transtheoretical Model -
TTM) opisuje zmiang¢ zachowania jako proces przebiegajacy etapami: prekontemplacji,
kontemplacji, przygotowania, dzialania i utrzymania. W przeciwienstwie do modeli
wyjasniajagcych mechanizmy zmiany (takich jak COM-B czy teoria autodeterminacji),

TTM koncentruje si¢ na gotowosci jednostki do podjgcia dziatania. Jest to szczegolnie
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istotne w obszarze zywienia, gdzie zmiana nawykow czesto przebiega cyklicznie,
z okresami postepow, stabilizacji i nawrotow [50].
W konteks$cie interwencji zywieniowych TTM podkresla, Ze:

a) tasama interwencja moze by¢ skuteczna tylko na niektorych etapach,

b) edukacja jest nieskuteczna, jesli uczestnik nie rozwaza zmiany,

c) dziatania praktyczne sg efektywne dopiero u o0s6b gotowych do

eksperymentowania z nowymi nawykami,

d) wsparcie srodowiskowe i nudge wzmacniajg etapy dziatania i utrzymania,

e) realistyczne cele i monitoring sa kluczowe w zapobieganiu nawrotom [50].

W badaniach nad interwencjami zywieniowymi wykazano, ze uwzglednienie
etapu gotowosci do zmiany zwicksza dopasowanie programu do indywidualnych potrzeb
uczestnikOw oraz poprawia skutecznos$¢ dziatan edukacyjnych i behawioralnych [20].
TTM petni wigc funkcje modelu pomocniczego, uzupetiajgcego bardziej ztozone ramy
projektowania interwencji, takie jak COM-B, SDT czy podejScia partycypacyjne [30, 44,
50].

2.5. Kluczowe uwarunkowania psychospoteczne zachowan zywieniowych

W miejscu pracy

Zachowania zywieniowe pracownikow ksztaltuja si¢ w zlozonej sieci
uwarunkowan psychospotecznych, obejmujacych zaré6wno cechy indywidualne, relacje
spoteczne, jak i kultur¢ organizacyjng miejsca pracy. Literatura dotyczaca promocji
zdrowia w $rodowisku zawodowym podkresla, ze decyzje zywieniowe nie wynikaja
wylacznie z wiedzy czy preferencji smakowych, lecz maja charakter sytuacyjny i sg silnie
zalezne od kontekstu, w ktorym funkcjonuje pracownik. Raporty Krajowego Centrum
Promocji Zdrowia w Miejscu Pracy oraz analizy rynku pracy (np. raport Antal) wskazuja,
Ze miejsce pracy jest jednym z najwazniejszych $rodowisk zycia dorostych, a wzorce
zywieniowe realizowane w pracy czgsto roznig si¢ od tych obserwowanych w domu
ze wzgledu na presje czasu, stres oraz ograniczenia organizacyjne [4, 14, 16].

Aby lepiej zrozumie¢ mechanizmy stojace za decyzjami zywieniowymi
podejmowanymi w warunkach zawodowych, konieczne jest rozréznienie kluczowych
kategorii czynnikow psychospotecznych, ktére w sposdb systematyczny wpltywaja
na zachowanie pracownikow. W literaturze przedmiotu wyrdznia si¢ przede wszystkim
uwarunkowania indywidualne, spoteczne oraz organizacyjne, ktére wzajemnie si¢
przenikaja i wspottworza codzienny kontekst zywieniowy (Tabela 1).
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Tabela 1. Model spoteczno-ekologiczny. Opracowanie wilasne za [48].

Systemy: opieki zdrowotnej, zywnosciowy i rolny, przemyst spozywczy

i producenci napojow

Sektory wptywu | Polityka i struktury spoteczne:
e Polityka: publiczna, instytucjonalna

e  Zasoby, media, marketing, normy spoteczne i kulturowe

Poziom instytucjonalny: domy, miejsca pracy, szkoty, organizacje opieki nad

Uwarunkowania | dzie¢mi, reguly, struktury nieformalne

$rodowiskowe | Poziom spolecznosci lokalnej: sasiedztwo, sklepy spozywcze, restauracje,

organizacje w spotecznosci, sSrodowisko informacyjne, obiekty rekreacyjne, parki

Srodowisko Praktyki kulturowe i spoleczne

spoleczne Rodzina, réwiesnicy, przyjaciele, specjaliSci ds. zdrowia

Preferencje pokarmowe i przyjemnosc¢ z jedzenia

Przekonania, postawy, wartosci

Poziom Postrzegane normy spoteczne i kulturowe

indywidualny | Wiedza, umiejg¢tnosci

Poczucie wlasnej skutecznosci

Sprawstwo - upodmiotowienie

Do jednych z kluczowych uwarunkowan indywidualnych determinujacych
zachowania zywieniowe nalezg poczucie wlasnej skutecznoséci, zdolnosé
do samoregulacji, odporno$¢ na stres oraz preferowane style radzenia sobie
z trudno$ciami. Osoby o niskim poczuciu wlasnej skutecznosci oraz stabo rozwinigtych
umiejetno$ciach samokontroli, rzadziej planujg positki, wybierajg produkty o nizszej
warto$ci odzywczej i czgSciej siegaja po przekaski wysokokaloryczne [51-53].

Jednocze$nie badania z zakresu psychologii zywienia wskazuja, ze stres
i obcigzenie emocjonalne, typowe dla $rodowiska pracy, sprzyjaja tzw. jedzeniu
emocjonalnemu, ktére pelni funkcje regulacji napigcia [54-56]. W takich warunkach
osoby o cechach takich jak neurotyczno$é, impulsywnos$¢ czy wysoka reaktywnosé
emocjonalna czesciej dokonujg wyboréw sprzecznych z intencjami prozdrowotnymi.
Mechanizmy te sa zgodne z mechanizmem stres-emocja-jedzenie, w ktorym stresory
zawodowe zwigkszaja podatno$¢ na sigganie po zywno$¢ rekreacyjng [55].

Wséréd czynnikéw spotecznych szczegdlng uwage zwraca si¢ na wsparcie
spoteczne w miejscu pracy. Omawiana zmienna obejmuje zarOwno wsparcie
emocjonalne, jak i instrumentalne ze strony wspotpracownikow i przetozonych.

Przeglady literatury z zakresu zdrowia publicznego podkreslaja, ze pozytywne relacje
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spoteczne sprzyjaja utrzymaniu zdrowych nawykdow, a normy grupowe moga zardwno
wspiera¢, jak i hamowaé zachowania prozdrowotne [4, 16] Omawiajac rolg wsparcia
nalezy odnies¢ si¢ takze to zjawiska ,,spolecznego kopiowania” zachowan zywieniowych.
Zostato ono udokumentowane w wielu raportach i polega na tym ,ze pracownicy
deklaruja, ze jedza to, co inni w zespole, uczestnicza w tych samych przerwach,
zamawiaja podobne positki lub ulegajag dominujagcym zwyczajom, takim jak stodkie
poczestunki czy szybkie jedzenie przy biurku. W zespotach, gdzie normg sa kaloryczne
fast-foody lub pomijanie przerw, pracownicy majg wicksza tendencj¢ do powielania tych
praktyk. Natomiast tam, gdzie obowigzuje kultura wspdlnych, tzw. ,,zdrowych przerw”,
dzielenia si¢ wartoSciowymi positkami czy wzajemnego wspierania si¢, prozdrowotne
zachowania stajg si¢ tatwiejsze [17, 32, 32].

Kolejnym kluczowym wymiarem psychospotecznym jest kultura organizacyjna,
obejmujaca zar6wno formalne zasady, jak i niepisane reguly funkcjonowania. W wielu
organizacjach dominuje kultura ,,ciaglej dostepnosci”, ktoéra zniechgca do przerw
1 sprzyja jedzeniu w po$piechu lub pomijaniu positkow. Raporty dotyczace promocji
zdrowia w pracy wskazuja, ze brak przestrzeni socjalnej, brak zapewnionych przerw,
presja wynikoOw oraz praktyki premiujace przepracowanie, negatywnie wplywaja
na regularnos¢ i jako$¢ positkéw [16]. Przeciwnie, organizacje promujace dobrostan,
udostepniajgce prozdrowotne warianty positkéw, zapewniajace odpowiednig przestrzen
do jedzenia, tworza Srodowisko sprzyjajace regularnosci, uwaznemu jedzeniu i lepszym
wyborom [4, 14]. W takim kontek$cie zmniejsza si¢ obcigzenie poznawcze zwigzane
z podejmowaniem decyzji zywieniowych, co jest zgodne z zatozeniami ekonomii
behawioralnej i architektury wyboru.

Omawiajac czynniki organizacyjne nalezy podkre§lic rowniez znaczenie
poczucia autonomii i kontroli w miejscu pracy. Pracownicy posiadajacy elastyczno$é
W organizacji czasu, czesciej jedza regularnie i dokonujg bardziej $wiadomych wyborow.
Natomiast osoby pracujace pod presja czasu, w warunkach silnej kontroli zewngtrznej,
czgsciej siegaja po szybkie, impulsywne przekaski i zaniedbujg przerwy. Z perspektywy
teorii autodeterminacji, autonomia oraz mozliwos¢ sprawowania kontroli nad wlasnym
rytmem dnia stanowig kluczowe warunki rozwoju motywacji autonomicznej, ktora
sprzyja trwatym zmianom zachowan [16].

Opisane powyze] wybrane uwarunkowania indywidualne, spoleczne
1 organizacyjne tworzg podstawowe ramy analizy zachowan zywieniowych w miejscu

pracy. W literaturze wskazuje si¢ jednak, ze obok tych trzech pozioméw, istnieje takze
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grupa czynnikow o charakterze przekrojowym, ktore przenikaja wszystkie wczesniejsze
kategorie i w istotny sposob wplywaja na decyzje zywieniowe. Do najwazniejszych
z nich naleza postrzegane zasoby oraz bariery praktyczne, ksztaltujace codzienng
wykonalno$¢ i realno$¢ utrzymania zdrowych nawykéw. Wsrod barier wymienia sig¢ brak
czasu, energii, kompetencji kulinarnych czy dostepnosci narzedzi takich jak lodoéwka,
migjsce do podgrzania positku czy przestrzen socjalna. Raporty Daily Fruits i Antal
wskazujg, ze wielu pracownikéw deklaruje che¢c jedzenia zdrowiej, lecz jednoczesnie
wskazuje bariery praktyczne: brak czasu na przygotowanie positkow, brak miejsca do ich
spozycia, trudno$¢ w planowaniu w dynamicznych warunkach pracy [16, 57, 58].
Postrzegane bariery mogg dziata¢ rownie silnie jak obiektywne ograniczenia
srodowiskowe, poniewaz wptywaja na motywacje i zdolno$¢ do samoregulacji.
Zrozumienie psychospotecznych uwarunkowan zachowan zywieniowych jest
kluczowe dla projektowania skutecznych interwencji zywieniowych w miejscu pracy.
Literatura jednoznacznie podkre$la, ze programy odnoszace sukces to te, ktore integruja
edukacje, wsparcie spoteczne, zmiang¢ norm kulturowych oraz modyfikacje
organizacyjne. Tylko takie podejscie umozliwia realng, trwalg zmiang zachowan

zywieniowych w toku codziennego funkcjonowania zawodowego [4, 5, 12, 57, 58].

2.6. Luki badawcze w interwencjach zywieniowych w miejscu pracy oraz
potrzeba ich integracji z uwarunkowaniami psychospotecznymi 1 modelami
zmiany zachowania

W badaniach nad interwencjami zywieniowymi w miejscu pracy wciaz obserwuje
si¢ istotne luki badawcze i praktyczne. Cho¢ literatura dokumentuje rosnaca liczbg badan,
zarowno przeglady naukowe, jak 1 raporty instytucjonalne podkreslaja znaczne
zrdznicowanie jakos$ci interwencji pod wzglgdem ich konstrukcji, czasu trwania, metod
pomiaru oraz sposobu raportowania [39, 59]. Brakuje badan o rygorystycznym
charakterze eksperymentalnym, natomiast te dostgpne czesto nie spetniajg standardow
takich jak TIDieR czy TREND. Ogranicza to mozliwo$¢ poréwnywania wynikow,
syntetyzowania dowodow oraz identyfikowania kluczowych mechanizmow
odpowiedzialnych za skuteczno$¢ poszczegdlnych komponentéw programu.

Jednoczesnie wiele dziatan podejmowanych w miejscu pracy wykorzystuje tylko
wybrane elementy modelu interwencji zywieniowych opartych na dowodach naukowych,
na przyktad koncentrujac si¢ gldwnie na mierzalnych wynikach behawioralnych

i fizjologicznych, takich jak zmiana spozycia okre$lonych produktéw, masa ciala czy
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parametry metaboliczne. Rzadziej uwzglednia si¢ pelen kontekst psychologiczny
1 spoteczny, ktory determinuje codzienne wybory zywieniowe pracownikow [5, 6, 39].
Literatura  dotyczaca  psychospotecznych uwarunkowan zdrowia  wskazuje,
ze zachowania zywieniowe pozostaja pod wptywem stresu, norm grupowych, relacji
interpersonalnych, dostepnos$ci czasu, autonomii w pracy oraz indywidualnych cech
psychologicznych, takich jak poczucie wlasnej skuteczno$ci czy umiejetnosé
samoregulacji [51, 53, 58]. Brak integracji tych czynnikéw z podej$ciem dowodowym
prowadzi do tworzenia nadmiernie uproszczonych modeli interwencji, ktore mogg by¢
skuteczne w warunkach kontrolowanych, lecz okazujg si¢ mato efektywne w naturalnym
srodowisku organizacyjnym [4].

Kolejng luka badawczg jest niewystarczajgca analiza mechanizméw zmiany
zachowania. W wielu publikacjach koncentruje si¢ na wynikach interwencji, ograniczajgc
lub pomijajac role psychologicznych i spotecznych mediatoréw, takich jak zmiany
w motywacji, normach, przekonaniach czy poczuciu kompetencji [51]. Brak takiej
analizy utrudnia identyfikacje elementow kluczowych dla skuteczno$ci programu oraz
odrdznienie dziatan niezbgdnych od tych o marginalnym znaczeniu. Modele teoretyczne,
takie jak COM-B czy teoria autodeterminacji (SDT), podkreslaja koniecznos¢
systematycznego uwzgledniania procesow psychologicznych, jednak w praktyce rzadko
sg one implementowane w pelnym zakresie [30, 44, 48].

Znaczacym ograniczeniem jest réwniez niedostateczne uwzglgdnianie roznic
indywidualnych uczestniczek i uczestnikow interwencji [14, 52]. Populacje pracownicze
sg z natury heterogeniczne, ro6znig si¢ stylem radzenia sobie ze stresem, poziomem
motywacji, preferencjami zywieniowymi, do§wiadczeniami zdrowotnymi i zasobami
psychologicznymi [4]. Uniwersalne programy, projektowane bez diagnozy ich potrzeb,
czesto nie odpowiadaja na realne bariery uczestnikéw, co prowadzi do niskiej adherencji
oraz nietrwatosci efektow [14]. Podejscie NLB zwraca uwage na konieczno$é
partycypacji, wspolprojektowania interwencji oraz uwzgledniania perspektywy
uczestnikow, jednak nadal rzadko stanowi ono standard praktyki [48].

W badaniach nad interwencjami zywieniowymi widoczna jest takze luka
w zakresie integracji spotecznych determinant srodowiskowych takich jak m.in. normy
spoteczne, kultura organizacyjna czy wsparcie menedzerskie. Mimo, ze literatura
jednoznacznie wskazuje, iz wybory zywieniowe pracownikow sg silnie zalezne od
kontekstu spotecznego [4, 16, 58], w wielu programach dominuje podejscie

indywidualistyczne, zorientowane na edukacj¢ lub zmiang nawykéw jednostki. Zbyt
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rzadko interwencje uwzgledniajg dziatania adresowane do zespotdw, lideréw czy struktur
organizacyjnych, ktére moglyby wzmacnia¢ efekty oraz sprzyjac ich trwatosci.

Kolejng Iuka pozostaje ograniczona integracja ekonomii behawioralnej
i architektury wyboru z klasycznym podejsciem EBNI. Mimo, ze liczne badania
potwierdzaja skuteczno$¢ rozwigzan srodowiskowych [37, 38], rzadko poddaje si¢
je ocenie w ramach standardow TIDieR czy RE-AIM. Jeszcze rzadziej analizuje si¢ ich
synergiczne oddziatywanie z procesami psychologicznymi, takimi jak motywacja
autonomiczna (SDT) czy poczucie wtasnej skutecznosci (COM-B). Brak badan
interdyscyplinarnych prowadzi do niedocenienia potencjalu integracji dziatan
srodowiskowych z pracg nad motywacjg i sprawczoscia jednostki.

Niedoszacowanym obszarem pozostaje takze kwestia trwatosci efektow
interwencji. Wiele badan konczy obserwacj¢ po 6-12 miesigcach lub krocej,
co uniemozliwia analiz¢ stabilno$ci zmian oraz wptywu stresu, kultury organizacyjnej
czy norm spotecznych na ich utrzymanie [21, 23]. Tymczasem w standardach RE-AIM
[34] czy TREND [37] komponent ,,maintenance” stanowi kluczowy element oceny
jakosci interwencji (dla RE-AIM minimalny okres obserwacji to sze$¢ miesi¢cy, standard
nie okresla maksymalnego czasu follow-up).

Przeglad literatury ujawnia wyrazng potrzebe integracji podejScia opartego
na dowodach naukowych z wspdlczesnymi modelami zmiany zachowania. Obecne
interwencje zywieniowe w miejscu pracy zbyt czesto koncentrujg si¢ na komponentach
edukacyjnych lub $rodowiskowych, pomijajac interakcje miedzy motywacja
autonomiczng, poczuciem wlasnej skuteczno$ci, normami spolecznymi, stresem
zawodowym i kulturg organizacyjna. Brakuje rowniez badan wysokiej jakosci, ktore
pozwalalyby analizowa¢ mechanizmy zmiany zachowania, trwalos$¢ efektow oraz
dopasowanie interwencji do zréznicowanych potrzeb pracownikow. Zidentyfikowane
luki wskazuja jednoznacznie, ze konieczne jest opracowanie podejscia, ktore taczy rygor
metodologiczny EBNI z holistycznym uwzglednieniem czynnikéw psychologicznych,
spotecznych i organizacyjnych. Takie podej$cie stanowi fundament niniejszego cyklu
rozpraw doktorskich, ktorego celem jest rozwdj i empiryczna weryfikacja interwencji
zywieniowych dostosowanych do realiow wspotczesnego srodowiska pracy oraz oparcie

ich na spdjnych ramach teoretycznych i dowodach naukowych.
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3. Publikacje wlaczone do jednotematycznego cyklu pracy

3.1. Struktura rozprawy doktorskiej

Rozprawe doktorska stanowi jednotematyczny cykl trzech powigzanych
tematycznie publikacji. Dwie prace wiaczone do cyklu sg badaniami oryginalnymi,
a jedna przegladem parasolowym. Wszystkie prace zostaty opublikowane w latach 2023—
2025. Dobor publikacji tworzy logiczny, progresywny i merytorycznie spojny cykl
badawczy obejmujacy trzy etapy odpowiadajace kolejnym poziomom analizy.

Pierwszy etap obejmuje systematyczng analize i synteze dostgpnych dowodow
naukowych dotyczacych skutecznosci interwencji zywieniowych realizowanych
W miejscu pracy, ze szczegdlnym uwzglednieniem rdznic migdzy podejsciami
poznawczymi, behawioralnymi, $rodowiskowymi oraz multikomponentowymi. Praca
ta porzadkuje wiedze, identyfikuje efektywne komponenty interwencji oraz wskazuje
gtowne luki badawcze istotne dla projektowania dziatan kierowanych do pracownikow
biurowych.

Drugi etap dotyczy identyfikacji psychospotecznych i $rodowiskowych
uwarunkowan zachowan zywieniowych wsrod wybranej grupy pracownikow biurowych.
Wyniki tego etapu pozwolity lepiej zrozumie¢ realne bariery i zasoby pracownikow, ktore
moga determinowac subiektywnie postrzegang skutecznos¢ interwencji zywieniowych
w warunkach organizacyjnych.

Trzeci etap obejmuje opracowanie i pilotaz krotkiej, partycypacyjno-edukacyjnej
interwencji zywieniowej BPBEWI (ang. Brief Participatory Behavioral and Educational
Workplace Intervention). Interwencja zostata zaprojektowana w oparciu o podejscie NLB
(ang. Needs-based, Learner-centered, Behaviorally-focused), teori¢ autodeterminacji
(ang. Self-Determination Theory), ekonomig¢ behawioralng oraz model zachowan
zdrowotnych COM-B (ang. Capability, Opportunity, Motivation — Behaviour). Celem tej
czgsci cyklu bylo przetestowanie wykonalnosci, akceptowalnosci i potencjalnej
skutecznosci interwencji w realnym srodowisku pracy.

Lacznie publikacje te tworza spojng i logicznie powigzang Sciezke badawcza,
od przegladu dowodow, przez diagnoze kontekstu, az po praktyczne wdrozenie
interwencji. Struktura ta stanowi konsekwentny model prowadzenia badan nad
interwencjami zywieniowymi w miejscu pracy i odzwierciedla pelny proces naukowego

opracowywania, adaptowania i testowania dziatan z zakresu zdrowia publicznego.
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3.2. Publikacja I

Hyzy A, Jaworski M, Cieslak I, Gotlib-Matkowska J, Panczyk M. Improving Eating
Habits at the Office: An Umbrella Review of Nutritional Interventions. Nutrients 2023;
15(24): 5072

Wstep

Srodowisko pracy stanowi jeden z kluczowych obszaréw ksztaltowania nawykow
zywieniowych osob dorostych. Wspotczesny model pracy biurowej, charakteryzujacy sie
dominacja siedzacego trybu zycia, wysoka presja czasu oraz obcigzeniem
psychospotecznym, sprzyja podejmowaniu decyzji zywieniowych, ktore nie zawsze majg
pozytywny wplyw na zdrowie oraz zwigksza ryzyko rozwoju niezakaznych chorob
przewlektych. W odpowiedzi na te wyzwania w ostatnich latach obserwuje si¢
dynamiczny rozwdj réznorodnych interwencji zywieniowych adresowanych
do pracownikow. Jednakze dostepna literatura cechuje si¢ znaczng heterogenicznoscia
metodologiczng, roznicami w zakresie stosowanych komponentow oraz zmienng jako$cia
raportowania. Niniejsza praca stanowi probg systematycznego uporzadkowania
dostepnych danych poprzez przeprowadzenie przegladu parasolowego (ang. umbrella
review), syntetyzujagcego wyniki przegladéw systematycznych w celu identyfikacji

najbardziej efektywnych strategii zywieniowych stosowanych w srodowisku biurowym.

Cel

Przeglad parasolowy mial na celu systematyczne i krytyczne zbadanie
skuteczno$ci interwencji zywieniowych podejmowanych w S$rodowisku pracy,
ze szczegdlnym uwzglgdnieniem rdéznic miedzy podejsciami  poznawczymi,
behawioralnymi, srodowiskowymi i multikomponentowymi. Analiza obejmowata oceng
efektywnosci tych interwencji w $wietle konstrukcji metodologicznej, kontekstu
organizacyjnego, cech populacji docelowej oraz uwzglednienia konstruktow
teoretycznych. To pozwolilo na identyfikacje kluczowych mechanizméw i warunkoéw

sprzyjajacych trwatej zmianie zachowan zywieniowych.

Material i metody
Przeglad przeprowadzono zgodnie z wytycznymi PRISMA, zapewniajacymi
wysoka przejrzysto§¢ procesu selekcji badan oraz pelna dokumentacje etapow

analitycznych. Jako$¢ metodologiczna uwzglednionych przegladéw systematycznych
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oceniano za pomocg narzedzi JBI, co umozliwito oceng rzetelno$ci, wiarygodnos$ci
i ryzyka btedow systematycznych w poszczegolnych publikacjach. Tak skonstruowane
podejscie pozwolito na identyfikacj¢ zar6wno dominujagcych trendow w literaturze, jak
i istotnych luk ograniczajacych mozliwo$¢ formutowania jednoznacznych zalecen
implementacyjnych. Do przegladu wiaczono publikacje dostgpne w bazach danych
PubMed/Medline, Embase, ProQuest, Scopus oraz Web of Science Core Collection.
W celu maksymalnego poszerzenia zakresu wynikéw wyszukiwania, nie stosowano
ograniczen dotyczacych daty publikacji. Wyszukiwanie literatury przeprowadzono
w listopadzie 2022 roku, wykorzystujac stowa kluczowe pozyskane na podstawie
wstepnej kwerendy w bazie PubMed/Medline oraz deskryptorow MeSH (ang. Medical
Subject Headings). Na podstawie zdefiniowanych stéw kluczowych zidentyfikowano 969
artykutdw, z czego ostatecznie 16 przegladow systematycznych (w tym cztery

z metaanalizg) wiaczono do przegladu.

Wyniki
Analiza wykazata, Ze interwencje poznawcze, skupiajace si¢ gldéwnie na edukacji

zywieniowej, prowadza do wzrostu wiedzy, lecz ich wplyw na trwatg zmiang zachowan
pozostaje ograniczony. Wzrost ich skuteczno$ci obserwuje si¢ jedynie wtedy, gdy
stanowig element interwencji multikomponentowej. Znacznie wickszy potencjat
wykazuja interwencje behawioralne, oparte na technikach zmiany zachowania, takich jak
monitorowanie, wyznaczanie celow czy informacja zwrotna. Programy osadzone
w modelach psychologicznych, zwlaszcza teoriach zmiany zachowania, prowadza
do istotnej poprawy jakosci diety, a takze do zmiany masy ciata u oséb z nadwaga lub
otytoscig oraz zmiany wybranych parametrow klinicznych, szczego6lnie w krotkim
i $rednim okresie obserwacji. Najwyzsza skutecznos$cig odznaczajg si¢ jednak
interwencje mieszane (multikomponentowe), taczace edukacjg, komponenty
behawioralne i modyfikacje $rodowiska pracy. Programy tego typu oddziatuja
jednoczesnie na wiedze, motywacj¢ oraz kontekst podejmowania decyzji zywieniowych,
co przeklada si¢ na bardziej trwate i wielowymiarowe efekty. Szczegolnie efektywne
okazuja si¢ interwencje dostosowane do specyfiki funkcjonowania organizacji

1 uwzgledniajgce mechanizmy partycypacyjne.
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Podsumowanie i wnioski

Pomimo rosnacej liczby interwencji zywieniowych realizowanych w srodowisku
biurowym, ich jako$¢ metodologiczna i rzetelno$¢ raportowania pozostajg zroznicowane.
W wielu publikacjach brakuje kompletnych opiséw interwencji, szczegdtowej analizy ich
komponentéw oraz konsekwentnego stosowania standardow oceny i raportowania.
Ograniczenia te utrudniajg replikacje badan, porownywanie efektow oraz wyciaganie
wiarygodnych wnioskow klinicznych i organizacyjnych.

Wyniki niniejszego przegladu parasolowego podkreslajg konieczno$¢ integracji
podejscia opartego na dowodach naukowych z uwzglednieniem psychospolecznych
determinant zachowan zywieniowych, takich jak stres, normy spoleczne, kultura
organizacyjna, wsparcie rowiesnicze czy poziom autonomii i poczucia Sprawczosci
pracownikow. Interwencje pomijajace te czynniki czesto generujg jedynie krotkotrwate
rezultaty. Natomiast programy uwzgledniajace wielopoziomowe oddziatywanie
obejmujace dziatania edukacyjne, Srodowiskowe, behawioralne i emocjonalne wykazuja
najwigkszy potencjat w zakresie trwatej modyfikacji zachowan zywieniowych.

Przyszte badania oraz praktyka organizacyjna powinny koncentrowaé si¢
na poszukiwaniu synergii pomi¢dzy rygorem dowodowym a kompleksowym ujeciem
psychospotecznym, co pozwoli tworzy¢é interwencje zardwno skuteczne, jak

1 realistyczne, trwale zakorzenione w kontekscie srodowiska pracy.
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3.3. Publikacja II

Hyzy A, Cieslak I, Gotlib-Matkowska J, Panczyk M, Kucharska A, Jaworski M.
Employer Actions in Office Settings and Women’s Perception of the Workplace as
Supportive of Healthy Eating: A Cross-Sectional Pilot Study. Nutrients 2024; 16(18):
3766.

Wstep

W ostatnich latach wzrosto zainteresowanie tym, w jaki sposéb pracownicy
postrzegaja zdrowotne inicjatywy podejmowane przez pracodawcow oraz jak
subiektywna ocena $rodowiska pracy wptywa na ich motywacje i intencje zdrowotne.
Coraz wigksza liczba badan sugeruje, ze skuteczno$¢ interwencji zywieniowych zalezy
nie tylko od ich tresci, lecz takze od psychospotecznego odbioru dziatan organizacyjnych.
Szczegodlne znaczenie ma to w przypadku kobiet, u ktorych czynniki spoteczne,
kulturowe 1 emocjonalne moga w wickszym stopniu determinowaé sposob
interpretowania wsparcia pracodawcy. Artykul analizuje percepcj¢ sSrodowiska pracy jako
przestrzeni sprzyjajacej zdrowemu odzywianiu oraz identyfikuje, ktére elementy
wsparcia (edukacyjne, infrastrukturalne i organizacyjne) sa przez kobiety uznawane za
najbardziej znaczace w kontekscie prozdrowotnych wyboréw zywieniowych. Publikacja
wnosi  perspektywe  psychospoteczng,  komplementarng ~ wobec  danych

efektywnosciowych prezentowanych w przegladzie parasolowym.

Cel
Celem badania byto okreslenie, jak kobiety pracujace w $rodowisku biurowym

postrzegaja dziatania pracodawcy zwigzane ze wspieraniem zdrowego odzywiania, oraz
identyfikacja czynnikéw $rodowiskowych, ktore rdznicuja ocen¢ miejsca pracy jako
sprzyjajacego zdrowym nawykom zywieniowym. Badanie oparto na trzech pytaniach
badawczych:

P1: W jaki sposob kobiety oceniaja dziatania pracodawcy wspierajace zdrowe
odzywianie w §rodowisku pracy?

P2: Ktore elementy srodowiska pracy - edukacyjne, organizacyjne, infrastrukturalne -
sg postrzegane jako najbardziej sprzyjajace podejmowaniu zdrowych wyborow

zywieniowych?
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P3: Czy i w jaki sposob postrzegane wsparcie pracodawcy wigze si¢ z intencja poprawy

sposobu odzywiania?

Material i metody

Badanie miato charakter pilotazowego badania przekrojowego (ang. cross-
sectional pilot study) 1 zostalo przeprowadzone wsérdéd kobiet zatrudnionych na
stanowiskach biurowych. Do udziatu wiaczono 230 kobiet, spetniajacych nastepujace
kryteria wlaczenia: (1) aktywne zatrudnienie przez co najmniej sze$¢ miesiecy, (2)
wykonywanie pracy biurowej, (3) wiek > 18 lat, (4) dobrowolna zgoda na udziat
w badaniu.

Dane zebrano przy uzyciu metody CAWI (ang. Computer-Assisted Web
Interview), w ramach ktorej uczestniczki wypetnialty ustrukturyzowany elektroniczny
kwestionariusz. Aby zbada¢ wplyw postrzeganego wsparcia organizacyjnego na intencje
zywieniowe, uczestniczki podzielono na dwie grupy na podstawie wynikow ze skali
Workplace Healthy Eating Scale, oceniajacej dostepnos$¢ infrastruktury, praktyki
pracodawcy oraz kulture organizacyjng sprzyjajaca zdrowemu odzywianiu.

e Grupa 1, o niskim poziomie postrzeganego wsparcia (n = 125; 54,3%; M = 15,69;

SD = 3,76),

e QGrupa 2, o wysokim poziomie postrzeganego wsparcia (n = 105; 45,7%; M =

29,88; SD =5,15).

Podzial ten umozliwit identyfikacje 1 poréwnanie kluczowych czynnikoéw
psychospotecznych oraz oceng roznic w deklarowanej gotowosci do zmiany zachowan
zywieniowych pomigdzy grupami.

Analizy statystyczne obejmowaly statystyke opisowa, testy zalezno$ci oraz
porownania migdzygrupowe, co pozwolito oceni¢ sitg zwiazku pomiedzy percepcja
wsparcia ze strony pracodawcy a intencjg podejmowania zdrowszych zachowan

zywieniowych.

Wyniki
Obie grupy nie réznity si¢ istotnie pod wzgledem liczby spozywanych positkow

w pracy (test U Manna—Whitneya: Z =-1,327; p=0,185), ani czgstosci przygotowywania
positkow w domu (Z = -0,940; p = 0,370). Statystycznie istotne réznice odnotowano
natomiast w zakresie korzystania z kluczowych elementow infrastruktury zywieniowe;.

Dostep do kuchni i przestrzeni socjalnej deklarowato 83,2% kobiet z Grupy 1 oraz 91,4%
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z Grupy 2 (> = 6,118; p = 0,047), co wskazuje, ze kobiety postrzegajace wyzszy poziom
wsparcia funkcjonuja w $rodowisku oferujacym wigcej realnych zasobow
infrastrukturalnych. Rowniez korzystanie ze stotowki wystgpowato istotnie czesciej
w Grupie 2 (46,7%) niz w Grupie 1 (20,8%), rdznica potwierdzona zostata testem
U Manna-Whitneya (Z = —4,344; p < 0,001).

Grupy roéznily si¢ takze pod wzgledem liczby dziatan prozdrowotnych
podejmowanych przez pracodawce. Kobiety z Grupy 2 wskazywaly istotnie wigkszg
liczbg inicjatyw (M = 1,57 + 1,54) niz uczestniczki z Grupy 1 (M = 0,60 + 0,85), r6znic¢
potwierdzono testem U (Z =-5,121; p <0,001).

Analiza regresji analizujgca czynniki determinujace pozytywna percepcje
srodowiska pracy ujawnila odmienne wzorce predyktoréw w obu grupach:

. Grupa 1 (niskie wsparcie; R? = 0,065). Jedynym istotnym predyktorem
pozytywnej percepcji miejsca pracy byla dostepnos¢ $wiezych owocow
i warzyw (P istotne na poziomie p = 0,003). Wynik ten wskazuje, ze w $Srodowiskach
o minimalnym wsparciu, nawet pojedynczy komponent srodowiskowy moze wplywac na
odbidér miejsca pracy jako sprzyjajacego zdrowemu zywieniu.

. Grupa 2 (wysokie wsparcie; R* = 0,410). Istotnymi predyktorami byty
zarowno dostep do $wiezych produktow (p = 0,048), jak i udzial w warsztatach
kulinarnych (p <0,001). Model wyjasniat 41% wariancji, co sugeruje, ze w srodowiskach
bogatszych w zasoby, zaangazowanie pracownikdéw w dziatania partycypacyjne (np.
warsztaty) staje si¢ kluczowym elementem wzmacniajagcym poczucie wsparcia.

Dane empiryczne wskazuja, ze percepcja wsparcia zywieniowego w migjscu
pracy jest silnie skorelowana z rzeczywistg dostgpnoscia zasobow srodowiskowych oraz
obecnos$cig komponentow partycypacyjnych. W grupach o niskim poziomie wsparcia
istotny efekt ma pojedynczy element infrastrukturalny, natomiast w $rodowiskach

bardziej wspierajacych kluczowa rolg odgrywajg dzialania aktywizujace.

Podsumowanie i wnioski

Whnioski z badania wskazuja, ze Srodowisko pracy moze pehic strategiczna
funkcje w ksztatltowaniu codziennych wyborow zywieniowych, niz sugerowatyby
to standardowe modele promocji zdrowia. Mimo rosngcej $§wiadomos$ci znaczenia
zbilansowanego odzywiania si¢, dzialania organizacji w tym obszarze pozostaja

selektywne i w duzej mierze okazjonalne. Tylko cz¢$¢ pracodawcoéw wdraza jakiekolwiek
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inicjatywy wspierajace zdrowe odzywianie, a te, ktore istnieja, rzadko maja forme
spojnego programu.

Analiza porownawcza obu grup wskazuje, ze najwickszy wptyw na postrzeganie
miejsca pracy jako sprzyjajacego zdrowemu zywieniu maja konkretne i praktyczne
elementy $srodowiskowe, takie jak dostep do §wiezych warzyw i owocow, mozliwosé
udziatu w warsztatach kulinarnych oraz funkcjonalna infrastruktura socjalna. Czynniki
te, szczegdlnie dostep do $wiezych produktow, okazaty si¢ istotnymi predyktorami
pozytywnej percepcji wsparcia, co podkresla znaczenie srodowiskowego komponentu
interwencji zywieniowych. Wyniki wyraznie sugeruja, ze interwencje musza w sposob
swiadomy laczy¢ elementy infrastrukturalne, organizacyjne i psychospoteczne, aby
tworzy¢ kontekst, w ktérym zdrowe wybory stajg si¢ nie tylko mozliwe, ale i naturalne.
Tylko takie podejScie daje szanse¢ na dtugotrwatg zmiang.

Warto podkresli¢, ze skuteczno$¢ dzialan wzrasta, gdy organizacja aktywnie
angazuje pracownikow. To wlasnie interwencje oparte na dialogu i wspoétudziale
pracownikéw sg najbardziej obiecujgce z perspektywy trwalej zmiany. Lacznie dane
te wskazuja, ze promocja zdrowego odzywiania w migjscu pracy wymaga systemowego,
wielowarstwowego podejscia, ktore uwzglednia realne ulatwienia §rodowiskowe oraz
budowanie kultury organizacyjnej sprzyjajacej zdrowiu. Tak zaprojektowane dzialania
majg najwickszy potencjal, aby wspiera¢ kobiety w podejmowaniu i utrzymaniu
zdrowych wybordw zywieniowych, a jednocze$nie mogg stanowi¢ wazny fundament

profesjonalnych programow promocji zdrowia w pracy.
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3.4. Publikacja III

Hyzy A, Cieslak I, Gotlib-Matkowska J, Panczyk M, Jaworski M. A Brief Participatory
Workplace Intervention on Dietary Barriers and Healthy Eating Intentions among

Employees: A Pilot Study. Nutrients 2025; 17(3): 3371

Wstep

Srodowisko pracy stanowi jeden z kluczowych determinantéw zachowan
zdrowotnych os6b dorostych, w tym codziennych decyzji zywieniowych. Pracownicy
szkot, zarbwno nauczyciele, jak i personel administracyjny, naleza do grup szczegolnie
narazonych na presj¢ czasu, przecigzenie poznawcze oraz ograniczenia zwigzane
znieregularnymi przerwami. Warunki te sprzyjajg impulsywnemu podejmowaniu decyzji
zywieniowych i utrudniajg utrzymanie zdrowych nawykéw. Mimo ze szkoly pelnig
wazng role w edukacji zdrowotnej dzieci 1 mtodziezy, pracownicy oswiaty rzadko staja
si¢ adresatami interwencji zywieniowych, a dostepne badania w tej grupie sg nieliczne
1 fragmentaryczne.

W odpowiedzi na te wyzwania ro$nie zainteresowanie krotkimi, intensywnymi
interwencjami opartymi na podejsciu partycypacyjnym, ekonomii behawioralnej oraz
teorii zmiany zachowania. Zgodnie z zatozeniami podej$cia NLB (ang. Needs-based,
Learner-centered, Behaviorally focused), skuteczne oddziatywania powinny by¢
dostosowane do realnych potrzeb uczestnikéw, obejmowac aktywne ¢wiczenia oraz
wzmacnia¢ zasoby psychologiczne sprzyjajace zmianie. Istniala jednak luka badawcza
dotyczaca praktycznej oceny takich interwencji w warunkach pracy szkoly. Niniejsza
publikacja stanowi probe¢ jej wypekienia poprzez analizg krotkoterminowych efektow

pilotazowej interwencji zywieniowej skierowanej do pracownikéw o$wiaty.

Cel

Celem badania byta ocena krotkoterminowych efektow 60-minutowej
partycypacyjnej interwencji, ktorej zadaniem byto zredukowanie subiektywnie
postrzeganych barier zywieniowych oraz wzmocnienie intencji podejmowania zachowan
prozdrowotnych u pracownikéw szkot podstawowych. Interwencja zostata

zaprojektowana w oparciu o zasady ekonomii behawioralnej, teori¢ autodeterminacji,
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model COM-B oraz podejscie NLB, integrujac elementy edukacyjne, praktyczne

¢wiczenia i strategie ulatwiajace wdrazanie zmiany

Material i metody

Badanie miato charakter pilotazowego badania przekrojowego z powtarzanym
pomiarem (ang. One-group Pre—post Design). Zostalo przeprowadzone w dwodch
warszawskich szkotach podstawowych w 2025 roku. Do udzialu zakwalifikowano 36
pracownikow (83,3% kobiet; srednia wieku 46,8 lat), wykonujacych prace umystowa.
Kryteriami wiaczenia byly: (1) wykonywanie pracy nauczycielskiej lub administracyjnej,
(2) stale zatrudnienie, (3) wiek > 18 lat oraz (4) zgoda na udziat. Interwencja trwala
60 minut i sktadata si¢ z czgdci teoretycznej (wplyw zywienia na funkcjonowanie
poznawcze, zasady ekonomii behawioralnej) oraz czg$ci praktycznej, obejmujacej trzy
¢wiczenia:

(1) Lunchbox Building Blocks — uproszczone planowanie zdrowego positku;

(2) Healthy Eating Plate — zastosowanie modelu Harvard Healthy Eating Plate;

(3) Overcoming Barriers —identyfikacja problemow i generowanie realistycznych
strategii zmiany.

Zastosowano techniki zmiany zachowania zgodne z BCT Taxonomy (Problem
Solving, Action Planning, Feedback, Instruction). Dane zebrano w trzech punktach
czasowych: przed interwencja (T1), bezposrednio po niej (T2) oraz po trzech tygodniach
(T3). Wykorzystano kwestionariusz barier zywieniowych, pytania dotyczace intencji
zdrowotnych, ocen¢ przydatnosci interwencji oraz standaryzowane skale zasobow
psychologicznych (GSES, LOT-R, BRCS). Analizy statystyczne przeprowadzono

z uzyciem testu Wilcoxona i testu McNemary.

Wyniki

Analiza wykazata, Ze interwencja istotnie zmniejszyta liczbe postrzeganych barier
zywieniowych pomigdzy pomiarem T1 a T3 (A =—-1; Z =-4,69; p < 0,001; r = -0,78),
co wskazuje na bardzo duzy efekt. Szczegolnie czgsto redukowane byly bariery zwigzane
z brakiem czasu i impulsywnymi wyborami w pracy.

Zaobserwowano rowniez wyrazny wzrost intencji podejmowania zachowan
zdrowotnych. Odsetek o0sob deklarujacych gotowos¢ do poprawy nawykow
zywieniowych wzrést z 36,1% do 86,1% (p < 0,001), a intencji przygotowywania
positkéw — z 33,3% do 91,7% (p < 0,001). Uczestnicy zglaszali takze wigksza tatwosé
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planowania positkéw (75% po trzech tygodniach), wzrost poczucia sprawczosci oraz
poprawe wiedzy zywieniowej (86,1% w T2).

Interwencja zostata wysoko oceniona pod wzgledem przydatnosci (M = 8,28; SD =1,77),
a 91,7% uczestnikdw utrzymalo co najmniej jedng zmiang zywieniowa po trzech

tygodniach.

Podsumowanie i wnioski

Przeprowadzone badanie pokazuje, ze nawet krotkotrwata, jednorazowa
interwencja partycypacyjna moze przynies¢ istotne korzysci w zakresie redukcji barier
zywieniowych oraz wzmacniania intencji prozdrowotnych wsrod pracownikow szkot.
Potaczenie elementéw edukacyjnych z praktycznymi C¢wiczeniami oraz strategia
upraszczania wyborow okazalo si¢ efektywnym sposobem inicjowania zmiany
zachowan.

Publikacja podkresla znaczenie §rodowiska pracy jako przestrzeni sprzyjajacej
wdrazanie zdrowych nawykow. Wyniki wskazujg, ze interwencje adresowane
do pracownikow o$wiaty powinny uwzglednia¢ zaréwno psychospoteczne, jak
1 organizacyjne uwarunkowania ich funkcjonowania zawodowego. Badanie stanowi
istotny wkilad w rozwoj krotkich, niskokosztowych, a jednoczes$nie teoretycznie
uzasadnionych interwencji zywieniowych w miejscu pracy, wyznaczajac kierunek dla

przysztych badan o wickszej skali i z udziatem grup kontrolnych.
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4. Podsumowanie

Przygotowany jednotematyczny cykl trzech publikacji stanowi spojna
i komplementarng $ciezke badawcza, ktora umozliwia wieloaspektowe zrozumienie
skutecznosci, uwarunkowan oraz praktycznej efektywnosci interwencji zywieniowych
realizowanych w $rodowisku pracy. Kazdy kolejny artykul z cyklu rozwija watki
zidentyfikowane na wcze$niejszych etapach, tworzac konsekwentny model badawczy,
w ktorym analiza dowodow, diagnoza psychospotecznego kontekstu i wdrozenie
interwencji wzajemnie si¢ uzupetniajg. Razem publikacje te tworza cato§ciowa podstawe
teoretyczno-praktyczng dla projektowania opartych na dowodach interwencji
zywieniowych w miejscu pracy.

W ramach pierwszej publikacji przygotowano przeglad parasolowy obejmujacy
ocen¢ skutecznosci interwencji poznawczych, behawioralnych, $rodowiskowych
i multikomponentowych. Wykazano, ze interwencje poznawcze prowadza przede
wszystkim do wzrostu wiedzy pracownikow, lecz ich wptyw na trwalg zmiang zachowan
jest ograniczony. Z kolei interwencje behawioralne, oparte na modelach zmiany
zachowania oraz technikach takich jak monitorowanie, planowanie czy wyznaczanie
celow, wykazywaly wigksza efektywnos¢ w zakresie poprawy jakosci diety, masy ciata
i wybranych parametrow metabolicznych. Najwyzsza skuteczno$¢ odnotowano
w przypadku interwencji mulitkomponentowych, taczacych edukacje, elementy
behawioralne oraz modyfikacje srodowiska pracy.

Przeglad pokazat jednak liczne luki metodologiczne, m.in. brak spojnych podstaw
teoretycznych, zbyt ogolne opisy interwencji, niedostateczne raportowanie komponentow
oraz marginalizowanie psychospotecznych determinant zachowan zywieniowych.
Wyniki te jasno wskazaly na koniecznosc¢ projektowania interwencji wielopoziomowych,
opartych zaré6wno na dowodach naukowych, jak i na realnych uwarunkowaniach
srodowiskowych.

Drugi etap cyklu koncentrowat si¢ na subiektywnej ocenie srodowiska pracy przez
kobiety wykonujace pracg biurows, stanowigc kluczowy wklad w zrozumienie
psychospotecznych i organizacyjnych determinant zachowan zywieniowych. Analiza
wykazata, ze postrzegane wsparcie pracodawcy, obejmujace dostepnosc infrastruktury,
przyjazng kulture organizacyjng, polityke przerw, normy spoteczne i dostgp do Zywnosci
pozytywnie wplywajacej na zdrowie czlowieka, jest silnie powigzane z intencja

podejmowania zdrowych wyboréw. Kobiety, ktore odbieraty swoje srodowisko pracy
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jako wspierajgce, charakteryzowaty si¢ wyzsza motywacja 1 wigkszg gotowoscia
do zmiany.

Badanie to wypehito kluczowg luke zidentyfikowana w przegladzie, pokazujac,
ze skutecznos$¢ interwencji nie zalezy wyltacznie od ich tresci, lecz rowniez od kontekstu
psychospotecznego, w jakim sg odbierane. Wyniki podkreslaja konieczno$¢
projektowania programéw uwzgledniajacych specyficzne doswiadczenia kobiet, ich
obcigzenia czasowe, role spoteczne oraz odmienng struktur¢ motywacji zdrowotne;.

Trzecia publikacja zamyka cykl poprzez praktyczne przetestowanie krotkiej,
partycypacyjnej interwencji ukierunkowanej na identyfikacje i redukcje barier
zywieniowych oraz wzmacnianie intencji prozdrowotnych pracownikow. Interwencja
bazowata na podejsciu NLB, teorii autodeterminacji (SDT), modelu COM-B oraz
narzg¢dziach ekonomii behawioralne;.

Wyniki pilotazu potwierdzity, Zze nawet jednorazowa, intensywna interwencja
moze prowadzi¢ do istotnej redukcji postrzeganych barier, wzrostu poczucia sprawczosci,
wickszej autonomii w podejmowaniu decyzji zywieniowych oraz wyraznego
wzmocnienia intencji zdrowotnych. Szczegdlne znaczenie miato aktywne uczestnictwo
pracownikéw, mozliwos¢ wspolitworzenia rozwigzan oraz odniesienie dziatan
do realnych warunkéw pracy.

Laczna analiza trzech publikacji pokazuje spdjny model badawczy, ktory
przechodzi od szerokiej syntezy dowodow, poprzez diagnoze psychospotecznego
kontekstu, az po praktyczne wdrozenie interwencji. Cykl ten pokazuje, ze skuteczne
dzialania zywieniowe w miejscu pracy muszg by¢: teoretycznie ugruntowane, oparte na
dowodach naukowych, dostosowane do realnych potrzeb pracownikow, osadzone
w kontekScie organizacyjnym i psychospotecznym, projektowane w sposob
partycypacyjny, wspierane przez modyfikacje sSrodowiska i techniki zmiany zachowania.

Przedstawiony cykl badawczy dostarcza praktycznych i teoretycznych podstaw
do dalszego rozwoju interwencji zywieniowych w S§rodowisku pracy oraz stanowi
wartosciowy wktad do literatury z zakresu zdrowia publicznego, psychologii zdrowia

1 promoc;ji zdrowego stylu zycia wsroéd pracownikow.
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Abstract: (1) Workplace nutrition interventions have garnered attention as a pivotal component
of employee well-being and organisational productivity. However, the effectiveness of various
intervention types remains inconclusive. This review aims to systematically evaluate the efficacy of
cognitive, behavioural, and mixed nutrition interventions in the workplace, considering the nuances
of intervention design, setting, and target demographics. (2) A comprehensive umbrella review was
conducted, categorising the existing literature into person-oriented and environmental strategies. This
review was prepared in line with the Joanna Briggs Institute methodology for umbrella reviews and
the preferred reporting items for systematic reviews and meta-analyses reporting standard. (3) The
analysis revealed a lack of definitive evidence supporting the universal effectiveness of any single
intervention type. Nonetheless, behavioural and mixed interventions demonstrated more favourable
outcomes as compared to purely cognitive strategies. Factors such as intervention design, workplace
setting, and target group characteristics were identified as significant determinants of the intervention
success. (4) The review emphasises the imperative for additional investigations that utilise evidence-
based approaches to formulate sound guidelines for efficacious nutrition interventions in occupational
settings. This review functions as a foundational framework for guiding both scholarly research and
the pragmatic execution of nutrition programs in the workplace.

Keywords: workplace nutrition; behavioural interventions; cognitive interventions; employee well-being;
organisational productivity

1. Introduction

The concept of well-being comprises health, happiness, and prosperity, including
feeling mentally well, being satisfied with life, having a sense of purpose, and managing
stress effectively [1]. Proper nutrition and a healthy diet are fundamental to good health
and well-being. A balanced diet provides the necessary energy for daily activity as well as
essential nutrients for growth and repair, promoting strength and health. It also facilitates
the prevention of diet-related illnesses. An increasing body of research indicates that diet
and nutrition have a substantial impact on mood and mental well-being, as well as on
work performance [2]. This is of particular interest to employers, employees, and the public
health sector, with well-being as an aspect of public health. The World Health Organisation
collaborates with its member states and partners to promote the concept of well-being in
global health and to achieve the 17 Sustainable Development Goals adopted by the United
Nations [3].

Workplace well-being activities have a long history. Formal corporate well-being
programs date back to the 1950s [4,5] and have observed rapid growth since the 1970s,
mainly in the United States. Employers, wishing to reduce losses due to sickness absence,
presenteeism (attendance at work despite illness) [6] or compensations, introduced pre-
ventive measures in the workplace. These measures resulted from the peculiarities of
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the US healthcare system, which does not entail public health insurance coverage; thus,
healthcare costs are passed on to citizens and employers [7]. Initially, the implementa-
tion of well-being and health programs (e.g., as part of Employee Assistance Programs)
aimed to prevent work-related illness and accidents. Over time, they also began to shape
an employer-focused corporate culture oriented towards health promotion, enhancing
the company’s brand and market position [8]. This became important in order to attract
employees, whose expectations are constantly increasing; to create a company brand that
is perceived as responsible and supportive of the employee; or to position the company
through the awards given to top employers. This is also a result of the growing popularity
of CSR (corporate social responsibility) and ESG (environment, social responsibility, and
corporate governance). Over time, such an approach became recognised world-wide, and
well-being initiatives have become a permanent part of the corporate culture of many
companies [9-11].

Due to increased global health needs (staff shortages, challenges in obtaining health-
care services, aging population), for several years now, the World Health Organisation has
identified the workplace setting as crucial for health promotion. The average employee
spends one-third of the day in the workplace; thus, measures taken just in this environment
seem reasonable and relatively easy to implement [12,13]. Currently, health-related benefits
such as private health insurance, fitness perks, fruit and vegetable delivery to the office or
lunch subsidies are among the most frequently offered, and their scope is steadily increas-
ing. The reason for this is both the employers” aspirations to distinguish themselves and
the steadily rising employee expectations [9,11]. In addition, the workplace is also a space
for socializing, sharing ideas and making friends and acquaintances, which can further
contribute to the development of healthy eating habits [9,11].

When undertaking activities to promote health in the workplace, it is necessary to
clearly define the target group, as well as the purpose and form of the activities (interven-
tions) to be undertaken. Office workers are one of the most frequently addressed group
of employee-directed health-related activities [10]. This is due to a number of factors that
facilitate the design, implementation and evaluation of such interventions, e.g., a fixed
pattern of work—work at similar times of the day and for a comparable amount of time,
making most employees available at roughly the same place and time; or a similar range of
duties—typically sedentary work that does not require the extra effort associated with, for
example, having to stand for long periods of time or carrying objects. In addition, office
workers in most cases are not shift workers, which has a huge impact on their circadian
rhythm, meal times, eating habits and associated health risks. In addition, their privileged
social position, higher education and higher earnings, and thus higher overall health com-
petence, may be a major factor in the more frequent provision of well-being programs to
this group of employees. All this makes it easier to establish a fairly homogeneous study
group, allowing for the assessment of intervention effectiveness [10,11,14].

Another important step is to determine the purpose and form of the intervention.
Overall, interventions can be divided into three main categories. The first category com-
prises cognitive interventions, which aim to increase nutritional knowledge and awareness
of the impact of nutrition on health, e.g., through education, training or lectures. The second
category comprises behavioural interventions, which are skill-giving interventions, i.e.,
interventions that focus on the recipient (e.g., through workshops or prevention programs)
or that implement the changes needed to alter eating behaviour, as well as environmental
interventions that focus on changes in access to or labelling of foods, e.g., providing fruit
in the office or the colour-coding of cafeteria meals based on their nutritional value. The
third category comprises mixed interventions, which combine cognitive and behavioural
interventions. The cognitive interventions group may include, e.g., lectures (onsite and
online) and e-learning courses. Behavioural interventions include, e.g., changing the avail-
ability of certain foods (limiting sweets in vending machines or providing fresh fruit and
vegetables to the office), labelling healthy meals in the employee cafeteria with colours
or symbols [15,16] or financial incentives for choosing healthy products [17]. Mixed in-
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terventions involve both components and may consist of workshops with a health care
professional (doctor, nurse, nutritionist, public health specialist health educator, etc.),
well-being programs combining lectures, workshops, exercise and dietary change, or,
for example, diabetes prevention programs targeting the prevention and treatment of a
particular disease [18-20].

The evaluation of the effectiveness of workplace nutrition interventions is a crucial
component of their implementation [21]. Effectiveness can be measured using various
indicators and methods. Cognitive interventions often involve pre- and post-intervention
knowledge tests. The effectiveness of behavioural and mixed interventions can be assessed
using work environment and economic indicators (e.g., absenteeism, presenteeism, costs) or
health-related indicators (e.g., BMI, glucose levels, cholesterol levels, disease exacerbation,
consumption of specific food groups). These indicators may be combined to provide a
more comprehensive evaluation of the impact of interventions.

Currently, there is a notable lack of consensus on well-defined guidelines or recom-
mendations for the design and implementation of workplace nutrition interventions. The
proliferation of systematic reviews and meta-analyses on this subject presents a challenge in
terms of consolidating the evidence and arriving at definitive conclusions. An umbrella re-
view was determined to be the most appropriate approach to effectively collect and analyze
existing data on nutritional interventions among office workers [22]. This method provides
an overview of the evidence presented in available systematic reviews and meta-analyses,
allowing for their comparison and evaluation. The umbrella review is optimal for exploring
existing data, as it facilitates the discussion of various types of interventions, enabling
conclusions to be drawn and gaps in the current state of knowledge to be identified.

Aim and Research Question

The aim of this study was to synthesise the available scientific evidence regarding
the effectiveness of various workplace-based nutrition interventions for office workers, as
reported in secondary studies. An umbrella review was conducted to answer the following
research questions:

e  What kind of nutrition interventions are used in the office setting?

What workplace nutrition interventions are effective for office workers?
e  What are the factors contributing to the effectiveness of workplace nutrition interventions?

2. Materials and Methods

This review was prepared in line with the Joanna Briggs Institute (JBI) methodology
for umbrella reviews [23] and the preferred reporting items for systematic reviews and
meta-analyses (PRISMA) reporting standard [24].

2.1. Search Strategy
The overall search strategy was developed using the PICOS framework [25]:

Population: office workers of all ages and genders;

Interventions: dietary interventions, counselling, nutrition programs;

Comparisons: not applicable;

Outcomes: nutritional knowledge, economic indicators (e.g., absenteeism, presen-
teeism, costs) or health-related indicators (e.g., BMI, glucose levels, cholesterol levels,
disease exacerbation, consumption of specific food groups);

In order to expand the scope of the search outcomes, no restrictions were imposed on
the publication date. The literature search was carried out in November 2022, utilizing the
PubMed /Medline, Embase, ProQuest, Scopus, and Web of Science Core Collection databases.
Keywords were obtained through an initial search of articles on PubMed/Medline and the
use of medical subject heading (MeSH) terms. The search strategies employed for each
database are provided in Supplementary S1.
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2.2. Eligibility Criteria
The inclusion criteria were as follows:

e  Type of study: meta-analysis or systematic reviews that covered quantitative, qualita-
tive, or mixed method studies that were peer reviewed.

Type of participants: office workers.

Type of controls: not applicable.

Type of outcomes: nutritional knowledge, economic or health-related indicators.
Language: papers written in English.

The following exclusion criteria were applied:

Studies that included grey literature or professional guidelines.

Studies that focused on groups of workers other than the target population.

Studies that aimed to analyze the relationship between physical activity participa-
tion/adherence and the effects of nutrition interventions.

e  Studies published in languages other than English.

2.3. Selection Process

All search results were imported into EndNote ver. 20 (Clarivate™, London, UK), i.e.,
reference management software. Duplicate entries were removed, and two researchers (AH,
MP) independently screened the remaining articles based on their titles and abstracts using
the Rayyan platform, an intelligent research collaboration tool for systematic literature
reviews [26]. Discrepancies were resolved upon discussion, and if a consensus could not be
reached, a third researcher was consulted. The full texts of the selected studies were then
evaluated for inclusion in the study.

2.4. Data Collection Process

Data from the included reviews were extracted by both reviewers using a standardised
data extraction sheet (Supplementary S2). The researchers divided the reviews for data
extraction and subsequently checked 90% of each other’s extractions for accuracy. In
cases of disagreement, a third reviewer was consulted. Information such as the title,
authors, journal, publication year, review type (meta-analysis or systematic review), type
of study (randomised controlled trials, quasi-experimental or observational studies), type
of intervention(s) in the review (cognitive, behavioural or mixed), number of reviews
included, total number of participants of primary studies included in the review, and data
sources were extracted by one researcher and verified by the other.

2.5. Review Risk of Bias Assessment

The methodological quality of systematic reviews or meta-analysis of interventional
studies was evaluated with the Assessing the Methodological Quality of Systematic Re-
views 2 (AMSTAR 2) measurement tool [27]. Two reviewers independently rated the risk
of bias and discrepancies were discussed with the third reviewer, if needed. The AMSTAR
2 measurement tool comprises seven critical domains, including: prospective registration
of the protocol, search strategy, justification for the exclusion of particular studies, quality
assessment of included studies, appropriateness of the analysis method, consideration of
quality when interpreting results, and the presence of publication bias. In addition, there
are nine non-critical domains. Each item is scored yes/partially yes/no/, and the overall
methodological quality is classified as high (only <1 item in a non-critical domain rated as
“yes”), moderate (>1 item in a non-critical domain rated as “yes”), low (1 item in a critical
domain rated as “yes” regardless of the ratings in the non-critical domains), or critically low
(>1 item in a critical domain rated as “yes” regardless of ratings in non-critical domains)
(Supplementary S3).
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2.6. Effect Measures

Given the broad scope of the review questions and the anticipated diversity, specific
effect measures were intentionally left unspecified. The diverse nature of interventions,
varying in scope and methodology across studies, necessitated an approach where specific
effect measures were not pre-defined. This choice aligns with the practices in umbrella
reviews where heterogeneity in study designs is a common challenge. Despite the un-
specified effect measures, the methodological rigor of our approach ensures quality. We
employed stringent selection criteria and comprehensive data analysis techniques to pro-
vide a robust synthesis of the available literature, preserving the integrity and applicability
of our findings.

2.7. Synthesis Methods

Data were synthesised using a Microsoft Excel matrix. Information on the nutrition
interventions in each of the included studies was extracted and categorisoned into three
groups: cognitive, behavioural and mixed interventions. Within each of the defined groups,
data were drawn on results, outcomes and final conclusions. Based on content analysis, the
syntheses were summarised in a narrative format for each type of intervention [28].

3. Results
3.1. Search Process

Based on specific keywords, 969 articles were identified from PubMed (Medline), Web
of Science Core Collection, ProQuest, Scopus and Embase databases. After removing dupli-
cates, 721 articles were screened for titles and abstract content. Subsequently, following the
exclusion of 670 articles that did not meet the criteria, 51 were further subjected to full-text
analysis. Ultimately, 16 systematic reviews (including four with meta-analysis) qualified for
review. The remaining 35 reviews were rejected because the study group was different from
that assumed in the inclusion criteria, there was no dietary intervention in the study, the
review was not a systematic one (scoping or narrative review/overview), the intervention
was in a setting other than the workplace, or it was a conference abstract (Figure 1).

3.2. Description of Included Systematic Reviews

The umbrella review comprised sixteen systematic reviews published from 2009 to
2022. These secondary studies included a total of 205 primary studies (after duplicate
removal). The primary studies included in the reviews were published from 1976 to 2020.
The results of the primary studies were mostly from the United States (116), Japan (12),
Denmark (9), Germany (6), Australia (8), UK (8) and the Netherlands (11). Other studies
were conducted in India, Tunisia, Singapore, Brazil, Sweden and Finland. There was only
one primary international multicentre study.

The total number of primary study participants in those 16 systematic reviews ex-
ceeded 261,000, with the 5 largest studies involving more than 10,000 participants (57%). In
some studies, data for analysis were obtained, e.g., from vending machines or cafeterias,
hence the number of study participants was not determined. The characteristics of the
16 secondary studies included in this analysis are detailed in Table 1.
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Identification of studies via databases and registers

Identification

Screening

Records identified from:
PubMed/Medline (n = 49)
EMBASE (n = 266)
PROQUEST (n=2)
SCOPUS (n =290)

WEB OF SCIENCE (n =362)

Records removed before
screerung:

Duplicate records removed
(n=248)

'

Records screened

Records excluded
(n=670)

(n=721)
|

Articles sought for retrieval

Articles not retrieved
(n=0)

(n=51)

Articles assessed for eligibility
(n=>51)

]

Included

|

Articles excluded:

Not a systematic review (n=7)
Incorrect study group (n=15)

No nutrition intervention (n = 10)

Setting other than a workplace (n=2)

Articles included in final data
extraction (n = 16)

Figure 1. PRISMA flowchart of the systematic search and the selection process.
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Table 1. Secondary studies included in the umbrella review.

Quality
Number of Type of Assessment of
Author (Year) Primary Il,\j‘ :_ltr:: li’e;:tfs Primary F{g’rf";r‘:tfi‘l)g' ;l;}égfegg Primary Research Q‘II\;[EI ’1;?151%
Surveys p Research (Yes/No; Name
of Tool)
Allan et al. RCTs, Quasi- . Systematic Cochrane Risk of
(2017) [15] 22 N/A* experiments Behavioural review Bias Tool Low
RCTs, Quasi- .
. Systematic :
Andersonetal. 7 76,941 ** experiments, Mixed review and Commumty Moderate
(2009) [29] Observational meta-analysis Guide
studies
RCTs, Quasi-
Brown et al. experiments, - Systematic _—
(2018) [30] 22 35,197 Observational Behavioural roview Cochrane criteria Low
studies
. Systematic
Cabrera et al. RCTs, Quasi- . ) .
2021) [18] 13 5423 experiments Mixed fle:e/:sz/; Iiaarﬁsm Not specified Low
Fitzpatrick- RCTs, Systematic .
Lewis et al. 5 1494 Observational Mixed review and gi(;cshlr ?ESIRISI( of Low
(2022) [31] studies meta-analysis
. . Cochrane
Geaney et al. 6 N/A * RCTs, Quasi- Behavioural ~ SyStematic Collaboration’s Low
(2013) [16] experiments review risk of bias tool
. . Cochrane
833%61 [d;ﬁt al. 8 1797 RCTs Mixed fey‘fiteeé?anc Collaboration’s Low
- risk of bias tool
Groeneveld RCTs, Quasi- . Systematic Delhi list based
et al. (2010) [33] 31 16,013 experiments Mixed review tool Low
Downs and Black
. . thodological
Gudzune et al. RCTs, Quasi- . Systematic metn
(2013) [34] 9 76,465 experiments Mixed review quality Low
assessment
checklist
Quality
characteristics
and bias criteria
. dapted
Hendren et al. : Systematic were adap
(2017) [19] 18 37,744 RCTs Mixed oview from two Low
previously
published
systematic
reviews
The Joanna
Briggs Institute
Lee et al. . Systematic Critical Appraisal
(2022) [20] 11 13,233 RCTs Mixed roview Checklist for Low
Randomised
Controlled Trials
Cochrane Risk of
Bias, ROBINS-I
Madden et al. RCTs, Quasi- . Systematic (risk of bias in
(2020) [35] 20 3311 experiments Mixed review non-randomised Low
studies of
interventions)
. . . A checklist
Ni Mhurchu 16 N/A * RCTs,‘ Quasi- Mixed Sys.tematlc adapted from a Low
et al. (2010) [36] experiments review previous review
Systematic o
anorlkgc)at[;;.] 7 2854 RCTs Behavioural review and (C)Ifo ]gl;arsa ne’s Risk Low

meta-analysis
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Table 1. Cont.

Quality
Number of Type of Assessment of
Author (Year) Primary Il,\j‘ :_ltr:: li’e;:tfs Primary gr%ir?tfi(l)rrll- ;l;}égfegg Primary Research Q‘II\;[EI ’1;?151%
Surveys p Research (Yes/No; Name
of Tool)
Quality Criteria
; Checklist from
RCTs, Quasi-
L . the Academy of
Sandercock experiments, : Systematic pe Y
etal. (2018) [38] 23 41,867 Observational Mixed review Nutrition and Low
studies Dietetics (AND)
Evidence
Analysis Manual
GRADE (Grading
. of Recommenda-
(S;af{g)d ﬁ % al. 3 3013 RCTs Behavioural feysitee‘fvnatlc tions, Assessment, Low

Development and
Evaluation)

N/A—Not Applicable; RCTs—Randomised Controlled Trials; AMSTAR2—Assessment of Multiple Systematic
Reviews (version 2). * In some studies, the number of participants is not given, as the study was conducted in
cafeterias; the intervention involved a change in products offered in vending machines, making it significantly
difficult or impossible to determine the number of participants; or the number of participants is not given
*—WHO review.

3.3. Reviews on Cognitive Interventions

It is important to note that, although none of the systematic reviews included in
the analysis focused exclusively on the systematic evaluation of cognitive interventions,
these reviews include seven primary studies with this type of intervention. The most
common interventions were one-on-one counselling (in person or via electronic means of
communication such as email or telephone) or lectures on nutrition education. Two studies
involved enhanced nutritional education [39,40], of which one placed special emphasis
on cultural differences (a study involving African-American women). The results of these
studies are inconclusive—some emphasise the need to supplement cognitive intervention
with behaviour change components [41,42], while others show the effectiveness of lectures
or education alone, especially if personalised [43,44]. Secondary studies describing mixed
interventions have shown that cognitive interventions alone, while more frequent, easier
and cheaper to implement, are not effective unless supplemented with elements of support
and behaviour change [18].

3.4. Behavioural Intervention Reviews

Behavioural interventions were discussed in five systematic reviews. The most com-
mon were: facilitating access to healthy foods (most commonly fruit and vegetables) or
modifying diets [15,16,37], e.g., making fruit and healthy snacks (nuts, whole-grain cereals,
vegetable and fruit snacks) available in the workplace; modifying the composition of meals
(less fat, more vegetables in meals) available in the employee canteen or restaurant; modi-
fying the size of the portions available; financial benefits or discounts based on the choice
of specific products; labelling products with, e.g., colours, based on to the composition of
a particular meal [17]; or multi-component programs aimed at changing eating habits in
patients with diabetes or prediabetes [30]. Although the available studies demonstrate low
strength of evidence, interventions aimed at changing the intake of some of the products
available in vending machines or employee cafeterias (POP—point of purchase) or those
increasing the availability of fresh fruit and vegetables appear as the most effective in
terms of modifying employee diets. A detailed description of systematic reviews regarding
behavioural interventions is presented in Table 2. To provide more specificity, this review in-
cludes an overview of common effect measures observed in the studies, such as changes in
nutritional knowledge, dietary patterns, BMI, and productivity-related outcomes, offering
insights into the varied nature of intervention impacts.
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Table 2. Secondary studies with behavioural interventions included in the umbrella review.

Author (Year)

Description of the
Intervention

Results

Implications

Allan et al. (2016) [15]

Environmental intervention
(environmental intervention)
affecting eating habits

For behavioural endpoints, 13 of
22 studies showed a significant
effect on primary endpoints. For
physical endpoints, some
studies showed no difference in
BMI or body weight, while
others confirmed it.

The current state of knowledge
does not allow for clear
recommendations for
introducing environmental
interventions to change eating
habits in the workplace.

Brown et al. (2017) [30]

Workplace well-being programs
to prevent or treat diabetes
(nutrition—cooking workshops,
individual dietary consultations,
dietary changes; physical
activity pedometers, workout
plans; smoking cessation;
usually in combination)

The study demonstrated a
steady improvement in health
in biological measures,
self-reported behavioural
adherence measures, and
psychosocial variables. The
authors presented data that
showed improvement in
most cases.

Workplace diabetes prevention
programs can be useful in
reducing disease occurrence and
progression, but better design of
interventions is needed.
Employer education and further
research in this area are crucial.

Geaney et al. (2013) [16]

Change in the composition of
meals available at work, change
in portion sizes (usually
reduction), changes in access to
healthy products for employees.

All of the included studies
showed changes in fruits and
vegetables intake, but none
showed an effect size greater
than a half-portion increase in
fruit and vegetables
consumption.

Modification of workers’ meals
may increase fruit and
vegetables intake, but the
strength of evidence is low.

Park et al. (2019) [37]

A nutritional intervention that
limits the intake of energy and
certain nutrients (carbohydrates
or fats) or a balanced diet that
ensures a normal supply of

all nutrients

Employees’ body weight
decreased significantly: WMD
of —4.37 kg (95% CI —6.54 to
—2.20; Z =3.95, p < 0.001), so
did BMI: WMD of —1.26 (95%
CI —1.98 to —0.55) kg/m?, but it
was statistically significant

(2 =3.47,p =0.001), blood
cholesterol and blood pressure
values also declined—but the
problem is the duration of the
study and the quality of

the data.

It is challenging to definitely
state the effectiveness of
interventions, but it is a good
start for further research.

Sawada et al. (2019) [17]

Discounts on healthy food
products or for a smaller
portion ordered in the employee
cafeteria, colour-coding of
dishes (yellow, green and red),

No significant changes in BMI,
blood cholesterol levels or
changes in diet

Link between the intervention
and the outcomes cannot be
established; poor quality of
evidence; a need for further
research in this area.

Cl—confidence interval; p—probability value; WMD—weighted mean difference; BMI—body mass index; Z—z-

score statistics.

The most common endpoints evaluating the effectiveness of the intervention were:
change in body weight or composition, consumption of specific products, or the results
of biochemical tests (e.g., glucose, total cholesterol, LDL, HDL). The findings have been
inconclusive and do not allow us to make clear recommendations for workplace interven-
tions. The situation is particularly challenging due to the variety of factors such as age,
gender, place of residence, type of work, and cultural aspects. Moreover, the significance of
longer follow-up periods is emphasised, as it is not always possible to observe the effects of
interventions, not because of their absence, but because of their emergence towards the end
of the follow-up period. Depending on the study, there have been one-time interventions
(with no follow-up period) and interventions with a short follow-up period (up to three
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months), for to up to two years of the follow-up. To address this, it is necessary to conduct
further well-designed, methodologically sound studies capable of producing high quality
results. It is also important to educate employers about the importance of such studies, for
the sake of future research and interventions with measurable effectiveness.

3.5. Reviews on Mixed Interventions

The umbrella review comprised 11 systematic reviews of studies with mixed inter-
ventions, both cognitive and behavioural. The most common endpoints evaluating the
effectiveness of the interventions were, as with behavioural interventions, the change in
body weight or composition, consumption of specific foods, or the results of biochemical
tests (e.g., glucose, total cholesterol, LDL, HDL). The interventions encompassed com-
prehensive programs including lectures or workshops, individual consultations with a
specialist, coaching (cognitive interventions) and environmental interventions (chang-
ing the menu in the employee cafeteria, labelling products, changing the composition of
products available in vending machines and access to fresh fruit and vegetables in the work-
place), exercise programs, financial benefits (discounts on healthier products or a certain
amount of money for reaching a goal set in the study), self-management interventions and
other behavioural interventions. The interventions described applied to both the general
population of office workers (7 reviews) and specific groups of employees: women [35],
overweight and obese individuals [20,38], individuals at risk for type II diabetes [31] and
individuals at risk for the metabolic syndrome [18]. A detailed description of reviews
focused on mixed interventions is presented in Table 3.

Table 3. Secondary studies with cognitive and behavioural interventions included in the umbrella review.

Author (Year)

Description of the
Intervention

Results

Implications

Anderson et al. (2009) [29]

Environmental, educational or
behavioural interventions to
achieve and/or maintain a
healthy body weight

There is evidence of a modest
reduction in body weight as a
result of workplace health
promotion programs aimed at
improving nutrition, physical
activity or both. Program effects
are consistent, with a net loss of
2.8 pounds (95% CI —4.63, —0.96)
among workers at 6-12-month
follow-up, based on the
meta-analysis of nine RCTs. In
terms of BMI, a net loss of

0.47 BMI (95% CI —1.02, —0.2) at
6-12 months was observed in
six RCTs.

There is strong evidence of a
consistent, although small,
effect (weight loss), in both
men and women. The
research quality is lacking and
indicates the need and room
for more research.

Cabrera et al. (2021) [18]

Basic nutrition education and
general nutrition counselling,
implementation of a specific
diet, or dietary changes,
motivational changes and/or
coaching, physical activity
and stress and/or sleep
quality management. Most of
the interventions studied were
partially or fully delivered
online using online platforms
and/or social media

The effects of nutritional
interventions: reduction in waist
circumference (—4.9 cm, 95% CI
—8.0 to —1.7), systolic blood
pressure (—6.5 mmHg, 95% CI
—10.7 to —2.3), diastolic blood
pressure (—1.9 mmHg, 95% CI
—3.6 to —0.2), triglycerides (SMD
—0.46, 95% CI —0.88 to —0.04)
fasting glucose (SMD —0.68, 95%
CI —1.20 to —0.15).

Nutrition interventions in the
workplace are beneficial for
employees with the metabolic
syndrome in terms of
preventing the disease and
also improving health
parameters. Interventions that
affect health-related
behaviours and attitudes, as
well as employee motivation,
are the most effective—purely
educational interventions are
the most common but do not
yield the anticipated
outcomes.
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Table 3. Cont.

Author (Year)

Description of the
Intervention

Results

Implications

Fitzpatrick-Lewis et al.
(2022) [31]

A diabetes prevention
program or a program with
3 components of diabetes
prevention (nutrition
educator/coach, focus on
nutrition and increased
physical activity)

Participants in diabetes
prevention programs were

3.85 times more likely to lose
weight > 5% (4 RCTs; RR = 3.85;
95% CI, 1.58 t0 9.38; p < 0.05) and
had a 9.36-fold greater chance of
weight loss > 7% (2 RCTs;

RR =9.36; 95% CI, 2.31 to 37.97;
p < 0.05), a significant reduction
in BMI was observed (5 RCTs;
MD = —0.86; 95% CI, —1.37 to
—0.34; p < 0.05). Interventions
based on diabetes prevention
programs were 2.12 times more
effective in increasing physical
activity compared to the control
group (RR =2.12; 95% CI, 1.06 to
4.25; p < 0.05).

The quality of these data are
low to average. Due to doubts
about the quality of the data
and its limited availability,
further research is needed in
this area.

Ghobadi et al. (2022) [32]

Nutrition interventions:
educational, counseling and
environmental

Improvements in lipid indices
(HDL, LDL) were observed.
Available data say that while
dietary interventions are effective
in improving the cholesterol
profile, they do not affect other
variables.

More high-quality primary
research is needed to confirm
these relationships.

Gudzune et al. (2013) [34]

Self-management, dietary,
physical activity and/or
environmental intervention

There were no statistically
significant changes in body
weight and BMI in either women
or men. However, those in the
group with a higher BMI at
baseline who received the
intervention lost weight, while
those in the control group gained
weight (a statistically significant
relationship).

There is weak to moderate
evidence that
self-management, dietary,
physical activity and/or
environmental interventions
prevent weight gain

in workers.

Groeneveld
et al. (2010) [33]

Lifestyle or health promotion
intervention with emphasis on
nutrition and physical activity

There is no evidence that
interventions of this type have a
positive effect on body weight,
blood pressure values, lipid
profile or glucose levels. In
contrast, there is strong evidence
of their effect on fat reduction.

The effectiveness of
interventions depends on
whether the patients included
in the study were at CVD risk
or not, with interventions
working better for those

at risk.

Hendren et al. (2017) [19]

Greater availability of fruit
and vegetables, subsidies for
healthy produce, changing
menus/ portion sizes,
education at point of purchase,
combination of education and
community intervention

It showed an increase in fruit and
vegetables intake which was
statistically significant in 13 out of
14 studies (p < 0.05). Only one
study showed a statistically
significant decrease (p = 0.007).
Three studies produced mixed
results. One study showed a
significant increase in vegetable
intake (p = 0.002) but no change in
fruit intake (p = 0.78). Another
study showed a significant
increase in fruit consumption

(p = 0.001) but no change in salad
sales (p = 0.139).

Environmental interventions
conducted at the employee
cafeteria/canteen can increase
fruit and vegetable
consumption, but the lack of
consistency in the available
literature limits the
development of specific
recommendations.
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Table 3. Cont.

Author (Year)

Description of the
Intervention

Results

Implications

Lee et al. (2022) [20]

Weight loss interventions
carried out using electronic
devices such as computers,
tablets, smartphones, apps
and personal

electronic assistants

Video consultations appear to be
more effective than face-to-face
appointments, while wearable
devices (telemedicine devices,
smartwatches and smart phones)
and apps have proven to be the
most effective.

As technology advances, the
form of the message has to be
updated. Also, these
interventions lack a theoretical
foundation—indicating the
potential for future research.

Madden et al. (2020) [35]

Lifestyle programs to improve
diet, physical activity and
weight-related factors

In mixed activities (diet +
physical activity), interventions
that were not led by a health
worker (possibly a healthcare
worker and someone who is
not—at the same time) were more
effective. Emphasis was placed on
how the interventions were
delivered and on responding to
the needs of female employees.

Proper social support and the
right choice of interventions
are key to the effectiveness of
interventions with female
employees.

Ni Mhurchu et al.
(2010) [36]

A weight loss or healthy
eating intervention in the
workplace, lasting a minimum
of 8 weeks

None of the studies showed
measurable effects on
presenteeism, productivity
and/or health care costs. Overall,
the effects of dietary interventions
were positive, but the
self-reported nature of dietary
assessment poses a high risk

of error.

Nutrition interventions in the
workplace have a positive,
though small, effect on
employees’ eating habits.

Sandercock et al.
(2018) [38]

Physical activity and
nutrition education

The results of some studies have
shown statistically significant
changes in body composition
(lower BMI, body fat percentage
and waist circumference). Even
though changes in body
composition have been confirmed
in other studies, the results are
not statistically significant. Six
interventions showed no change,
and one showed an increase

in BML

Interventions affect the body
composition of the study
participants, but the strength
of evidence is low. More
studies with better endpoint
determination are
needed—the authors suggest,
e.g., BIA.

Cl—confidence interval, p—probability value, RCTSs—randomized controlled trials, BMI—body mass index,
SMD—standardized mean difference, RR—relative risk, MD—mean difference, HDL—high-density lipoprotein,
LDL—low-density lipoprotein, CVD—cardiovascular disease, BIA—bio-electrical Impedance Analysis.

Studies and interventions involving only women, emphasised the role of social factors,
the methodology of intervention, and intervention tailoring to the needs of the specific
group, all of which have an influence on intervention effectiveness [35]. For employees at
risk of type II diabetes, the health benefits of implementing Diabetes Prevention Programs
could be observed, but since the quality of evidence is low, emphasis is put on the need
for further research and education in this area [30,31]. Research on overweight and obese
employee populations points to the need for further, better quality studies [38] and the
need to adapt the intervention delivery method to changing living conditions; advancing
technologies, such as social media and virtual assistants Lee et al. (2022) [20], among office
workers at risk for the metabolic syndrome, mixed or behavioural interventions appear
to be more effective than cognitive interventions [18]. Other studies show little effect
or low strength of evidence for the effectiveness of interventions. The authors highlight
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the small number of available studies or errors in their design and conduct (e.g., lack of
consideration of the needs of a specific group, insufficient follow-up period). As with
behavioural interventions, the difficulty in evaluating the effectiveness of interventions
lies in the multiplicity of factors such as age, gender, place of residence, type of work,
cultural factors or comorbidity (which run differently in everyone) conditioning inclusion
in the intervention. Interventions in employee canteens or dietary changes combined
with counselling and nutrition education appear to be the most effective, although what
is highlighted is the need for further research to confirm the evidence as well as the
introduction of longer follow-up periods, as those assumed in particular studies may not
have been sufficient to observe the effects of the interventions, which does not necessarily
mean that they did not occur at all. There is also emphasis on the importance of personalised
interventions (e.g., in terms of the topic or selection of the intervention provider) and on the
development of new technologies and the opportunities they offer for nutrition intervention
and education.

4. Discussion

This is the first umbrella review which discusses the effectiveness of workplace nutri-
tion interventions. There are more and more employee well-being initiatives introduced by
employers. They embrace a wide range of health- and wellness-related aspects, e.g., physi-
cal activity, mental health, substance abuse prevention, and guidelines for proper nutrition.
The issue is increasingly important and interventions are expected to be undertaken, espe-
cially for office workers (white-collar professionals). Nevertheless, public health specialists
and practitioners implementing them face a substantial challenge to design them in such
way so that they are effective, evidence-based and cost-effective/cost-efficient.

The narrative synthesis has demonstrated that behavioural and mixed (cognitive-
behavioural) interventions are more effective rather than solely cognitive ones. Therefore,
it seems reasonable to promote those interventions that involve comprehensive well-
being programs, personalised consultations and environmental interventions, such as
menu modifications or improving access to healthy snacks at the workplace. A properly
designed intervention needs to account for the needs and characteristics of its future
participants. When designing workplace nutrition interventions, it is also important to
consider employee diversity. Factors such as employee sex, religion, economic or social
status, among others, may influence the overall participation and effectiveness. The analysis
of employee needs and abilities should also be taken into consideration when designing
interventions so that they are prepared ‘with’ the employees instead of just ‘for’ them.

Apart from the employees, employers also should be engaged into designing interven-
tions as well. After all, they are the ones who make the final decision and provide financial
coverage for the intervention which may offer better access to healthy products or improve
consumption patterns of the employees. This may further improve employee health and
limit the costs of healthcare providers as well as build better workplace organisational
culture. Then, either as a continuation or a separate intervention, it may be beneficial to
reduce access to snacks such as sweets, crisps and sweetened beverages found in vending
machines or canteens, and replace them with fruit and vegetables for the employees.

In recent years, an increase in overweight and obesity rates has been observed, es-
pecially after the COVID-19 pandemic [45]. This is particularly noticeable among office
workers with sedentary jobs which may contribute to the development of diseases of afflu-
ence such as diabetes or the metabolic syndrome. Therefore, the implementation of disease
prevention programs in the workplace may improve employee health. As it was observed,
these programs featured comprehensive approaches to those diseases and combined the
aspects of nutrition, physical activity and counselling [18,30,31]. They are considered to
be slightly effective but with no major improvement. Nevertheless, the obtained results
are still insufficient to properly assess the effectiveness, as flaws can be found both in the
design of the interventions themselves as well as in data quality.
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Though no systematic reviews discussing only cognitive interventions were included
in the umbrella review, there are some primary studies available that describe the effec-
tiveness of this type of intervention. As cognitive interventions mainly include education
in the form of lectures or individual consultations, they are not considered effective if
they do not involve behavioural change [41,42]. This is because dietary choices are de-
termined by a number of factors, rather than just knowledge, and include environmental
factors (e.g., availability of food, social and cultural practices, price and advertising of
food), intrapersonal factors (e.g., beliefs, attitudes), interpersonal factors such as friends
and family relations, experience with food, and biologically determined behavioural pre-
dispositions [46]. Therefore, it is difficult to imagine that solely offering knowledge will
profoundly alter one’s dietary choices. Cognitive interventions are very often cost-effective,
easier to organise and implement. Moreover, they do not require special tools, buying
and transporting food to the workplace, and there are also fewer people involved in the
execution of such an intervention. In most cases, it is enough to involve one employee and
one speaker to run the lecture or consultations. Nonetheless, it has been suggested that
for cognitive interventions to be more effective, they should be a part of comprehensive
solutions and not performed on their own [18].

In order to properly evaluate the effectiveness of behavioural interventions, they
should be categorised into person-oriented and environmental interventions. The first
group comprises individual counselling, workshops, behavioural prevention programs
or financial incentives. As for workshops and counselling, there is no sufficient data to
fully confirm their effectiveness [17,30]. This is because the effects may vary from person to
person, as each employee has different needs and meeting them all may be challenging. The
intervention should be performed by a specialist who understands the basics of nutritional
education and counselling not only in the field of nutrition, but also in the field of social
psychology, health education, anthropology and economics [46]. Financial incentives
such as lower prices for healthy food or discounts for healthy snacks are relatively new
and less commonly used interventions, as they require considerable financial coverage
by the employer. Therefore, there is limited information to assess their effectiveness [17].
Nonetheless, they may be promising in the following years, especially when, with more and
more employees underscoring the financial aspect of shaping their nutritional habits and
benefits at the workplace that would satisfy them, as well as the fact that prices of healthy
food are much higher compared to unhealthy food, this possibly becomes a significant
barrier for the employees to buy healthy food themselves [47,48].

Environmental interventions are employed when aiming to induce behavioural changes
and focus on food accessibility, e.g., more access to healthy foods such as fruit and vegeta-
bles and less access to unhealthy snacks in canteens or vending machines; food labelling,
e.g., using colours to highlight nutritional value and encourage healthier choices; or col-
lecting something, e.g., like stamps or points, to document health-promoting behaviours.
Offering a special diet in the workplace (e.g., ready-to-consume meals, changing the menu
in the canteen) may be effective, but has its limits. After all, employees do not spend their
entire day at work and their nutritional habits are shaped in other settings as well. Still,
there is not enough evidence to fully confirm or deny the effectiveness of these interven-
tions [16]. The same principle applies to providing fruit and vegetables in the workplace.
Their consumption may increase on-site, but not elsewhere. Thus, ensuring access to
healthy snacks may be even more important with the steadily growing costs of food [48].
There is more research needed in this area, with special attention placed on intervention
design and employer education [15,30].

As for mixed interventions, many components bear resemblance to those in cognitive
and behavioural interventions. Nonetheless, mixed interventions also focused on some
issues that may bring new light to workplace interventions, i.e., the use of technology in
self-control and self-regulation health interventions in the workplace as well as focus on
specific groups of employees.
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Technological advancements and possibility of their implementation, e.g., in the form
of video-consultations, wearable devices (e.g., smart watches, smart phones, sensors) or
nutrition apps, draw from the self-control intervention model which facilitates the change
of dietary habits. Wearables and apps appear to be effective tools, as one can always
have them close; however, there is no collective agreement or guidelines on this matter.
Nonetheless, this could pose a challenge, especially to employees with little or no digital
competence, such as the elderly employees near retirement or other employees vulnerable
to digital exclusion. This field being relatively novel, there is little theoretical research
addressing such issues, which makes it worth exploring, especially with the growing
popularity of end-user apps and devices [20,49].

Another action that may form a part of complex interventions is addressing the
specific needs of particular groups of employees. As it turns out, in female-only groups
addressing their specific needs and offering social support are more important than the
focus on the intervention itself. Furthermore, the interpersonal and teaching skills of the
instructor are key factors determining the effectiveness of the intervention. What has also
been highlighted in the review is that the most effective interventions were not those run
by a healthcare professional (or alternatively by someone outside the healthcare system
who was only supported by a healthcare professional) [35]. This may serve as a warning
sign for healthcare professionals, as it became evident that the effective communication
and delivery of the intervention are equally or more important than qualifications of the
instructor. This is particularly concerning at the present time, with the rising number
of influencers discussing health issues. Therefore, it seems vital to prepare healthcare
professionals to conduct interventions and wisely use social media to promote health-
related matters [50,51]. Healthcare professionals should be well-prepared to implement
interventions and learn the necessary know-how that will enable them to function not only
as experts, but also as successful educators.

All that being said, most factors contributing to the effectiveness of nutrition inter-
ventions can be categorised into three aspects: the setting, the design and the group. The
setting is mainly the place where the intervention is about to take place, with all of the
tools needed to implement it. Starting from the office, the office kitchen or open space,
it is important to adapt the surroundings to the needs of the employees and plans of the
instructor. The requirements for the intervention should be taken into account, e.g., a laptop
and a projector for the lecture, labels for the meals in the canteen, or a complete kitchen
and supplies for cooking. It appears that the most effective settings are the ones nearest to
the employees, e.g., wearables and apps, the canteen and the office, where they spend most
of their working hours [16,20,29].

Intervention design should consider the type of intervention (cognitive, behavioural
or mixed), timeframe and anticipated budget. As previously stated, behavioural and mixed
interventions are considered more effective than just cognitive ones [18]. The assumed
timeframe should enable the employees to benefit from the intervention fully; that is, the
interventions should not be planned in summer months when most employees are on
vacation or during important, e.g., national events. Also, the form (onsite, online) should
be adjusted to the type of work in a particular office. Longer prevention programs might be
more effective due to their extended length and increased availability [18,31]. The budget
should be tailored to the employer’s financial resources and their specific needs. When
there is sufficient funding for such interventions, it is considerably easier to design complex
programs with many activities. However, low-cost and effective interventions can be found,
such as food-labelling or changing the menu available in the canteen [17].

Focus on the background and specific needs of the target group is another crucial
factor which may strongly influence the effectiveness of workplace nutrition interventions.
The nutritional education model accounts for factors determining the motivation for change
and action, i.e., past behaviours, demographics and the cultural context, food preferences
and prior experience with food, personality, moods and emotions, media exposure, and
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other individual differences. All of these factors should be carefully considered and used
for the proper design of the intervention to ensure its maximum effectiveness [46,52].

Limitations

The main limitation of this umbrella review is the lack of good quality and full evidence
studies confirming or denying the effectiveness of workplace nutritional interventions.
Most reviews scored “low” on the AMSTAR?2 scale, which suggests the need for further
research and better-quality evidence.

5. Conclusions

With the limitations in mind, it is important to note that the interventions discussed
lack sufficient evidence from high-quality studies. Therefore, there is a need for further,
comprehensive research to be conducted using evidence-based methods and tools, to enable
the comparison of study results.

The insights from this review might help in further research needed to establish the
guidelines for effective future interventions. This paper serves as a foundation for further
scientific research, but it also offers guidance for practitioners responsible for implementing
workplace programs and interventions.

The researchers should take into account both the type of intervention (behavioural
or mixed, rather than just cognitive) and the factors (demographic, economic, social and
health) that may influence intervention effectiveness in a given study group. This will
result in interventions which are better suited for the needs of employees and, as such,
will produce better outcomes. The main challenge is to seek innovative interventions
grounded in strong evidence-based practices, as well as theoretical frameworks, including
psychological and learning factors.

For practitioners, this will also enhance the quality of interventions and will help to
achieve the optimal cost-effectiveness and cost-efficiency, making it easier to design cus-
tomised intervention programs from which employees genuinely benefit. It should also be
emphasised that when designing or implementing interventions, practitioners should make
more use of research or studies accessible for reference, e.g., standardised tools to compare
intervention effectiveness. Future research with standardised effect measures is recom-
mended to facilitate direct comparisons and meta-analyses. For workplace interventions
to become truly evidence-based, practitioners should integrate the previously mentioned
employees’ needs and values, their own experience and expertise, as well as research
evidence provided in this review, with all of these factors being of equal importance.
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Abstract: Background/Objectives: This study aimed to evaluate how women working in office
environments perceive their workplace as promoting healthy eating behaviors through employer-
led actions. Methods: This cross-sectional study was conducted among 230 professionally active
women employed in office settings in Poland. Data were collected using the Computer-Assisted
Web Interview (CAWI) method. Participants were divided into two groups based on their perceived
level of workplace support for healthy eating behaviors, as measured by the Workplace Healthy
Eating Scale. Group 1 (n = 125; 54.3%; mean score = 15.69, SD = 3.76) and Group 2 (n = 105; 45.7%;
mean score = 29.88, SD = 5.15) reflected low and high perceived support, respectively. Results: A
linear regression model was employed to assess the association between the perceived level of
support and specific workplace initiatives, including access to fresh fruits and vegetables, meal
preparation facilities, cafeteria usage, lectures on nutrition, cooking workshops, and individual dietary
consultations. For Group 1, access to fresh fruits and vegetables was the only factor significantly
associated with a positive perception of the workplace as promoting healthy eating (p = 0.003),
explaining 6.5% of the variance (adjusted R? = 0.065). In Group 2, both access to fresh produce and
participation in cooking workshops were significantly associated with positive workplace perceptions
(p < 0.001), explaining 41% of the variance (adjusted R? = 0.410). Conclusions: Access to fresh produce
is a key determinant of employees’ perceptions of workplace support for healthy eating behaviors,
with a notably greater impact observed when combined with additional activities such as cooking
workshops. Employer-led initiatives focusing on practical dietary engagement appear to be effective
in enhancing workplace perceptions of health promotion.

Keywords: dietary habits; women’s health; office workers; health promotion; workplace

environment; nutrition

1. Introduction

In recent years, workplace health promotion has gained popularity, likely due to
economic factors such as increased employee efficiency through reduced presenteeism
(working while sick) and sick leave, as well as image-related factors such as employer
branding or CSR/ESG actions [1]. Additionally, there is increased awareness regarding
the importance of health promotion [2]. The WHO emphasizes that workplaces are ideal
venues for health promotion, especially given the declining availability of healthcare
services [1,3]. The concept of a health-promoting workplace is defined as a series of actions
taken by employers aimed at strengthening and improving employee health [4]. One such
initiative is the promotion of healthy eating behaviors. According to the current literature,
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a healthy lifestyle, including a nutritious diet, is positively linked to work engagement [5].
This concept originated in the United States, but in recent years, such initiatives have also
been increasingly observed in Poland’s labor market. This is partly due to the presence of
international companies and the growing interest in promoting health in the workplace,
especially regarding healthy eating habits [6,7].

Creating a work environment that encourages healthy eating behaviors benefits em-
ployers, employees, and society at large. From the employer’s perspective, it leads to
economic benefits like reduced presenteeism and absenteeism, as well as increased em-
ployee efficiency and productivity [8]. It also reduces employee turnover and boosts
loyalty [2]. Promoting healthy eating can also serve as a marketing tool for employers,
attracting talent and contributing to awards and recognition [2,7]. From a societal per-
spective, workplace health promotion, including nutritional education and awareness, can
reduce the prevalence of chronic diseases, improve quality of life and quality of diet [9];
and even reduce health inequalities [3,10].

Offices are particularly common sites for introducing health-promoting interventions,
likely due to organizational factors—most employees are present at the same time and ex-
perience fewer socioeconomic differences, such as education level and living conditions [6].
Moreover, demography plays a role, with some offices having a female-dominated work-
force. Women, as they often have greater health-related competence, may have a stronger
influence on whether a workplace is perceived as promoting healthy eating [11].

However, the literature on how employees, especially women, perceive workplace
initiatives promoting healthy eating behaviors is limited. Most available research discusses
various employer-led health programs, including those focused on both physical and men-
tal health. Common activities include health-related lectures, workshops, and consultations
with specialists. For nutrition, measures such as subsidies for healthy meals, access to fresh
fruits and vegetables, workplace canteens, and workplace choice architecture modification
for healthy behaviors are also implemented [12].

The type and number of offered activities vary and depend on the employer’s size,
wealth, and policy [2,7,13]. The effectiveness of these initiatives is usually measured
through changes in employee behavior or biochemical markers (e.g., glucose levels or lipid
profiles) [14,15], but feedback from the participants themselves is rarely considered. Simply
planning and implementing initiatives may not be enough if they do not meet the needs of
the employees. Depending on the specific characteristics of a company, its demographic
structure, industry, or location of operation, different resources or opportunities may be
needed for employees. Additionally, the proper selection of activities may be crucial in
terms of how the workplace is subjectively perceived as promoting healthy eating behaviors.
Therefore, it is important to understand the needs and gaps among employees to ensure
that the programs being developed are successful both economically and health-wise.

Our study considers variations in employees’ perceptions of employer support in the
context of promoting healthy eating habits, aiming to enable a more precise understanding
of the role of subjective assessment of this support in viewing the workplace as a setting
that encourages healthy nutrition. The decision to divide participants into two groups,
differing in their level of perceived support, is grounded in several significant premises.

First, there is evidence suggesting that subjective perceptions of support can substan-
tially influence the level of engagement in health-related activities and, by extension, the
perception of the workplace as health-promoting. However, it remains unclear whether
this observation is also applicable to the promotion of healthy eating behaviors within the
work environment. Scientific reports suggest that the workplace environment can influence
employees to adopt healthier eating habits, for example, through observing others and
the phenomenon of modeling [16], as well as implementing health-focused policies [17].
Second, differentiating based on perceived support may reveal important differences in
employees” expectations and needs, which could impact satisfaction with the employer’s
initiatives [18]. Understanding these differences is essential to developing more individ-
ualized programs tailored to the needs of diverse groups within the organization. Third,
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categorizing by support levels offers the opportunity to examine how the same activities
promoting healthy eating behaviors are perceived in two groups with different subjective
evaluations of support.

This segmentation allows our study to more thoroughly explore potential factors
affecting the effectiveness of implemented healthy eating programs, facilitating better
alignment of strategies with employee needs and contributing to both health and economic
benefits within the workplace.

This study aimed to evaluate how women working in office environments perceive
their workplace as promoting healthy eating behaviors through employer-led actions. Two
research questions were formulated:

e  What types of initiatives promoting healthy eating behaviors are undertaken
by employers?

e  What factors influence women's perception of their workplace as promoting healthy
eating behaviors?

2. Materials and Methods
2.1. Design and Setting

A cross-sectional pilot study was conducted on 230 professionally active women
working in offices. The inclusion criteria were as follows: (1) active employment for at
least six months, (2) office work, (3) age over 18 years, (4) consent to participate, (5) female
gender. Participants who did not meet these criteria were excluded. Finally, the participants
were selected by the principal investigator (AH).

Data were collected using the CAWI (Computer-Assisted Web Interview) method, in
which respondents filled out an electronic questionnaire. Each participant could complete
the survey only once, and the data were collected anonymously. Participants came from
various industries, including healthcare, social services, administration, and education.

2.2. Ethics Committee Approval

Participants were informed about the purpose of this study, the anonymity of their
responses, and the voluntary nature of their participation. Each participant could withdraw
consent at any stage without providing a reason. Ethical approval was obtained from the
Ethics Committee of the Medical University of Warsaw (approval no. AKBE/291/2023).

2.3. Group Selection and Division

In designing our study, we accounted for limitations in access to complete statistical
data on the employment of women engaged in office work in Poland. According to
data from the Central Statistical Office, approximately 5.1 million people in Poland are
employed in office-based roles, with women representing about 60% of this group, equating
to approximately 3.6 million economically active women. Among this population, the
majority are women performing office-related work. Based on the size of this sample and
the estimated total population of economically active women in office employment, the
calculated margin of error for our study was 6%, with a 95% confidence interval and an
assumed proportion of 0.5.

Women working in office environments were divided into two groups based on their
perception of the workplace as promoting healthy eating behaviors. The division was
based on scores obtained on the Workplace Healthy Eating Scale, developed by A. Hyzy
(see Supplementary Data). The average score served as the dividing point. Respondents
with scores below or equal to the average were classified into Group 1, while those with
scores above the average were placed in Group 2.

As a result, Group 1 consisted of 125 respondents (54.3%) with an average score of
M =15.69 (SD = 3.76), while Group 2 included 105 respondents (45.7%) with an average
score of M = 29.88 (SD = 5.15). The differences between the groups were statistically
significant (Z = —13.067; p < 0.001). Women in Group 2 perceived their workplace more
positively as promoting healthy eating behaviors compared to those in Group 1.
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2.4. Research Tools

The Workplace Healthy Eating Scale, developed by A. Hyzy, was used to assess how
the workplace is perceived in terms of promoting healthy eating. It consists of 10 statements
to which respondents respond on a 5-point Likert scale (1 = strongly disagree, 5 = strongly
agree). An example item is “My employer supports me in making healthy dietary choices”.
Scores range from 10 to 50 points, with higher scores indicating more positive perceptions
of the workplace as promoting healthy eating behaviors (see Supplementary Data).

The scale demonstrated high reliability, with a Cronbach’s alpha of 0.902. Factor
analysis showed that the scale is unidimensional and explains 53.758% of the variance.
The KMO value was 0.904, indicating adequate sample size. Bartlett’s test of sphericity
(x2(105) = 1157.36, p < 0.001) confirmed significant interdependencies between variables.

Additionally, this study included an original questionnaire on employer initiatives
aimed at promoting healthy eating behaviors. These actions were assessed based on
several factors:

e  Access to fresh fruits and vegetables at work (response options: never, very rarely,
rarely, sometimes, often, and very often, where the answers were divided into two
groups—never’ was counted as ‘no’, while all other answers were counted as ‘yes’);

e  Availability of a space where meals can be prepared or heated (e.g., a social room or
kitchen) (response options: never, very rarely, rarely, sometimes, often, and very often,
where the answers were divided into two groups—'never’ was counted as ‘no’, while
all other answers were counted as ‘yes’);

e Use of a workplace canteen (response options: never, very rarely, rarely, sometimes,
often, and very often, where the answers were divided into two groups—'never’ was
counted as ‘no’, while all other answers were counted as ‘yes’);

e Participation in nutrition lectures (response options: never, very rarely, rarely, some-
times, often, and very often, where the answers were divided into two groups—'never’
was counted as ‘no’, while all other answers were counted as ‘yes’);

e  Culinary workshops (response options: never, very rarely, rarely, sometimes, often,
and very often, where the answers were divided into two groups—'never’ was counted
as ‘no’, while all other answers were counted as ‘yes’);

e Individual diet consultations (response options: never, very rarely, rarely, sometimes,
often, and very often, where the answers were divided into two groups—'never’ was
counted as no’, while all other answers were counted as ‘yes’).

Additionally, the respondents were characterized in terms of age; the number of days
spent working on-site (from (1) none to (5) every working day); the number of hours
spent on-site (from (1) less than 4, or between 4 and 8 (2), to (3) more than 8); type of
employment contract ((1) employment contract, or (2) civil law contract (mandate, specific-
task) to (3) B2B contract); meals consumed at work (breakfast (1), second breakfast (2),
lunch (3), other (4)); self-preparation of meals for work (never (1), rarely (2), sometimes (3),
often (4), very often or always (5)); using the employee canteen (never (1), rarely (2),
sometimes (3), often (4), very often or always (5)); and access to a workplace kitchen
(yes (1), no (2), I don’t know (3)).

2.5. Statistical Analysis

The chi-square test for qualitative variables or the Mann-Whitney U test for quantita-
tive variables was used to assess differences between groups.

Linear regression analysis was used to evaluate the influence of the independent
variable on the dependent variable, in which the dependent variable was office workers’
perception of the workplace as promoting healthy eating behaviors, while the independent
variables were the following actions related to promoting a healthy diet in the workplace:
access to fresh vegetables and fruits at the workplace, availability of a space to prepare or
heat meals (e.g., break room, employee kitchen), use of an employee cafeteria, a lecture
on food and nutrition, cooking workshops, and individual dietary consultations. The
regression analysis was conducted while preserving the original coding of the independent
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variables (e.g., response options 1-6: never, very rarely, rarely, sometimes, often, very
often), consistent with the response categories used in the research instrument. A p-value
of less than 0.05 was considered statistically significant. Statistical analyses were conducted
using the IBM SPSS statistical package (Version 28.0.1.0; IBM Corporation, SPSS Inc.,
Chicago, IL, USA).

3. Results
3.1. Respondents’ Characteristics

The average age of the women participating in this study was 29 + 9.55 years
(min = 20 years; max = 60 years). The analyzed groups did not differ in terms of age
(Group 1: 29 £ 10.2 years vs. Group 2: 30 £ 8.8 years; Z = —0.942; p > 0.05).

In describing the group of respondents, it can be said that most were women employed
under a work contract, working 4 to 8 h per day, 5 days a week. The average income
varied greatly (Table 1). The study participants did not differ in terms of type of contract
(Chi? = 1.255; p > 0.05), number of workdays (Z = —0.936; p > 0.05), number of daily
working hours (Chi2 =2.091; p > 0.05), or average income (Chi2 =4.472; p = 0.346).

Table 1. The characteristics of the respondents based on the analyzed variables.

Variable n %
0 24 10.4

1 19 8.3

Number of days 2 18 7.8
spent at the office 3 22 9.6
4 18 7.8

5 129 56.1

Number of hours less than 4 6 26
spent at the office 4to8 147 63.9
more than 8 77 33.5
B2B contract 25 10.9
Type of contract civil law contract 39 17.0
employment contract 166 72.2

Less than PLN 3010 21 9.1
Monthly salary PLN 3010-4999 51 222
(gross) PLN 5000-6999 66 28.7
PLN 7000-8999 34 14.8
PLN 9000 and above 58 25.2

3.2. Eating Behaviors at the Workplace

On average, the study participants consumed two meals at work (n = 125; 54.8%).
The participant group included women who reported eating only one meal at work
(n =51, 22.2%) and those who reported eating four meals (n = 4; 1.7%). The groups did
not differ in terms of the reported number of meals eaten at work (Z = —1.327; p = 0.185)
(Table 2).

The participant group was very diverse regarding how often they prepared their own
meals for work. The largest percentage of respondents stated that they prepared meals for
work very often or always (n = 88; 38.3%), followed by often (n = 60; 26.1%), sometimes
(n =237; 16.1%), rarely (n = 29; 12.6%), and never (n = 16; 7.0%) (Table 2). The groups did
not differ in terms of how often they prepared meals for work (Z = —0.940; p = 0.370).

The analyzed groups differed in terms of access to a place where meals could be
prepared or heated (e.g., a break room or an employee kitchen) (Chi2 = 6.118; p = 0.047).
Respondents from Group 1 (83.2%; n = 104) were less likely to report having access to such
a place than those from Group 2 (91.4%; n = 96) (Table 2).
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Table 2. Eating behaviors at the workplace.

Eating Behaviors at the Workplace Group 1 (n =125) Group 2 (n = 105)
N (%) N (%)
1 26 (20.8%) 25 (23.8%)
2 65 (52.0% 61 (58.1%
Number of meals consumed at work 3 3 525. 6°/Z§ 17 El 6.2"/3
4 2 (1.6%) 2 (1.9%)
never 6 (4.8%) 10 (9.5%)
rarely 19 (15.2%) 10 (9.5%)
Self-preparation of meals for work sometimes 19 (15.2%) 18 (17.1%)
often 28 (22.4%) 32 (30.5%)
very often or always 53 (42.4%) 35 (33.4%)
yes 104 (83.2%) 96 (91.4%)
Access to a workplace kitchen no 18 (14.4%) 5 (4.8%)
I do not know 3 (2.4%) 4 (3.8%)
never 99 (79.2%) 56 (53.4%)
rarely 12 (9.6%) 12 (11.4%)
Use of employee canteen sometimes 6 (4.8%) 16 (15.2%)
often 5 (4.0%) 18 (17.1%)
very often or always 3(2.4%) 3 (2.9%)

The groups also differed in terms of the frequency of using the employee canteen
(Z = —4.344; p < 0.001). Respondents from Group 1 (20.8%; n = 26) were less likely to use
the canteen than those from Group 2 (46.7%; n = 49) (Table 2).

3.3. Actions Taken by Employers in the Workplace to Promote Healthy Eating Behaviors

The study participants came from workplaces where, on average, one of the ana-
lyzed actions aimed at promoting healthy eating behaviors was implemented (M = 1.04;
SD = 1.304). Almost half of the respondents indicated that no actions aimed at promoting
healthy eating behaviors were implemented in their workplace (46.1%; n = 106). In the
remaining workplaces, such actions were taken. The most common was one action aimed
at promoting healthy eating behaviors at work (n = 65; 28.3%), followed by two actions
(n =23; 10%), three actions (n = 21; 9.1%), and four actions (n =9; 3.9%).

The analyzed groups differed in terms of the reported number of actions taken
by employers to promote healthy eating behaviors (Z = —5.121; p < 0.001; Group 1:
M = 0.60 £ 0.852 vs. Group 2: M = 1.57 & 1.537). Respondents from Group 2 reported more
frequent access to such activities compared to Group 1 (Table 3).

Table 3. Actions to promote healthy eating at the workplace.

Group 1 (n = 125) Group 2 (n = 105)
Actions Chi2 p
Yes % (n) No % (n) Yes % (n) No % (n)
Lectures on food and 5.6% 94.4% 37.1% 62.9%
nutrition 7) (118) (39) (66) 36.765 <0.001
. 4.0% 96.0% 14.3% 85.7%
Culinary workshop ®) (120) (15) (90) 11.635 0.020
Individual dietary 3.2% o 14.3% 85.7%
consultations @) 96.8% (121) (15) (90) 10.898 0.012
Access to fresh fruits 31.7% o 56.4% o
and vegetables 1) 68.3% (84) 1) 43.6% (44) 41,502 <0.001
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3.4. Regression Analysis

Statistical analysis showed that only one factor had a statistically significant impact on
the perception of the workplace as promoting healthy eating behaviors—access to fresh
vegetables and fruits (Table 4). The other analyzed factors did not affect the dependent
variable, i.e., the perception of the workplace as promoting healthy eating behaviors.
However, it should be noted that the analyzed variable explained about 12% of the variance
(adjusted R-squared = 0.119). The model was well fitted to the data and predicted the
dependent variable better than the average: F(7;115) = 2.218; p = 0.038.

Table 4. Linear regression analysis.

B SE Beta t p
Group 1—results on the Workplace Healthy Eating Scale were below and equal to average
Constant 13.238 2.579 5.132 <0.001
Access to fresh fruits and vegetables at the workplace 0.726 0.240 0.279 3.027 0.003
Self-preparation of meals for work —0.244 0.266 —0.082 —0.918 0.361
Use of the employee canteen 0.292 0.401 0.073 0.729 0.467
Access to a workplace kitchen 0.882 0.853 0.093 1.034 0.303
Individual dietary consultations —0.750 1.556 —0.047 —0.482 0.631
Culinary workshops 0.219 0.869 0.025 0.253 0.801
Lectures on food and nutrition 0.404 0.464 0.082 0.871 0.386

Group 2—results on the Workplace Healthy Eating Scale were above average

Constant 21.074 3.872 5.443 <0.001
Access to fresh fruits and vegetables at the workplace 0.384 0.191 0.16 2.006 0.048
Self-preparation of meals for work 0.222 0.330 0.055 0.673 0.503
Use of the employee canteen —0.049 0.315 —0.012 —0.155 0.877
Access to a workplace kitchen 0.429 1.461 0.024 0.294 0.770
Individual dietary consultations 0.747 0.571 0.113 1.307 0.194
Culinary workshops 3.417 0.580 0.517 5.892 <0.001
Lectures on food and nutrition 0.258 0.337 0.072 0.766 0.445

For Group 2, statistical analysis showed that two factors had a statistically significant
impact on the perception of the workplace as promoting healthy eating behaviors—access
to fresh vegetables and fruits and cooking workshops (Table 4). The other analyzed factors
did not affect the dependent variable. However, it should be noted that the analyzed
variables explained about 43% of the variance (adjusted R-squared = 0.435). The model
was well fitted to the data and predicted the dependent variable better than the average:
F(7,97) = 10.670; p < 0.001.

4. Discussion
4.1. General Insight into Promoting Healthy Eating in the Workplace

The promotion of healthy eating behaviors in the workplace was not common among
the group of employees analyzed. Almost half of the respondents indicated that no such
activities were undertaken in their workplace. When such activities were present, they
usually involved just a single action, such as a lecture on food and nutrition or access to
fruits and vegetables, rather than a series of coordinated actions forming a comprehensive
program. This may be related to the challenges of implementing complex programs that
promote healthy eating behaviors in the workplace. In the literature, it is emphasized that
complex health programs are often less popular than isolated actions due to the difficulty
of organizing them (needs analysis, planning interventions, higher costs, and difficult
evaluation), lower engagement (large programs often target a group of employees rather
than the entire organization), and results that are not immediately visible, as is the case
with most lifestyle interventions [2,6]. Consequently, depending on the country, company,
and sector, both individual interventions [19-21] and comprehensive workplace health
promotion programs [14,22] can be found.
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4.2. Impact of Fruit and Vegetable Access on Workplace Healthy Eating

In the groups analyzed, access to fruits and vegetables was the most common form
of promoting healthy eating behaviors in the workplace and had a significant impact on
the perception of the workplace as promoting healthy eating in both groups. According
to an Antal report, around 24% of office workers in Poland currently have access to fresh
fruits and vegetables at work [23]. These can be provided in various ways—once a week,
several days a week, or daily. Additionally, this is not an expensive service, making
it affordable even for smaller companies, thus making this benefit more accessible and
egalitarian [13]. However, one might wonder if mere access to fruits and vegetables will
significantly improve the eating habits of those benefiting from it. According to research by
Geaney et al., changes in the composition of employee meals do increase the consumption
of fruits and vegetables, but these changes are not substantial. Furthermore, the authors
point to the low quality of data that would allow for a full assessment of the effectiveness
of such measures [24]. Nevertheless, the availability of fresh fruits and vegetables was
positively evaluated by respondents in the context of promoting healthy eating behaviors
in the workplace. Daily access to fresh fruits and vegetables may foster healthy eating
behaviors through social modeling, as described by Bandura [25]. Employees observing
others taking advantage of free access to fruits and vegetables are more likely to do the
same. In the long term, this is likely to have a positive impact on both their physical and
mental health [26].

4.3. Impact of Culinary Workshop on Workplace Healthy Eating

In the second group, two factors were observed to influence the perception of the
workplace as promoting healthy eating behaviors—access to fruits and vegetables (as
already discussed) and access to cooking workshops provided by the employer. This is
a relatively new form of promoting healthy eating behaviors at work, which can take
the form of in-person or online sessions. Moreover, it has been noted that even single
cooking workshops can have positive effects, such as increasing motivation to eat healthily
and improving employees’ culinary skills [27,28]. Culinary skills are an important aspect
of health literacy, often translating into better nutrition knowledge and improved meal
planning and preparation [10].

Organizing cooking workshops requires more involvement and resources from em-
ployers than other activities, as it requires appropriate space, higher financial outlays
(organization, sanitary requirements, ingredients, equipment, and a specialist to lead the
workshop), and proper planning. As a result, such activities are usually more accessible to
larger or wealthier companies, reducing their overall availability [13]. It is important to
remember that cooking workshops should not only provide new knowledge but also serve
as a source of motivation to adopt healthy eating behaviors. They involve simple culinary
instruction and are not designed to turn participants into professional chefs. Therefore,
it is important to carefully select the topics of these workshops (e.g., the types of dishes
to be prepared). The literature emphasizes the creation of ‘teaching kitchens’, envisioned
as ‘learning laboratories’, which can be used for such purposes, especially in medical
institutions. In the future, companies could also take advantage of this concept [29].

The opportunity to participate in workshops at the workplace may encourage employ-
ees to try new foods, improve their culinary and health skills, and strengthen relationships
between colleagues [30]. When planning culinary workshops, employers can draw from
the growing field of culinary medicine. Culinary medicine is an evidence-based field
of medicine that combines nutrition science and culinary arts to prepare healthy and
tasty meals [31].

In the second group, cooking workshops had a significant impact on the perception
of the workplace as promoting healthy eating behaviors, while this phenomenon was not
observed in Group 1. It is worth considering what actions could be taken to encourage
women in Group 1 to view cooking workshops as an important element of promoting
healthy eating behaviors at work. The literature highlights employee engagement as a key
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element in the implementation of any activities in the workplace, including those promoting
healthy eating. Conducting a thorough engagement survey would help assess employees’
needs and willingness to participate in personal and organizational development. The
ability and willingness to participate in such workshops is also significant. If an employee
(female) does not cook outside of work and considers cooking a waste of time, she is
unlikely to take advantage of workshops on this topic at the workplace. This trend may
be further reinforced by societal changes, where women are no longer as often the sole
individuals responsible for cooking and caring for the family [10,11,30,32,33].

When considering additional aspects related to employee engagement and challenges
in participating in culinary workshops, it is worth emphasizing that the success of such
initiatives depends both on the care taken in organizing the event and on the level of
employee engagement [34]. The literature emphasizes the importance of considering
intrinsic motivation, such as individual interests in a healthy lifestyle [16,35,36]. To increase
employee engagement in such initiatives, conducting a comprehensive analysis of staff
needs and expectations is recommended [37]. The results of such a study could enable
tailoring workshop content to participants” preferences, potentially leading to higher
acceptance and attendance rates. Flexibility in the workshop format can also be a key factor
in enhancing accessibility; offering online options or scheduling sessions at different times
of day allows for better alignment with employees’ schedules. For example, Asher et al. [38]
showed that an online culinary nutrition course for health can be effective in improving
eating behaviors.

4.4. Potential Factors Influencing Differences in Access to Workplace Nutrition-Related Activities

Differences in access to workplace nutrition-related activities could be observed be-
tween the groups. This may be due to the financial capacity of the employer (their ability to
organize and implement the benefit) and their awareness (the need to organize and imple-
ment the benefit) [13]. The discrepancy in access to various activities is particularly evident
between the public and private sectors, as well as between small and large companies [13].
Additionally, the type of position held may also be a factor—those working in higher
positions within the organization are often the primary beneficiaries of activities promoting
healthy eating, as they tend to have higher health literacy (from the outset) due to their
higher education levels and material status [6]. This makes it even more important to
ensure access to health-promoting activities for all employees, regardless of their position
in the organization.

Another indicator of a workplace promoting healthy eating behaviors could be how
employees prepare meals for work. Respondents in this study showed great variability
in this regard. However, the regression analysis did not show an impact of access to
workplace cafeterias or areas to prepare meals on employees’ perceptions of the workplace
as promoting healthy eating behaviors. With rising employee expectations and employers’
desire to remain competitive, such spaces are becoming standard, and employees no longer
view them as a benefit but almost as an employer’s obligation. Moreover, simply providing
a space for meal preparation does not guarantee that employees will prepare healthy meals
there. More important than the space itself are nutrition knowledge and the ability to
compose and prepare healthy meals for work [8,9]. A lack of these skills may result in some
employees ordering food to the office because they lack the time, knowledge, or skills to
prepare meals themselves. The most natural explanation is the convenience of preparing
and/or eating a meal on-site or the availability of facilities for ordering food to the office.
This is supported by the Antal report, which further highlights the role of job position
and income in preparing meals independently [16]. This approach is not only a cheaper
solution but also offers more choice and opportunities for education and better nutritional
decisions using appropriate tools [30,39].



Nutrients 2024, 16, 3766

10 of 12

4.5. Strengths and Limitations

This study was conducted on a diverse group of women performing office work. Addi-
tionally, it is one of the few studies that focuses on women, who represent the largest group
among office workers but are often underrepresented in higher levels of organizations.
This study included two groups that were similar to each other, including in terms of
gross income, which is often highlighted in the literature as a factor influencing access to
activities promoting healthy eating behaviors in the workplace and satisfaction with them.

Despite its strengths, this study is not without limitations—it did not take into account
the sector of the company (public/private), the size of the company (number of employees),
or the position of the respondents (intern/mid-level employee/manager, etc.), which
may influence eating behaviors and the perception of the workplace as promoting health.
However, obtaining this information in Poland, because of the huge taboo regarding money
and income issues, is very difficult. Also, we would have had trouble with access to data to
compare the results. Although such reports are being created, the access to them is limited.
One needs to be responsible for HR policy in the company or be able to buy the report,
which costs approx. PLN 10-12 thousand (approx. USD 3—4 thousand). Therefore, when
we were preparing this study, we had to think of future problems we may encounter. We
are working on solving this problem in future research.

4.6. Future Research Directions

One of the key directions for future research is to analyze the relationship between
employer initiatives and women's perception of the workplace as supportive of healthy eat-
ing, taking into account the sector (public vs. private) and company size. Existing evidence
suggests that access to programs promoting healthy eating habits is strongly correlated
with organizational characteristics, particularly its sector and financial resources. Therefore,
future research should include an analysis of structural and financial differences between
companies to develop more tailored and effective healthy eating programs, especially in
the small and medium-sized enterprise sector. Unfortunately, due to the need to maintain
full anonymity of the study participants, information on this factor was not collected.

Another essential area of research should be the evaluation of the long-term impact
of programs supporting healthy eating on employee health. Current research mainly
focuses on short-term effects, whereas future studies should examine long-term impacts,
particularly on employees’ physical and mental health, the incidence of chronic diseases,
productivity levels, and overall job satisfaction.

Regarding culinary workshops, an important research direction is to assess their
impact on long-term changes in dietary habits and the development of participants’ culinary
skills. The existing literature indicates short-term benefits from participating in culinary
workshops; however, there is a lack of data on their lasting impact on culinary skills
and daily food choices. Future studies could thus investigate to what extent regular
participation in culinary workshops contributes to the long-term adoption of healthy
eating habits.

5. Conclusions

Despite its growing popularity, workplace promotion of healthy eating behaviors
remains underemphasized. Only half of workplaces implement such actions, and usually
only single initiatives. The actions with the greatest impact on the perception of the
workplace as promoting healthy eating behaviors include access to vegetables and fruits,
as well as culinary workshops. Intensive educational efforts should be directed towards
both employers and employees to increase the popularity of promoting healthy eating
behaviors in the workplace. Additionally, employees should be effectively incentivized
to participate in these initiatives, for example, through financial support, bonuses, or
educational activities.
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Abstract

Background: An unhealthy diet is a major modifiable risk factor for chronic disease, and
workplace environments may pose specific barriers to healthy eating. Methods: This
single-arm, pre-post workplace intervention assessed short-term changes in perceived
dietary barriers (primary outcome) and healthy eating intentions (secondary outcome)
among school employees (1 = 36; 83.3% women; mean age = 46.8 years). The 60 min partic-
ipatory session integrated behavioral economics principles, practical nutrition exercises,
and psychological strategies designed to enhance self-efficacy, optimism, and resilience.
Results: The total perceived barrier score decreased significantly (A = —1 [IQR —2 to 0]; the
paired Wilcoxon signed-rank test = —4.689, p < 0.001, r = —0.78). Post-intervention (T2),
the proportion of participants reporting an intention to prepare healthy meals increased
(McNemar’s test, p < 0.001; OR = 10.0, 95% CI 1.8-54.5). The session was rated as highly
useful (mean = 8.3/10), and at the three-week follow-up (T3), 91.7% of participants reported
maintaining at least one dietary change. Conclusions: Although limited by its single-arm
design and short follow-up, this pilot study suggests that a brief, participatory behavioral
intervention may be a feasible and acceptable approach to support healthier eating in
the workplace.

Keywords: diet; workplace intervention; healthy eating promotion; educational interven-
tion; behavioral intervention

1. Introduction
1.1. Background and Public Health Context

An unhealthy diet is a major risk factor for noncommunicable chronic diseases, in-
cluding obesity, type 2 diabetes, and cardiovascular, all of which pose global health and
economic challenges [1]. According to the World Health Organization (WHO), noncom-
municable diseases account for 74% of all deaths worldwide, and inadequate nutrition is
one of the key modifiable risk factors [2]. The Organization for Economic Cooperation and
Development (OECD) estimates that unhealthy lifestyles, including poor dietary habits,
cost healthcare systems in its member countries an average of 3.3% of gross domestic
product (GDP) annually and contribute to productivity losses due to absenteeism and
presenteeism [3].

1.2. Workplace as a Setting for Dietary Interventions

Healthy nutrition in the workplace can contribute to improving employees’ overall
health, enhancing their productivity, and reducing costs for employers and public health-
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care systems [4]. Despite growing awareness of the importance of a healthy lifestyle and
various interventions promoting healthy eating at work [5], many employees still struggle
to adhere to dietary recommendations in this setting [6-8].

Previous studies have identified multiple barriers that hinder the adoption of healthy
eating habits at work. Observational studies indicate that the most frequently reported
challenges include a lack of time to consume or prepare meals, work-related stress, limited
access to healthy food options, and irregular eating patterns, including intentional meal
skipping [7,8].

1.3. Barriers to Healthy Eating in Occupational Settings

The perception of preparing healthy meals as time-consuming and organizationally
demanding has been identified as a major barrier, potentially discouraging individuals from
engaging in health-promoting behaviors, even among those who report positive intentions
to change [7]. Comparative analyses of randomized intervention trials support this idea,
demonstrating that many workplace dietary choices are made quickly and semi-consciously,
with strong environmental influences, such as product presentation or availability [4,6].
Furthermore, a narrative review by Rosin et al. [9] reveals that these barriers are rooted
in the organizational structure of workplaces and insufficient infrastructure promoting
healthy choices.

1.4. Teachers and School Staff as a Priority Group

These barriers are general in nature and observed across various occupational sectors.
However, certain groups of employees appear particularly susceptible. Among them are
school personnel, including teachers and administrative staff, whose daily involves high
cognitive demands, limited break times, and insufficient infrastructure to support healthy
dietary choices. Research increasingly emphasizes that schools, beyond their pivotal role
in promoting student health, also represents an important environment for influencing
adults [10]. However, interventions targeting school employees directly have been studied
only to a limited extent. A systematic review of over 12,000 records and six unique studies
found that interventions addressing diet, physical activity, and sleep among teachers
and other educational staff were largely ineffective, yielding mixed and often statistically
insignificant results [10]. This underscores the need for further research in this occupational
group, which is underrepresented in the literature.

1.5. Key Determinants of an Effective Workplace Nutrition Intervention

In light of these challenges and limitations, it is especially important to search for
novel intervention approaches that account for the actual mechanisms underlying dietary
decision-making, particularly those derived from behavioral economics. Unlike classical
economic theories, which assume individuals make fully rational choices, behavioral
economics considers factors such as the status quo effect (the tendency to maintain existing
choices), framing (how information is presented to shape perception), decision fatigue (the
decline in decision quality as the number of decisions increases), and limited willpower
(finite self-control resources) [11]. Based on these principles, researchers have developed
the concept of choice architecture. This concept refers to designing decision-making
environments in ways that facilitate healthier choices without imposing them.

In the context of workplace nutrition, behavioral economics is a particularly relevant
framework because employees often make food choices when working automatically,
and out of convenience rather than deliberation due to time constraints. This approach
introduces subtle cues and environmental prompts (nudges) to help align habitual decisions
with long-term health goals, eliminating the need for constant self-control or organizational
restructuring. Moreover, behavioral economics-based strategies are low-cost, scalable, and
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easily integrated into existing workplace settings, making them suitable for feasibility-
oriented interventions targeting school employees.

Examples of such applications include traffic light labeling, placing healthier options
at eye level or near checkout points, and reducing the visibility of less favorable options.
These interventions have proven effective in workplace cafeterias and institutional food
environments [4,12].

Although choice architecture mechanisms can mitigate the impact of environmental
barriers, they cannot eliminate them entirely. The effectiveness of this approach can be sub-
stantially enhanced by tailoring interventions to participant profiles and actual needs [6,13].
Therefore, a diagnostic component that identifies both declarative and psychological ob-
stacles (e.g., ambivalence) should precede the development of intervention content. This
diagnosis allows for the design of interventions that genuinely address the challenges and
readiness for change within a given group.

In this context, to the approach to promoting healthy eating described by Contento [13]
as needs-based, learner-centered, and behaviorally focused (NLB approach) is of particular
importance. This framework assumes that effective nutrition interventions should be
developed in stages with the active participation of the target group. They should begin
with the identification of individual barriers, resources, and goals. The NLB approach
emphasizes the importance of content personalization and co-creating interventions with
those directly affected. Such collaboration fosters greater engagement, a sense of agency,
and intrinsic motivation, aligning tools more effectively with everyday realities. Moreover,
it reduces resistance to change and supports the implementation of behavioral strategies.

In a personalized approach to promoting healthy eating in the workplace, one of the
key elements is to consider the psychological resources of the participants, as they may
significantly influence the effectiveness of the actions undertaken. Research shows that
these factors affect readiness for and ability to sustain change in the face of environmental
barriers. The most frequently examined psychological resources are optimism, self-efficacy,
and resilience.

According to Bandura’s theory, self-efficacy refers to an individual’s belief in their
ability to act effectively in specific situations [14]. Lombardo et al. [15] demonstrated that
individuals with higher self-efficacy and stronger emotional regulation skills were more
likely to engage in health-promoting behaviors. These findings suggest that the capacity for
emotional reappraisal and suppression may encourage healthier choices, especially among
overweight or obese individuals.

Dispositional optimism, as described by Carver and Scheier [16], is associated with
the expectation of positive outcomes and perseverance in action. Ait-Hadad et al. found
that higher levels of dispositional optimism were linked to a better diet quality and more
frequent consumption of healthy foods (e.g., vegetables, whole grains, fish) [17].

According to Luthar et al., resilience refers to the adaptive capacity in the face of
stress and adversity [18]. Sinska et al. demonstrated that resilience is positively associated
with adaptive dietary patterns and a reduced tendency toward emotional eating under
pandemic-related stress [19]. Similar findings were reported by Sampson et al., who
demonstrated that higher levels of resilience and resilient coping were associated with
better dietary quality, increased physical activity, and adequate sleep duration, especially
under conditions of chronic stress [20].

Despite the growing number of studies on the effectiveness of educational and envi-
ronmental health interventions, existing workplace nutrition promotion approaches have
primarily focused on specific factors that influence dietary decisions. These factors include
psychological determinants, behavioral economic mechanisms, and tailoring content to par-
ticipants’ needs. However, research integrating these perspectives is lacking, particularly
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in occupational settings with high cognitive demands, limited break times, and specific
organizational challenges, such as schools [10]. However, studies combining behavioral
economics principles with individual psychological resources and educational approaches
grounded in needs assessment and co-creation of intervention content (the NLB approach)
remain scarce. Our study aimed to address this gap by designing a workplace intervention
to promote healthy eating.

1.6. Aim of the Study

The aim of this study was to assess the short-term effects of a brief, participatory
workplace intervention designed to promote healthy eating by reducing dietary barriers
and strengthening the intentions to engage in health-promoting behaviors.

2. Theoretical Framework and Study Hypotheses

The study’s theoretical framework integrated three complementary components that
collectively supported the intervention’s overarching goal of promoting health-enhancing
dietary behaviors in the workplace (Figure 1).

NLB approach Behavioral economics Psychological resources
(barriers identification) (strategies to facilitate choices) (self-efficacy, optimism, resilience)

A brief, participatory workplace
intervention

o /\_‘2 (+)

Reduction of dietary barriers (T2) Intentions to change dietary habits (T2)

H3 (+)

Short-term maintenance of behavior (T3)

Figure 1. Theoretical framework of the Brief Participatory Behavioral and Educational Workplace In-
tervention (BPBEWI) integrating the NLB approach, behavioral economics principles, and psychologi-
cal resource enhancement (self-efficacy, optimism, and resilience). Abbreviations: NLB—needs-based,
learner-centered, and behaviorally focused approach.

First, the NLB approach [13] was applied to identify barriers to healthy eating in the
workplace and design tailored actions for participants. This approach ensured that the
intervention addressed real-life challenges perceived by employees, thus enhancing the
relevance and the motivation to change.

Second, the intervention incorporated behavioral economics principles, such as simpli-
fication, default options, and decision guidance. These principles facilitate healthier food
choices under the cognitive and time constraints of real life. These mechanisms aligned
with the COM-B (Capability, Opportunity, Motivation — Behavior) model because as they
increased participants” psychological capability and reflective motivation to engage in
healthy dietary practices.

Third, the intervention included elements aimed at strengthening psychological re-
sources such as self-efficacy, optimism, and resilience [14-20], which, according to Self-
Determination Theory (SDT), enhance intrinsic motivation and sustained behavioral en-
gagement [21]. The intervention was designed to support self-regulated behavior change
by fostering competence and autonomy:.
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Researchers operationalized these components through specific Behavior Change
Techniques (BCTs), including problem solving (BCT 1.2), action planning (BCT 1.4), and
verbal persuasion about capability (BCT 15.1) [22]. The cognitive and participatory activities
aimed to reduce perceived barriers (—), increase perceived knowledge (+), and strengthen
intentions to adopt healthier eating practices (+).

Based on this theoretical integration, the research team formulated the following
hypotheses:

H1. Participation in the intervention will reduce perceived dietary barriers (—).

H2. Participation in the intervention will increase perceived nutrition-related knowledge and
intentions to improve eating habits (T2) (+).

H3. Positive short-term post-intervention changes (T2) will be maintained at the three-week
follow-up assessment (T3) (+).

Figure 1 shows the overall logic model, which illustrates how the NLB, behavioral
economics, and psychological resources interact to produce changes in the mediating
mechanisms (knowledge, self-efficacy, and motivation) that lead to improvements in dietary
intentions and perceived barriers.

3. Materials and Methods
3.1. Study Type

This study employed a quasi-experimental design, specifically a one-group pre-test—
post-test design [23]. The study included three measurement points: baseline (T1), post-
intervention (T2), and a three-week follow-up (T3). Recruitment took place from 7 April
2025 to 18 April 2025. The pre-intervention assessment took place on 21 April 2025. The
post-intervention assessment took place on 28 April 2025, and the three-week follow-up
was completed on 19 May 2025. No deviations from the study protocol were recorded
during the intervention.

The manuscript was prepared in accordance with the TREND (Transparent Reporting
of Evaluations with Nonrandomized Designs) statement [24] and the TIDieR (Template
for Intervention Description and Replication) checklist, incorporating [25] all required
elements into the study description.

3.2. Participants and Recruitment Process

The school selection for this study was conducted in Warsaw, Poland, which is divided
into 18 administrative districts. One district was randomly selected (the name of the district
has been blinded for reporting purposes). Within that district, the research team identified
and invited eight public primary schools to participate in this study. Two schools agreed
to participate, yielding an acceptance rate of 25%. The research team implemented the
random selection of the district and the standardized school recruitment procedure to
minimize selection bias while maintaining the feasibility of conducting this study in a real
educational setting.

Eligibility criteria for participation included the following: (a) employment at one of
the two educational institutions involved in this study, (b) engagement in white-collar work
(e.g., teachers, administrative specialists, managerial staff), (c) presence in the workplace on
the day of the intervention, and (d) provision of voluntary informed consent to participate.
Exclusion criteria were (a) employment limited to manual or auxiliary tasks (e.g., technical
or cleaning staff), (b) absence from work on the day of the intervention (e.g., due to vacation
or sick leave), and (c) refusal to provide consent to participate.
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The research team conducted participant recruitment internally within the schools.
All eligible individuals meeting were informed about this study during staff meetings
and via email from the school administration. The final composition of the groups was
determined based on lists of individuals who expressed a willingness to participate. These
lists were provided by the school principals to the intervention facilitator. The principals
had previously been informed about the inclusion and exclusion criteria.

Restricting the sample to white-collar employees ensured greater homogeneity of
the study group with regard to cognitive demands, work patterns, and dietary behaviors.
White-collar employees often have similar workplace eating habits (e.g., meal consumption)
and are exposed to specific environmental stressors. They may require different educational
strategies than individuals engaged in manual labor.

Participation was voluntary and not linked to employee evaluations or material bene-
fits. Any personal data or information disclosed during the practical component (e.g., re-
garding health barriers or psychological resources) was treated as confidential. Employers
had no access to individual questionnaire results or data on participants” psychological
characteristics. Data were analyzed and reported exclusively in aggregated form.

Of the 68 eligible employees invited to participate, 52 provided written informed con-
sent and completed the baseline assessment (participation rate: 76.5%). At post-intervention
assessment (T2), 45 participants submitted questionnaires, and 36 completed all three as-
sessment points, resulting in a final retention rate of 69.2%. No withdrawals were related
to dissatisfaction with the intervention.

To evaluate potential selection bias, we compared the baseline characteristics of the
completers (n = 36) and the non-completers (1 = 16). There were no significant differences
between the groups in terms of age (p = 0.47), gender distribution (p = 0.64), educational
level (all participants had a degree of higher education), or the baseline number of perceived
dietary barriers (p = 0.53). These results suggest that attrition was primarily related to
logistical reasons rather than systematic differences between participants, which minimizes
the likelihood of selection bias.

Figure 2 presents the participant flow using a CONSORT (Consolidated Standards
of Reporting Trials) diagram adapted for quasi-experimental designs. Questionnaires
were linked across timepoints (T1, T2, and T3) using individual identification codes gener-
ated by participants according to the researcher’s instructions and applied consistently at
each measurement.

3.3. Intervention Description

The Brief Participatory Behavioral and Educational Workplace Intervention (BPBEWI)
is an intervention designed to promote healthy eating in the workplace by reducing per-
ceived dietary barriers and strengthening readiness to change dietary behaviors. The NLB
approach (needs-based, learner-centered, behaviorally focused; [13]) was applied to identify
employees’ dietary barriers prior to the intervention. The intervention incorporated behav-
ioral economics strategies [4,11,12,26] aimed at facilitating healthier choices in the everyday
work environment. Additionally, activities were designed to strengthen key psychological
resources—self-efficacy, optimism, and resilience—that are known to positively influence
the maintenance of health-promoting behaviors [15,17,19,20,27]. Table 1 presents the logic
model outlining the relationship between inputs, mechanisms, and expected outcomes.
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Table 1. Structure, theoretical basis, and verification of the behavioral nutrition intervention based on the NLB approach.
Actions Supporting
Segment of the . . . Psychological Methods of Verifying .
Intervention Intervention Goals and Theoretical Basis Model Resources (Self-Efficacy, Goal Attainment Duration
Optimism, Resilience)
Establish relevance for behavioral change; present . .
. . i Positive message framing;
evidence on the impact of workplace nutrition on . . T .
L. . R Behavioral Economics minimizing fear of failure; .
. cognitive function, mood, and productivity; introduce I . g Active engagement, .
Introduction . . L . [26], Situational use of engaging examples; . 10 min
key behavioral economics principles (default options, gy . ) verbal reflection
.. . - Optimism [16] emphasis on benefits of small
decision fatigue, heuristics) and examples of .
” p environmental changes
workplace “nudges”.
Low-barrier task with
immediate mastery Post-intervention
. . o N . . NLB approach [13], experience; autonomy in food H,mmn_:.ﬂmmm-ﬁ-nrmbmm
Practical Exercise 1: Simplify decision-making and promote creation of . . selection; visual guidance questionnaire; pre—post
" e - . . . Choice Architecture [26], . . . .
Lunchbox Building healthy default lunch options; increase planning skills , ) through five product comparison of perceived 20 min
” ot Bandura’s Self-Efficacy . . :
Blocks and nutrition knowledge. categories (protein, complex  barriers; 3-week
Theory [14]
carbohydrates, follow-up
fruit/vegetables, healthy fats, behavioral analysis
additions)
Develop intuitive skills for assessing and planning . L .
. . healthy meals using the Harvard Healthy Eating Plate  NLB approach [13], Peer Qum.nsmmﬂo:\ shared T.ml.ﬁ.oﬂ evaluation of
Practical Exercise 2: L. . R evaluation of meal examples; nutrition knowledge; .
" . ” model, emphasizing balanced proportions of food Healthy Eating Plate . - . 15 min
Healthy Eating Plate | . . S autonomy in creating facilitator
groups (¥ fruit and vegetables, 4 whole grains, % Guidelines [28,29] L
. balanced meals qualitative notes
healthy protein)
. . Identify and reframe personal barriers to healthy NLB approach [13], Normalization of challenges; _uaml,v ost comparison of
Practical Exercise 3: . . . L . ] barrier checklists; .
. . eating at work; generate coping strategies and foster =~ Cognitive Load Theory collective problem solving; - 10 min
Overcoming Barriers . . . qualitative
agency in addressing them. [30] peer-generated strategies . -
discussion notes
Translate session content into immediate action; ﬂww m%ﬂ%mnwmw_\ Small Verbal and written goal M»MMMMM MH intention
Behavioral Call to Action  encourage commitment to at least one small change Yo commitment; public sharing ! 5 min

Note: Description of the BPBEWI implemented in two schools (1 = 36). Each segment integrates theoretical foundations (needs-based, learner-centered, and behaviorally focused [NLB]
approach; Behavioral Economics; Self-Efficacy Theory; Small Wins Theory), psychological resource targets (self-efficacy, optimism, resilience), and verification methods. Session duration:

60 min; one group session conducted at the workplace. Abbreviations: NLB—needs-based, learner-centered, and behaviorally focused approach; min—minutes.
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e Employees qualified for
intervention
(n=68)
Excluded (n=16)
Did not complete initial
survey and pre-test, refused
to take partin the
intervention
Employees that took partin the
intervention
(n=52)

Excluded (n=8)
Did not complete the initial
follow-up survey, entered

T2 wrong codes

Employee data retrieved
immediately after intervention
(n=44)

Excluded (n=8)
Did not complete the final
follow-up survey, entered

T3 Employee data retrieved after 3- wrong codes

week follow-up

(n=36)

Figure 2. CONSORT flow adapted for a quasi-experimental study (n = 36). Abbreviations:
T1—Dbaseline; T2—post-intervention; T3—3-week follow-up; CONSORT—Consolidated Standards of
Reporting Trials.

The intervention was conducted in the participants’ natural work environments dur-
ing working hours, in rooms provided by the employer. The intervention was implemented
in two public educational institutions located in the Warsaw metropolitan area, employing
administrative and teaching staff. Both sites represented typical medium-sized schools,
facilitating replication in similar occupational contexts. The employer provided orga-
nizational support (room, projector, access to water and healthy snacks). Participants
were not required to travel to another facility, which minimized logistical barriers and
enhanced the ecological validity of the intervention. Attendance did not interfere with
routine professional responsibilities.

The intervention was implemented according to an identical protocol in both institu-
tions, with a fixed sequence of components and consistent timing throughout. The facilitator
used a checklist to ensure consistent delivery. During the session, participants worked with
worksheets (see Supplementary S1 and S2). After the session (T2), they received a brochure
(see Supplementary S3) containing simple recipes, strategies for preparing healthy meals,
and examples of workplace lunch plans.

The 60 min intervention consisted of a single group session conducted in the partici-
pants” workplace. It was an interactive, small-group workshop combining a brief lecture,
guided discussion, and hands-on exercises. The intervention was divided into two parts:
a 10 min theoretical component and a 50 min practical component. The theoretical part
addressed the impact of workplace nutrition on cognitive functioning, mood, and pro-
ductivity, as well as elements of behavioral economics in the context of dietary choices
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(default options, decision fatigue, heuristics). Examples of environmental nudges that
support healthy choices were also presented. The practical part included three exercises.
The first exercise, Lunchbox Building Blocks, involved assembling a healthy lunch from
five categories of products (protein, complex carbohydrates, vegetables/fruits, healthy fats,
and add-ons). This activity aimed to simplify the decision-making and establish default
options for healthy workplace meals. The second exercise, Healthy Eating Plate, aimed to
teach the intuitive evaluation of meal quality and the practical application of healthy eating
principles. The task involved assessing and planning meals according to the Harvard
Healthy Eating Plate model [28], which emphasizes visual proportions of food groups.
Participants filled half of their plates with fruit and vegetables, one-quarter with whole
grains, and one-quarter with healthy protein sources. They used healthy oils in moderation
and chose water as the primary beverage. To enhance cultural relevance and understanding,
the workshop incorporated the Polish adaptation of the Healthy Eating Plate, developed
by the National Centre for Nutrition Education [29], which visually represents proportions
of food groups adapted to national dietary guidelines and typical meal patterns.

The third exercise, Overcoming Barriers, centered on identifying barriers and develop-
ing strategies to overcome them. The session concluded with a Behavioral Call to Action,
in which facilitators asked participants to write down at least one small change they could
implement the next day (e.g., preparing a healthy lunch). This activity aimed to translate
knowledge into immediate action and support habit formation.

The content and format of the practical exercises were designed to incorporate psy-
chological mechanisms that draw on participants’ key resources, particularly self-efficacy
(low-threshold tasks, opportunities for autonomous decision-making, incremental goals),
resilience (collaborative problem-solving, sharing of experiences), and optimism (positive
framing of messages, emphasizing the benefits of healthy choices).

Table 1 presents the structure, theoretical underpinnings, psychological targets, and
verification methods of the intervention.

The intervention was conceptually grounded in the Behavior Change Technique (BCT)
Taxonomy v1, as proposed by Michie et al. [22]. It integrated participatory, experiential, and
self-regulatory strategies. Its behavioral logic followed an inputs—-mechanisms—outcomes
framework consistent with current implementation science and Self-Determination Theory
(SDT) (see Table 2).

Table 2. Mapping of intervention components to Behavior Change Techniques (BCTs) and corre-
sponding psychological mechanisms.

. Psychological
Intervention Component Mapped BCT (v1) Mechanism/Mediator Expected Outcome
Identification of personal Problem solving Awareness of obstacles; Reduced perceived
dietary barriers (BCT1.2) cognitive reframing barriers
“Lunchbox Building . . Concrete goal formation; Improved
v . . Action planning . . .
Blocks” exercise (planning increased perceived meal-preparation
(BCT 1.4) . .
balanced meals) control intentions
“Healthy Eating Plate” Instruction on how to Procedural knowledge; Enhanced
visual task (portion perform the behavior visualization of healthy nutrition-related
composition) (BCT 4.1) proportions knowledge
Group discussion and (]31,: g}d; ;;}(Sgg:f ?j‘m%rrt Social modeling; Increased motivation
facilitator feedback - pp self-evaluation; relatedness and engagement

(unspecified) (BCT 3.1)
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Table 2. Cont.

Intervention Component

Psychological

Mapped BCT (v1) Mechanism/Mediator

Expected Outcome

Encouragement and
reinforcement from

Verbal persuasion about  Strengthened self-efficacy and ~ Higher readiness for

facilitator capability (BCT 15.1) optimism change
Educational brochure with Adding objects to the Environmental cue for Maintenance of
recipes and strategies environment (BCT 12.5) autonomous continuation self-directed behavior

Inputs included a 60 min participatory workshop incorporating visual and practi-
cal tools (Healthy Eating Plate and Lunchbox Building Blocks exercises), as well as an
educational brochure with simple workplace recipes.

The mechanisms and mediators aimed to enhance knowledge, self-efficacy, and au-
tonomous motivation by employing several key BCTs: problem solving (BCT 1.2), action
planning (BCT 1.4), instruction on how to perform the behavior (BCT 4.1), feedback on
behavior (BCT 2.2), and verbal persuasion about capability (BCT 15.1). Group interac-
tion provided additional social support (BCT 3.1), and the take-home brochure served as
an environmental cue to sustain the behavior (adding objects to the environment, BCT
12.5) [22].

The expected outcomes were reduced perceived barriers, a strengthened sense of
competence and control, and greater readiness to plan and prepare healthy meals for work.
This logic model illustrates how participatory learning and self-regulatory techniques
activate cognitive and motivational pathways that lead to behavioral intentions.

The content was tailored from the dietary barriers that employees self-reported in a
pre-session needs assessment.

The intervention was delivered by an experienced dietetics and public health (A.H.)
medical university graduate with a master’s degree and extensive experience in conducting
health-related training and educational interventions. The facilitator had both subject-
matter expertise and pedagogical competence to implement the intervention in line with
behavioral intervention principles and the NLB approach. In addition, the content was
reviewed by a psychologist (M.].) and a public health specialist (I.C.).

Prior to implementation, the facilitator participated in a two-hour preparatory training
session led by the coordinating psychologist (M.].). The training included a review of
the intervention protocol, a discussion of behavioral change techniques, and role-playing
exercises to standardize the delivery style and ensure consistency across settings. A written
manual and a facilitator checklist were provided to promote adherence to the protocol.

Throughout the implementation phase, the facilitator received ongoing supervision
from the coordinating researcher (M.].), who reviewed session documentation and provided
feedback after the initial delivery. This ensured procedural consistency between institutions.

No major modifications were made during implementation, and both institutions
followed the same protocol.

The implementation team monitored the intervention by documenting the sessions
duration and progression. Attendance was recorded at each session, and all 36 participants
completed the full 60 min workshop (n = 36). To ensure consistent implementation, the
checklist included items related to timing, the sequence of exercises, facilitator prompts, and
participant engagement. After each session, the coordinating psychologist (M.].) reviewed
the completed checklists and provided feedback to verify procedural fidelity. No major
deviations from the standardized protocol were identified across sites. Upon completion,
participants evaluated the intervention’s usefulness. Acceptability was assessed via a brief,

’

anonymous, post-session questionnaire that evaluated perceived usefulness, relevance,
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satisfaction, and willingness to recommend the session to colleagues. Three weeks after the
session (T3), the research teams administered an online follow-up to assess the maintenance
of the short-term effects.

3.4. Primary and Secondary Outcomes

The primary outcome of this study was the change in the number of subjectively
perceived dietary barriers between baseline (T1) and the three-week follow-up (T3).
Secondary outcomes included the following:

1.  Maintenance of the declared intention to modify dietary behaviors three weeks after
the intervention (T2 vs. T3).

2. Increase in subjectively perceived knowledge about healthy eating in the work-
place (T2).

3. Subjective evaluation of the usefulness of the intervention on a 0-10 scale (T2).

3.5. Scientific Tools

This study employed a set of questionnaire tools covering sociodemographic, oc-
cupational, dietary, and psychological variables, as well as the perceive usefulness of
the intervention. The instruments were administered in paper form (baseline—T1 and
immediately post-intervention—T2) and electronically (three-week follow-up—T3).

At baseline (T1), data were collected on sociodemographic, occupational, dietary, and
psychological variables, as along with perceived barriers to healthy eating at work. At T2,
participants provided information regarding their intention to change and the perceived
usefulness of the intervention, while at T3, data were collected on the maintenance of
behavior changes adopted in the intervention.

3.5.1. Sociodemographic, Occupational, and Dietary Data

We characterized participants in terms of basic sociodemographic variables (age,
sex, educational level, and place of residence), occupational factors (type of employment,
average weekly working hours, nature of work performed, and gross monthly income),
and dietary habits. The dietary behavior questionnaire included questions regarding the
number of meals consumed during working hours, the types of meals consumed (breakfast,
lunch, snacks), preparation of meals for work (always, sometimes, never), and self-assessed
nutrition knowledge (a 3-point descriptive scale).

3.5.2. Workplace Healthy Eating Barriers Scale

The list of perceived barriers was developed through a structured process that com-
bined research data and expert consensus. First, the research team identified potential items
based on previous studies addressing barriers to meal preparation and dietary change in
the workplace [4-12]. Then, a multidisciplinary research team (dietitian, psychologist, and
public health specialist) reviewed them to ensure content validity and contextual relevance
for the school workplace setting. The final list included six categories of barriers: lack of
time, lack of knowledge, lack of motivation, lack of appropriate ingredients, unwillingness
to cook, and other (open-ended).

Participants could select more than one barrier. Additionally, the participants were
asked whether they perceived preparing healthy meals as time-consuming, rated on a
4-point scale ranging from “definitely yes” to “definitely no”.

3.5.3. Psychological Resources

Standardized instruments in their Polish adaptations were used to measure psycho-
logical variables.
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The Generalized Self-Efficacy Scale (GSES) developed by Schwarzer and Jerusalem
and adapted by Juczynski consists of 10 items rated on a 4-point scale (1-4). It measures
an individual’s belief in their ability to cope with difficult situations and achieve intended
goals. The total score ranges from 10 to 40 points, with higher scores indicating greater
self-efficacy. In the present study, the internal consistency of the Polish version was satis-
factory (Cronbach’s « = 0.85), consistent with previous validation research. The GSES has
demonstrated good reliability and construct validity, showing positive associations with
adaptive coping, self-control, and proactive health behaviors [32].

The Life Orientation Test-Revised (LOT-R) developed by Scheier, Carver, and Bridges,
adapted by Poprawa, contains 10 items (6 diagnostic, 4 fillers) that are rated on a 5-point
scale (0—4). The test measures dispositional optimism, which is defined as the tendency to
expect positive events in the future. The overall score is the sum of the diagnostic items,
and researchers code the responses to the negatively worded items in reverse. In this study,
the Polish version demonstrated acceptable internal consistency (Cronbach’s « = 0.76). The
LOT-R has demonstrated adequate reliability, factorial validity, and strong criterion validity,
correlating with lower stress and higher subjective well-being [32].

The Brief Resilient Coping Scale (BRCS), developed by Sinclair and Wallston and
adapted by Piérowska et al., is a 4-item scale rated on a 5-point Likert scale. It measures an
individual’s capacity for resilient coping in challenging situations. Total scores range from
4 to 20, with higher scores reflecting greater resilience. In the present sample, the internal
consistency was modest (Cronbach’s « = 0.63), which is typical of very short scales. The
BRCS demonstrates satisfactory convergent validity [33].

3.5.4. Assessment of Intent to Change and Intervention Usefulness

Immediately after the intervention (T2), participants responded to “yes/no” questions
regarding their intention to prepare healthy meals for work, their intention to change
their eating habits, and their perception of increased nutrition knowledge. Additionally,
participants rated the usefulness of the session on a 0-10 scale (0 = “not useful at all”,
10 = “very useful”).

3.5.5. Assessment of Effect Maintenance at Three-Week Follow-Up

At three-week follow-up (T3), participants completed an online questionnaire that
included the following items: barriers they had overcome, perceived ease of preparing
healthy meals for work, motivation stability to prepare healthy meals for work, meal
planning regularity for work, culinary skills development for preparing healthy meals
for work, and change durability in dietary behaviors. The questions were categorical or
ordinal, and researchers tailored them to the content of each topic.

3.6. Statistical Analysis

All statistical analyses were conducted using IBM SPSS Statistics (version 14). The
significance level was set at p < 0.05 for all tests. Descriptive analyses were first performed
to obtain statistics on demographic variables, dietary behaviors, and psychological charac-
teristics. We presented categorical variables as frequencies and percentages, and continuous
variables using means, standard deviations, and ranges.

Analyses were performed using a complete-case approach, including only participants
who provided data at all three measurement points (T1-T3). Missing data were minimal
and primarily occurred due to incomplete responses in the online three-week follow-up
questionnaire (T3). Since the missing data were related to practical or organizational factors
(e.g., workload, limited access to a computer during the follow-up week) rather than
participant characteristics or study variables, we assumed the data to be missing at random.
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Due to the exploratory and pilot nature of this study, the research team did not conduct
a sample size calculation a priori. The total number of eligible employees available at the
time of the intervention in both participating schools served as the sample size (1 = 36). This
approach aligns with recommendations for feasibility and pilot studies that focus on testing
procedures, acceptability, and short-term effects rather than formal hypothesis testing.

To provide additional transparency, the researchers performed a post hoc power
analysis for the primary outcome (reduction in perceived dietary barriers, paired Wilcoxon
signed-rank test). For the observed large effect size (r = 0.78; « = 0.05), the achieved
statistical power was 1 — 3 = 0.94. While this indicates adequate sensitivity to detect
large effects, the small sample size limits the external validity and generalizability of the
findings. Therefore, the results should be interpreted as preliminary evidence supporting
the feasibility and short-term potential of the intervention.

To evaluate the effectiveness of the intervention in reducing dietary barriers, we com-
pared the number of barriers reported by participants at baseline (T1) and at the three-week
follow-up (T3). Since the data distribution deviated from normality, the team performed a
paired Wilcoxon signed-rank test, and they reported effect sizes as the coefficient r (Z//N)
and the rank-biserial correlation (rb). For paired binary responses (Yes/No), changes
between the baseline and post-intervention were analyzed using McNemar’s test, and
effect sizes were expressed as the risk difference (RD) and odds ratio (OR). For continuous
outcomes, such as satisfaction with the workshop (0-10 scale), the effect size was calculated
using Cohen’s d.

Due to logistical constraints and the exploratory nature of this study, the researchers
did not conduct a priori power analysis. The interpretation of results should therefore be
cautious and considered as a preliminary validation of the intervention model.

3.7. Ethics and Informed Consent

The study team informed all participants about the purpose of this study and that
their participation was voluntary. Each participant signed a written informed consent form
that included permission for the processing of anonymized data for scientific purposes.
The Ethics Committee of the Medical University of Warsaw approved this study (approval
no. AKBE/291/2023, 9 October 2023), confirming its compliance with the current ethical
standards for research involving human participants. We collected and analyzed data in a
manner that ensured anonymity and confidentiality.

4. Results
4.1. Participants

All participants had completed higher education, and 100% were teachers or admin-
istrative staff. The mean age was 46.81 years (SD = 11.95); the youngest participant was
24 years old, and the oldest was 64 years old. The group included 30 women (83.3%) and
6 men (16.7%). All participants were employed under a work contract, and most worked
on-site five days a week (91.70%; n = 33). One participant reported working four days per
week (2.8%), while two reported two on-site days per week (5.6%). Participants reported
an average of 35.39 h worked per week (SD = 13.92), ranging from 6 to 70 h (no shift work).

The survey asked participants to indicate their gross monthly income bracket. The
most frequently selected range was PLN 6000 to 7999 (n = 22; 61.1%). Other responses were
distributed as follows: PLN 4242 to 5999 (n = 7; 19.4%), PLN 8000 to 9999 (n = 5; 13.9%),
below PLN 4242 (n = 1; 2.8%), and above PLN 10,000 (n = 1; 2.8%).

The mean self-efficacy level was 29.06, with moderate variability (SD = 4.51). Par-
ticipants demonstrated relatively high levels of optimism (M = 15.06; SD = 4.08) and
psychological resilience (M = 14.39; SD = 3.06) (see Table 3).
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Table 3. Descriptive statistics for psychological variables: self-efficacy, resilience, and optimism.

Variable Intensity Level (*)

Psychological . . .
Variable Min. Max. M SD Low Medium High
n (%) n (%) n (%)
Self-efficacy 20 40 29.06 4.510 5 (13.90) 14 (38.90) 17 (47.20)
Resilience 6 20 14.39 3.064 10 (27.80) 15 (41.70) 11 (30.60)
Optimism 6 22 15.06 4.084 10 (27.80) 14 (38.90) 12 (33.30)

Data represent baseline (T1) results of participants who completed all measurement points (1 = 36). Levels
categorized according to Polish population norms (*) [32,33]. Note: n—number of participants; M—mean;
SD—standard deviation; Min.—minimum; Max.—maximum,; %—percentage of participants. Measurement
tools: GSES—Generalized Self-Efficacy Scale; BRCS—Brief Resilient Coping Scale; LOT-R—Life Orientation
Test-Revised.

Most participants had one or two meals at work, primarily snacks and breakfasts.
Lunches were reported much less frequently. Some participants prepared their own meals,
though few did so regularly. In contrast, the vast majority reported eating breakfast before
the start of the workday (Table 4). All employees had equal access to the same on-site
cafeteria, which offered the same meal options to school staff and students.

Table 4. Dietary behaviors during work hours, baseline (T1).

Variable n %
0 1 2.80
1 11 30.60
Number of meals consumed at work 5 19 52 80
3 5 13.90
. yes 22 61.10
Breakfast consumption at work o 14 38.90
. yes 14 38.90
Lunch consumption at work o » 61.10
. yes 28 77.80
Snack consumption at work o 3 2220
no 11 30.60
Self-preparation of meals for work yes, sometimes 12 33.30
yes, always 13 36.10

Note: Frequencies and percentages of meal-related behaviors during work hours at baseline (T1). Variables include
number and type of meals consumed at work and frequency of meal preparation. Abbreviations: n—number of
participants; %—percentage.

4.2. Baseline Barriers and Perceptions

Only three participants reported experiencing none of the barriers listed for preparing
healthy meals for work. The remaining participants identified one (n = 17; 47.2%), two
(n = 14; 38.9%), or three (n = 2; 5.6%) barriers. The results (see Table 5) indicate that lack of
time was the most frequently reported barrier.

Of the 36 study participants, 5 individuals (13.9%) indicated that preparing healthy
meals for work is “definitely” time-consuming, and 19 individuals (52.8%) stated that it is
“rather” time-consuming. In contrast, 12 participants (33.3%) expressed the opposite view,
selecting “not rather”. No participants chose “definitely not” or “hard to say”.



Nutrients 2025, 17, 3371

15 of 25

Table 5. Self-reported barriers to preparing healthy meals for work (1 = 36).

Barriers to Preparing Healthy Meals for Work

Number of
Responses (1)

Percentage (%)

Lack of time at work to eat a healthy meal

Insufficient knowledge

Unavailability of appropriate ingredients

Lack of motivation
Reluctance to cook
Other—excessive workload

~No ool

80.60
0
22.20
16.70
19.40
2.80

Note: Participants could indicate more than one barrier. Results expressed as number and percentage of responses.
Abbreviations: n—number of responses; %—percentage. Data collected at baseline (T1).

4.3. Primary Outcome: Changes in Perceived Barriers Following the Intervention

The paired Wilcoxon signed-rank test (n = 36) revealed a significant reduction (T1 vs.
T3) in the number of dietary barriers following the intervention (A = —1 [IQR: —2 to 0];
Z=—-4.69,p <0.001, r = —0.78). These findings imply that the intervention substantial de-
creased the number of perceived obstacles to health-promoting behaviors in the workplace

(see Table 6).

Table 6. Change in the number of reported barriers at baseline (T1) and at three-week follow-up
(T3)—the paired Wilcoxon test (1 = 36).

T £ Chan Number of Mean Sum of

ypeo ange Cases (n) Rank Ranks
Reduc.tlon in the number of barriers % 13.50 351.00
(negative ranks)
Increase in the number of barriers

L. 0 0 0

(positive ranks)
No change (ties) 10 - -

Detailed results for individual perceived barriers. Summary statistics are presented in Table 7. Note: The analysis
compares the number of perceived dietary barriers at baseline (T1) and at three-week follow-up (T3). Test: Paired
Wilcoxon signed-rank test (Z = —4.689; p < 0.001; r = 0.78). Abbreviations: n—number of participants; M—mean;
SD—standard deviation; Z—test statistic; p—significance level; r—effect size calculated as Z//N.

Table 7. Self-reported changes at three-week follow-up (T3) (n = 36).

Variable n %
Definitely no 1 2.80
Perceived ease of preparing  Rather no 4 11.10
healthy meals for work Rather yes 27 75.00
Definitely yes 4 11.10
Stability of motivation to Low 8 13.90
prepare healthy meals Moderate 18 50.00
for work High 13 36.10
Never 2 5.60
Regularity of planning meals ~Sometimes 23 63.90
for work Rarely 4 11.10
Always 7 19.40
Devel £ culi No, my skills have not changed 5 13.90
keﬁe F)pment ° Cuhl nalr}}i Not really, but I feel more motivated 14 38.90
sl f u; prepalimg ealthy Yes, but I still need more practice 15 41.70
meals Ior wor Yes, definitely 2 5.60
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Table 7. Cont.
Variable n %
Durability of introduced Yes 33 91.70
dietary changes No 3 8.30

Note: Percentages of participants reporting maintenance of positive dietary behaviors at three-week follow-up
(T3). Variables: Perceived ease of preparing healthy meals, motivation stability, meal planning regularity, culinary
skill development, and durability of dietary changes. Abbreviations: n—number of participants; %—percentage.

4.4. Immediate Post-Intervention Outcomes (T2)

At baseline (T1), 25.00% of participants (1 = 9) reported consistently adhering to healthy
eating principles. Meanwhile, 63.90% (1 = 23) were aware of the recommendations, yet did not
always implement them, and 11.10% (1 = 4) indicated gaps in their knowledge. Immediately
post-intervention (T2), the majority (86.1%, n = 31) reported an increase in knowledge about
healthy eating in the workplace, while 13.9% (1 = 5) reported no change. McNemar's test
revealed a statistically significant increase in the proportion of participants who perceived
an improvement in their nutrition-related knowledge following the workshop (p < 0.001;
OR = 23.00, 95% CI: 3.10-170.10; risk difference = +61.1 percentage points).

To assess the immediate post-intervention behavioral intentions (T2), participants were
asked if they planned to alter their eating habits or prepare healthy meals for work. The pro-
portion of participants intending to change their eating habits increased significantly after
the intervention, rising from 36.1% (1 = 13) at baseline (T1) to 86.1% (1 = 31 at the three-week
follow-up (T3). McNemar’s test confirmed a significant improvement in readiness to change
(p < 0.001; OR = 10.00, 95% CI: 1.80-54.50; risk difference = +50.0 percentage points). No-
tably, a high proportion of participants (91.7%; n = 33) declared an intention to prepare
healthy meals for work. McNemar’s test confirmed a statistically significant increase in
the behavioral intention to prepare healthy meals for work (p < 0.001; OR = 22.00, 95% CI:
2.90-165.50; risk difference = +58.3 percentage points), indicating a very large effect size.

The subjective evaluation of the intervention used a 1 to 10 scale (1 = “not useful at
all”, 10 = “very useful”). The mean rating was 8.28 (SD = 1.77), with responses ranging
from 3 to 10 (1 = 36). These results indicate a high level of acceptance of and satisfaction
with the intervention. Only two participants gave low ratings (3 and 4) but did not
provide comments justifying their evaluations. Additional analyses showed a very large
effect size (Cohen’s d = 1.85), confirming that participants perceived the intervention as
highly valuable.

4.5. Sustained Effects at Three-Week Follow-Up (T3)

At three-week follow-up (T3), the majority of the participants reported continued
positive effects (see Table 7). A large proportion (86.1%) indicated that preparing healthy
meals for work was easy and they were highly or moderately motivated to do so. Over
80% of the participants said that they always or sometimes planned healthy meals for work
following the intervention. However, the intervention did not clearly improve culinary
skills. Some participants stated that their abilities had not changed and still required
practice, though they reported increased motivation to prepare healthy lunches. Over 90%
of the participants reported maintaining at least one dietary change during the three weeks
after the intervention.

No adverse events or unintended effects were reported during the intervention.

4.6. Summary of Primary and Secondary Outcomes

The overall effects of the intervention across all primary and secondary outcomes are
summarized in Table 8, which presents pre- and post-intervention values, changes (A),
statistical tests, and effect sizes with 95% confidence intervals.
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Table 8. Primary and secondary outcomes.
Outcome T1 T2 A (Change) Test p E[fgf;;t ?:IIZ]e
o
Primary outcome
. . . . Paired
Perceived dietary Median = 1.0 Median =0 —1[IQR: -2 . _
barriers (total score) [IQR: 1-2] [IQR: 0-1] to 0] ;VI_ICSZOJ; <0.001 r=-078
Secondary outcomes
Intention to change o o McNemar OR =10.00
eating habits (Yes, %) 36.10% 86.10% +50.0 pp x2(1) = 13.14 <0.001 [1.80-54.50]
Intention to prepare _
healthy meals for 33.30% 91.70% +58.3 pp 12\/(13\]_‘32“7‘"";9 <0.001 8% 6—?250(5) 0
work (Yes, %) X A= ’ ’
Nutrition-related o o McNemar OR =23.00
knowledge (Yes, %) 25.00% 86.10% +61.6 pp Y3(1) = 21.7 <0001 13 10-170.10]
Workshop satisfaction . Mean = 8.28 ) ) ) Cohen’s
(0-10 scale) (SD =1.15) d=198

Note: Effect sizes and confidence intervals are reported for each test. McNemar’s test was applied to paired
binary outcomes, and the paired Wilcoxon signed-rank test to paired ordinal data. Significance thresh-
old was set at p <0.05 (two-tailed). Abbreviations: T1—baseline (pre-intervention); T2—post-intervention;
A (Change)—difference between T2 and T1; IQR—interquartile range; pp—percentage points; Z—the paired
Wilcoxon signed-rank test statistic; x?(1)—McNemar’s chi-square test with 1 degree of freedom; OR—odds
ratio; CI—confidence interval; r—effect size for paired Wilcoxon test (rank-biserial correlation); Cohen’s
d—standardized mean difference (effect size).

5. Discussion
5.1. Summary of Main Findings

This study primarily aimed to evaluate the short-term impact of a BPBEWI conducted
in a school setting among white-collar employees (teachers and administrative staff) on
perceived dietary barriers and participants’ readiness to change dietary behaviors. The
intervention was associated with a reduction in reported barriers, which provides prelim-
inary support for Hypothesis H1, suggesting that targeted educational and behavioral
support could be useful for this occupational group.

Regarding the secondary outcomes, the participants reported an increase in their
perceived nutritional knowledge, and a strong intention to improve their dietary habits.
They also reported a very high intention to prepare healthy meals for work. The participants
also rated the intervention as highly useful, reflecting their high satisfaction with the content
and format of the sessions (H2).

At three-week follow-up (T3), most participants reported that they had maintained
positive changes. These changes included reduced perceived difficulty in meal preparation,
sustained motivation, and consistent meal planning for work. A large proportion of
participants reported having made at least one specific change to their eating habits. These
results provide preliminarily support for Hypothesis H3, which suggests the short-term
maintenance of reported behavioral intentions following the intervention. However, the
lack of long-term follow-up limits our ability to draw conclusions about the durability of
the changes.

5.2. Interpretation in Relation to Prior Research

The findings align with the growing interest in the feasibility and potential benefits of
short-term environmental and behavioral interventions in the workplace [5,34]. The reduc-
tion in perceived dietary barriers after participating in a BPBEWI is consistent with previous
reports indicating that even single-session, well-designed educational and motivational
initiatives can reshape the perception of difficulties associated with healthy eating [5,35].
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This is particularly true for behavioral barriers, such as a lack of a meal preparation habits,
difficulty with planning, and an absence of practical solutions.

Demonstrating simple strategies, modeling behaviors, and providing opportunities
to practice specific solutions (e.g., lunch planning) may foster behavioral changes more
readily than cognitive education alone. Unlike deeply held beliefs or values, behavioral
barriers often stem from a lack of experience or routine-based actions and may be more
susceptible to change through brief, well-structured interventions [35].

The intervention was designed to influence the automatic decision-making processes
related to food choices. It employed simplified planning tools and default action schemes,
such as the Lunchbox Building Blocks exercise. This exercise drew on behavioral economics
mechanisms, including decision fatigue, limited cognitive capacity, and the tendency
to maintain the status quo [6,11]. By reducing the cognitive load associated with meal
planning, the researchers encouraged participants to make healthier choices independently.

At the same time, the practical exercises, such as Lunchbox Building Blocks and
Healthy Eating Plate, allowed participants to immediately apply their knowledge, develop
meal-planning skills, and visualize nutrient proportions. Thus, the intervention integrated
a practical and an educational component, activating self-regulation processes (action
planning, anticipating difficulties) and strengthening the sense of competence and auton-
omy [21,22,36]. According to Self-Determination Theory [21,37], these are key components
of intrinsic motivation.

From a psychological perspective, implementing a simple and feasible strategy seemed
to minimize the perceived barriers, which often play a greater role in readiness to act than
actual resource constraints. When barriers are perceived as overwhelming, individuals may
abandon attempts at change, even if they have the means to do so objectively. Reducing the
subjective burden of these barriers may help restore a sense of agency and initiate action,
which helps explain the study findings [38-40].

The observed outcomes may have been influenced three key psychological resources
of the participants: self-efficacy, optimism, and resilient coping [41,42]. The designed
practical activities allowed participants to experience agency in meal planning, which
strengthened self-efficacy. These activities introduced simple, attainable strategies that
fostered positive expectations about the success of change, promoting optimism. The
activities also encouraged the search for feasible solutions within a demanding work
environment, developing resilient coping. Consequently, the intervention appears to have
addressed cognitive, practical, and psychological barriers to change readiness.

The intervention included a brochure with quick, simple, and healthy recipes for
workplace meals, designed for everyday professional settings. Including the brochure may
have positively influenced participant engagement and strengthened their readiness to
implement change. As demonstrated in the study by Moreau et al., providing participants
with simple, practical materials (e.g., recipes, dietary strategies) can enhance competence
and facilitate the adoption of healthy habits, especially in daily work life [43].

From a psychological perspective, the brochure served as a tool that supported auton-
omy and competence, which are two key components of intrinsic motivation according to
Self-Determination Theory [21,37]. Additionally, it may have reduced anxiety related to
failure or a lack of ideas (“What can I actually eat?”), which often poses a barrier to adopt-
ing healthy habits. In the context of a one-time intervention of this type, well-designed,
practical materials may be an important element in supporting the transfer of knowledge
from the workshop setting to participants’ everyday professional lives [42].

The three-week follow-up results (T3) are consistent with these observations. Most
participants reported maintaining changes, increased motivation, and greater ease in
meal preparation. The literature emphasizes that brief interventions can initiate change



Nutrients 2025, 17, 3371

19 of 25

when they address participants’ specific needs and are embedded in their daily lives [5].
Participants’ ability to maintain changes independently, without further structural support,
suggests the successful activation of internal motivational and cognitive mechanisms.

Beyond these individual-level mechanisms, contextual and environmental factors may
have also played a role in shaping the outcomes. The intervention was implemented in
schools, where employees often have limited time for meals, short or fragmented breaks,
and limited access to healthy food options in cafeterias [7-9]. These workplace constraints
may have influenced perceived barriers and participants’ ability to apply the strategies
introduced during the workshop. Additionally, external factors such as household respon-
sibilities, caregiving duties, and financial constraints may have affected participants” ability
to plan and prepare healthy meals for work [44]. Furthermore, workplace conditions, such
as the fixed duration of lunch breaks and the limited cafeteria meal options or pricing, may
have further constrained behavioral change. Although these contextual influences were
not formally assessed, they may have moderated the observed outcomes and should be
systematically examined in future controlled studies.

5.3. Implications for Practice

The study findings offer valuable insights for practitioners of workplace health pro-
motion. They demonstrate that a brief, one-session intervention can effectively reduce
perceived barriers and enhance readiness to make healthy dietary choices. This suggests
that health promotion initiatives do not always need to be long-term or intensive; rather,
they should focus on real challenges and adapt to everyday working conditions.

From a practical perspective, it is crucial to focus on real barriers rather than normative
messaging alone. An approach consistent with motivational interviewing is to work with
barriers through identification, reframing, and collaborative problem-solving [45]. This
approach posits that lasting behavior change is more likely to stem from personal reflection
and intrinsic motivation than from external directives. Similarly, the Solution-Focused
Approach (SFA) [46] does not emphasize analyzing the causes of unhealthy behaviors.
Instead, it focuses on identifying resources, finding feasible strategies, and strengthening
the belief in the possibility of change. This approach fostered an increased sense of agency
and motivation, and it allowed for the individualization of the workshop experience despite
its group format.

Including short nutrition modules within existing structures, such as occupational
health and safety (OHS) or corporate social responsibility (CSR) initiatives, is particularly
valuable. This approach increases the appeal and ease of implementing interventions within
organizations, because they become part of mandatory or strategic employer activities.

The intervention model used in this study can be adapted to various sectors, including
education, public administration, services, and small businesses. Minimal organizational
requirements include a 60 min workshop, supporting materials (e.g., brochures, simple
planning tools), and a professional trained in dietetics or health promotion to deliver it.
Due to its low cost and flexibility, this model is easily scalable and adaptable to the specific
needs of different occupational groups.

5.4. Strengths and Limitations

This study has several strengths that enhance its practical value and potential applica-
tions. First, the research team designed and implemented the intervention in a natural work
environment, where it accounted for the actual needs and circumstances of the participants.
Importantly, this study is among the few that focus on white-collar school employees, a
professional group rarely included in nutritional interventions despite their high cognitive
demands and limited opportunities for meal breaks. The applied model, a BPBEWI, proved
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feasible with minimal organizational resources, and participants evaluated it positively.
Its participatory and problem-oriented structure deserves particular attention. It enabled
participants to actively engage in identifying and analyzing dietary barriers, rather than
limiting the process to passive education. Another strength of this study was the inclu-
sion of a three-week follow-up (T3), which allowed for a preliminary assessment of effect
sustainability. Finally, the integration of educational and behavioral elements with low-
threshold psychological components makes this intervention easy to replicate and adapt in
other occupational settings.

However, despite these advantages, this study has important limitations. First, it used
a pre—post design without a control group, which substantially limits internal validity and
prevents causal inferences. The observed changes may have resulted from external factors
(e.g., workplace circumstances) or participant expectations. Additionally, the possibility
of a Hawthorne effect must be considered, whereby improvements arise solely from par-
ticipation in this study and increased attention rather than from the actual impact of the
intervention. Second, the sample size was small (n = 36) and limited to individuals with
higher education who worked in a large city. This limitation hinders the generalizability of
the findings. Furthermore, this study did not address attrition, i.e., potential differences
between participants who remained in this study and those who withdrew or were lost to
follow-up. The absence of such analysis may limit the ability to fully assess the reliability
of the results.

Another limitation is that the main variables were operationalized using self-report
measures such as perceived knowledge, motivation, and declared behavioral changes.
These variables are susceptible to bias (e.g., expectancy effects, social desirability), par-
ticularly in the absence of objective indicators (e.g., actual food intake, meal diaries, or
biochemical markers).

It should be noted that the intervention was evaluated only twice: immediately after
completion and at the three-week follow-up. Thus, long-term tracking, which would
have allowed verification of the durability of the reported changes, was lacking. More-
over, the follow-up assessment relied solely on subjective self-reports rather than actual
behavioral data. To minimize participant burden during a short workplace session, the
researchers did not include a formal knowledge test; however, this limits the ability to
quantify learning outcomes.

Another limitation is the issue of multiple comparisons. Since several related outcomes
were analyzed, the probability of a Type I error cannot be excluded. No formal correction
for multiple testing (e.g., Bonferroni or false discovery rate adjustment) was applied,
because this study was designed as a pilot feasibility assessment. Therefore, secondary
findings should be interpreted as exploratory, serving to identify potential directions and
mechanisms to be verified in larger, controlled studies.

Given the small pilot sample and single baseline measurement of psychological re-
sources, no exploratory analyses of their associations with changes in outcomes were
conducted; this remains an important direction for future controlled studies with adequate
statistical power.

5.5. Future Directions

The findings of this study suggest that brief, targeted workplace interventions can
effectively reduce perceived dietary barriers and strengthen health-promoting intentions.
However, future research should expand the scope of the analysis and use more ad-
vanced study designs to better understand the mechanisms of action and sustainability of
such interventions.
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Future studies should incorporate an objective nutrition knowledge test (8-12 multiple-
choice or true/false items) assessing topics such as balanced meal composition, food
labeling, and portion size estimation. Moreover, researchers plan to implement extended
follow-up periods (8-12 weeks) to capture observable behavioral outcomes, such as the
frequency of bringing lunch from home, cafeteria choices, and proxies for overall diet
quality. This approach will allow for a more comprehensive assessment of the sustainability
of behavioral changes.

First, researchers should use controlled designs to allow for causal inferences and as-
sessment of intervention effectiveness compared to other forms of support (e.g., traditional
health education or digital interventions). Including long-term measurements (e.g., at 3
and 6 months) would also be valuable for evaluating the durability of the reported changes
and their translation into actual behaviors.

Second, an important area for future development is conducting an in-depth analysis
of participants’ psychological profiles and their potential moderating role. Including
variables such as the locus of control, coping style, and level of self-regulation may help
identify groups that respond particularly well (or poorly) to a given type of intervention.

Another worthwhile area of exploration is testing different variants of the same inter-
vention. For example, one could test individual formats, digital (online) versions, versions
extended with coaching elements, and versions implemented in various occupational
sectors (e.g., services, education, and public administration). Comparative studies could
reveal which components (e.g., practical exercises, supporting materials, workshop format)
are critical to effectiveness.

Finally, future projects should incorporate a more diverse set of effectiveness indica-
tors. This set should encompass not only self-assessed knowledge or intentions but also
objective data on dietary behaviors (e.g., food diaries, purchasing data, anthropometric
measurements). This data could validate reported effects and provide robust evidence of
the effectiveness of environmental nutrition interventions.

6. Conclusions

This pilot study provides preliminary evidence that a BPBEWI is feasible and ac-
ceptable, and potentially an effective approach to support employees’ dietary decision-
making in the workplace. The intervention was associated with reduced perceived bar-
riers, strengthened intentions toward healthier eating, and positive short-term feedback
from participants.

However, due to the single-group pre-post design, reliance on self-reported measures,
and the brief follow-up period after the immediate post-test, the findings should be inter-
preted as exploratory indicators of feasibility and potential usefulness rather than as proof
of effectiveness.

From a practical perspective, these brief, participatory sessions may be a time-efficient
and low-cost way for workplaces to promote healthy eating habits without disrupting
routines. Integrating brief behavioral sessions into employee wellness or health promotion
programs could increase awareness of, motivation for, and confidence in meal preparation
and healthy food choices.

Further research employing controlled designs, objective outcome measures, and
longer follow-up periods is necessary to confirm these preliminary findings and determine
the intervention’s true impact on dietary behaviors and related health outcomes.



Nutrients 2025, 17, 3371

22 of 25

Supplementary Materials: The following supporting information can be downloaded at https:
/ /www.mdpi.com/article/10.3390 /nul17213371/s1, Supplementary Materials included a hand-
out that the participants worked on during the intervention (Supplementary S1 and Supplemen-
tary S2), an information brochure distributed to workshop participants containing simple recipes
(Supplementary S3), TREND checklist final and BPBEWI data.
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Abbreviations

The following abbreviations are used in this manuscript:

WHO World Health Organization

OECD Organization for Economic Co-operation and Development
GDP Gross Domestic Product

NLB approach  Needs-based, learner-centered, and behaviorally focused approach
TREND Transparent Reporting of Evaluations with Nonrandomized Designs
T1 Baseline

T2 Immediately post-intervention

T3 Three-week follow-up

GSES Generalized Self-Efficacy Scale

LOT-R Life Orientation Test-Revised

BRCS Brief Resilient Coping Scale

N Number of responses

SD Standard deviation

M Mean

Min. Minimum

Max. Maximum

V4 Wilcoxon signed-rank test

p Significance level

RD Risk difference

CI Confidence interval

OR Odds ratio

h Cohen’s h

PP Percentage points

SFA Solution-Focused Approach
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OHS Occupational health and safety initiatives

CSR Corporate social responsibility initiatives

SDT Self-Determination Theory

CBTs Cognitive-Behavioral Techniques

TIDieR Template for Intervention Description and Replication

COM-B Capability, Opportunity, Motivation — Behavior

CONSORT Consolidated Standards of Reporting Trials

BCT Behavior Change Technique

BPBEWI Brief Participatory Behavioral and Educational Workplace Intervention
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przeprowadzenie 1 opracowanie badan oraz przedstawienie pracy w formie publikacji stanowi: udzial
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oprogramowania, opracowanie danych, przygotowanie oraz korekte manuskryptu.

2. Jako wspotautor pracy pt. Employer Actions in Office Settings and Women's Perception of the
Workplace as Supportive of Healthy Eating: A Cross-Sectional Pilot Study o$wiadczam, iz méj wlasny
wklad merytoryczny w przygotowanie, przeprowadzenie 1 opracowanie badan oraz przedstawienie
pracy w formie publikacji stanowi: udzial w przygotowamiu koncepcji badania, udziat
w przygotowaniu 1 korekcie manuskryptu. Moj udzial procentowy w przygotowaniu publikacji
okreslam jako 5%. Wklad mgr Aleksandry Hyzy w powstawanie publikacji obejmowal udziat
w opracowywaniu koncepcji badania, przygotowanie metodologii, walidacje, analize formalna,
przeprowadzenie badama, pozyskanie zasobow, opracowanie danych, przygotowanie oraz korekte
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3. Jako wspotautor pracy pt. 4 Brief Participatory Workplace Intervention on Dietary Barriers and
Healthy Eating Intentions Among Employees: A Pilot Study oswiadczam, iz méj wilasny wklad
merytoryczny w przygotowanie, przeprowadzenie 1 opracowanie badan oraz przedstawienie pracy
w formie publikacji stanow:r: udzial w analizie formalnej, pozyskaniu oprogramowania, udzial
w opracowaniu danych 1 korekcie manuskryptu. M6j udzial procentowy w przygotowaniu publikacji
okreslam jako 5%. Wklad mgr Aleksandry Hyzy w powstawanie publikacji obejmowal udziat
w opracowaniu koncepcji badania, przygotowanie metodologii, walidacje, analize formalna,
przeprowadzenie badama, pozyskanie zasobow, opracowanie danych, przygotowanie oraz korekte
manuskryptu oraz zarzadzanie projektem.

Jednoczesnie wyrazam zgode na wykorzystanie w/w pracy jako cze$¢ rozprawy doktorskiej mgr
Aleksan y H) Zy. Elektronicznie podpisany
Prof.dr hab. n.  przezProf. drhab. n.
; ed. i n. 0 zdr. Mari
med.in.ozdr. g oA
Mariusz Panczyk 518?602925,1 1.11 14:58:06

(podpis oswiadczajacego)
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