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Abstract 

Background:  Co-creation approaches are increasingly used in physical activity promotion to develop interventions 
tailored to the target group and setting. The resulting complexity of such interventions raises challenges in evalua-
tion. Accordingly, little is known about the effectiveness of co-created interventions and the underlying processes 
that impact their sustainable implementation. In this study, we attempt to fill this gap by evaluating co-created 
multi-component physical activity interventions in vocational education and training in nursing care and automo-
tive mechatronics regarding (1) their sustainable implementation at the institutional level and (2) the effectiveness of 
single intervention components at the individual level.

Methods:  Following a multimethod design, we conducted a questionnaire survey (n = 7) and semi-structured 
interviews (n = 4) to evaluate the sustainability of the interventions. Quantitative data were analyzed descriptively, and 
qualitative data were analyzed using qualitative content analysis. To examine the interventions’ effectiveness, we con-
ducted two non-randomized controlled trials (n = 111). Analysis of variance was used to examine differences between 
groups.

Results:  At the institutional level, long-term implementation of single intervention components in nursing care was 
observed; in contrast, long-term implementation in automotive mechatronics was not observed. In this context, vari-
ous factors at the outer contextual (e.g., COVID-19 pandemic), inner contextual (e.g., health-promoting leadership), 
intervention (e.g., acceptance), and personal levels (e.g., champion) influenced sustainability. At the individual level, 
no significant intervention effects were found for changes in physical activity behavior and physical activity-related 
health competence.

Conclusion:  The role of co-creation on the effectiveness and sustainability of physical activity promotion in voca-
tional education and training cannot be answered conclusively. Only in the nursing care sector, a co-creation 
approach appeared promising for long-term intervention implementation. Sustainable implementation depends on 
various influencing factors that should be considered from the outset. Demonstrating effectiveness at the individual 
level was challenging. To conclusively clarify both the role and impact of co-creation, methodologically complex and 
elaborate evaluation designs will be required in future research projects.

Trial registration:  This study was retrospectively registered at clinicaltrials.gov on 24/08/2021 (NCT05​018559).
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Background
For many young people, vocational education and train-
ing (VET) represents the first step toward working life. 
Despite their recent entry into the labor market, young 
workers are already exposed to increased health risks 
and are vulnerable to work-related diseases [1]. The 
health burdens of apprentices appear high in physically 
demanding occupations, such as in the automotive indus-
try or the nursing care sector [2, 3]. Concurrently, insuf-
ficient physical activity (PA) behavior among apprentices 
has been reported [4]; this also applies to the automotive 
mechatronics and nursing care sectors [2, 5]. Although 
there is incontrovertible evidence of the lifelong health 
benefits of PA underlining the need for PA-promoting 
interventions [6, 7], these interventions are lacking in the 
field of VET [8].

In contrast to the overwhelming evidence on the ben-
efits of PA, there is only limited evidence on the effective-
ness of different intervention strategies for promoting 
PA [9, 10]. When developing interventions to promote 
PA among individuals, it is essential to understand why 
some people are more physically active than others [11]. 
The ecological model by Bauman et  al. [12] provides a 
comprehensive framework to explain PA, suggesting 
that determinants at the individual, behavioral, social, 
environmental, and political levels play a contribut-
ing role in PA. Accordingly, the successful promotion 
of PA demands the consideration of different influenc-
ing factors at different levels [12]. Hence, the interaction 
between the individual and environmental levels also 
comes forward, as an effective behavioral change requires 
supportive environments and policies [13].

However, the success of an intervention relies on both 
effectiveness and sustained implementation. To achieve 
lasting intervention effects at the individual level, long-
term implementation of the intervention at the insti-
tutional level is fundamental [14]. The extent to which 
interventions are maintained depends on different fac-
tors relating to the innovation itself (e.g., fit, adaptability, 
effectiveness), the context (e.g., climate, culture, leader-
ship), the capacity (e.g., champions, funding, resources), 
and processes and interactions (e.g., engagement, shared 
decision-making, partnership) [15].

To ensure both the effectiveness and sustainability of 
interventions, co-creation approaches in which research-
ers develop interventions alongside relevant stakehold-
ers seem to be promising. Co-created interventions 
can be tailored to the target group and given setting, 

allowing for the development of localized solutions [16, 
17]. By involving the target group and listening to their 
voices, relevant determinants of PA can be identified and 
addressed [18–20], thereby increasing the acceptability 
and effectiveness of an intervention [21, 22]. Moreover, 
a co-creation approach can facilitate contextualization of 
the new intervention for the specific setting by embed-
ding it into established routines and structures, utilizing 
existing resources, and building new capacities [23, 24, 
18]. The specific adaptations of the intervention to the 
setting promote the routinization of the intervention, 
which in turn increases the likelihood of its sustained 
implementation [25–28].

Against this background, the research project Physi-
cal Activity-related Health Competence in Apprentice-
ship and Vocational Education (PArC-AVE), embedded 
in the research consortium of Capital4Health, addressed 
PA promotion in VET in the automotive mechatronics 
and nursing care sectors. The primary aim of the project 
was to develop and implement PA-promoting interven-
tions tailored to the needs of the target group and the 
given setting in two German VET institutions using a 
co-creation approach involving members of the target 
group and other relevant actors from research, policy, 
and practice. During the participatory development and 
implementation of interventions, the focus was on both 
the individual level by promoting apprentices’ PA and 
physical activity-related health competence (PAHCO) 
[29], and on the institutional level by building capaci-
ties for a PA-friendly environment. A first evaluation of 
the project showed that the co-creation approach suc-
ceeded in developing and implementing PA-promoting 
interventions and thus in building new capacities for 
PA promotion on the institutional level [30]. However, 
the effectiveness and sustained implementation of these 
interventions have not been studied yet.

As interventions become more complex (in this case, 
co-created multi-component interventions tailored to 
the target group and the given context), their evaluation 
also becomes more challenging [31]. When evaluating 
complex interventions, it is important to know whether 
they work and how and why they work [32]. Therefore, 
evaluating both the effectiveness of the intervention and 
the context, including the underlying processes and fac-
tors affecting implementation, is recommended [31, 16, 
33]. To cope with this complexity, pragmatic evalua-
tion approaches characterized by theoretical flexibility, 
methodological comprehensiveness, and operational 
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Apprentices, Pragmatic evaluation approach



Page 3 of 14Grüne et al. BMC Public Health          (2022) 22:765 	

practicality are increasingly used [34–36]. In this con-
text, both qualitative and quantitative research methods 
are applied, as they answer different research questions 
on the one hand and provide a comprehensive evidence 
base by combining methods and data triangulation on 
the other hand [34, 37, 38].

Despite the growing popularity of co-creation 
approaches in developing interventions, the long-term 
evaluation of both the outcomes and underlying pro-
cesses of these interventions is sparse [22]. Within the 
research project PArC-AVE, we aimed to address this 
issue and evaluated (1)  the sustainable implementation 
of the multi-component interventions developed at the 
institutional level and (2)  the effectiveness of specific 
components of these complex interventions at the indi-
vidual level.

Methods
Overall study design
This study was based on previous research using a co-
creation approach called cooperative planning [39, 40] 
to develop and implement PA-promoting interven-
tions. Therefore, two separate cooperative planning pro-
cesses were conducted from July to December 2016 and 
resulted in the development of two multi-component 
interventions comprising various intervention compo-
nents to promote apprentices’ PA and PAHCO (see Addi-
tional file 1; [30]); the subsequent implementation of the 
interventions was the project partners’ responsibility. A 
detailed overview of the cooperative planning processes 
and the developed interventions can be found elsewhere 
[30].

In this study, we used a multimethod design triangulat-
ing qualitative and quantitative data [41, 42] to facilitate 

a more comprehensive evaluation of the PArC-AVE 
project, focusing on interventions’ sustainability and 
effectiveness. To evaluate the sustainability of the multi-
component interventions (Part 1), we conducted a short 
questionnaire survey in July 2020 on the current imple-
mentation status and appraisal of the single intervention 
components. Moreover, we conducted semi-structured 
interviews from September to October 2020 to identify 
factors influencing the long-term implementation of the 
multi-component interventions. To examine the effec-
tiveness of single components of the multi-component 
interventions (Part 2), we conducted two non-rand-
omized controlled trials from October 2018 to Septem-
ber 2019. Figure 1 shows the overall study procedure of 
the PArC-AVE project, including the evaluation of the 
sustainability and effectiveness of interventions using a 
multimethod design. To ensure comprehensive report-
ing, we used the Standards for Reporting Implementa-
tion Studies (StaRI) checklist [43] (see Additional file 2) 
and the Consolidated Criteria for Reporting Qualitative 
Research (COREQ) checklist [44] (see Additional file 3).

Part 1: Sustainability
Setting and participants
The first part of this study was undertaken in two Ger-
man VET institutions where the cooperative planning 
processes for the development and implementation of 
PA-promoting interventions had previously been con-
ducted [30]. The two VET institutions differed because 
the setting in the nursing care sector was a school, and 
in the automotive mechatronics sector, it was a com-
pany. Referring to the first evaluation of the coopera-
tive planning processes [30], all interviewees of the past 
evaluation and additionally the current project partners’ 

Fig. 1  Overall study procedure of the PArC-AVE project, including the multimethod evaluation of sustainability and effectiveness. BuG = Ger. 
“Bewegt und Gesund”, Eng. physical activity and health); CG = control group; IG = intervention group; * quantitative data collection using 
standardized questionnaires; ** qualitative data collection using semi-structured interviews
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contact persons were initially invited to participate in a 
short questionnaire survey on the current implementa-
tion status of the interventions developed. Following the 
purposeful sampling of information-rich cases [45], the 
interviewees were subsequently selected according to the 
results of the first evaluation and the previous question-
naire survey, and were invited to participate via email or 
telephone. In total, seven participants gave their written 
consent and participated in the questionnaire survey, 
and four participants, two each from the automotive 
mechatronics and nursing care institutions, participated 
in the interviews (see Table 1).

Data collection
The data collection was performed in two steps. First, the 
current implementation status and an initial appraisal of 
the multi-component interventions’ single components 
were assessed by a self-developed questionnaire with 
eight items per intervention component in July 2020. An 
exemplary item on the appraisal of intervention com-
ponents was, “The intervention component is tailored 
to the needs and requirements of the apprentices,” with 
higher scores on a five-point Likert scale indicating a 
higher agreement.

Second, semi-structured interviews were conducted 
to evaluate the factors influencing the sustainable imple-
mentation of interventions from September to Octo-
ber 2020. We developed a theory-based interview guide 
based on the existing literature. The interview guide 
comprised open-ended questions addressing the follow-
ing factors of sustainability: innovation, context, capac-
ity, and processes and interactions [15, 46]. An exemplary 
question on the factors influencing sustainability was, 
“What has contributed to the fact that some of the inter-
vention components are still taking place, but others no 
longer?” One author (EG; research associate, Master of 
Arts degree, female) conducted the interviews exclusively 

with the interviewees either at their workplace or online 
using the teleconferencing software Zoom Cloud Meet-
ings (Zoom Video Communications, Inc., San Jose, 
USA). Besides collaboration within the research project, 
there was no relationship between the interviewer and 
the interviewees. The interviews were audio-recorded 
and lasted, on average, 32.25  min (SD = 13.30; range 
20–51 min).

Data analysis
Questionnaire data were analyzed using Microsoft Excel 
(Microsoft, Redmond, USA). Descriptive statistics were 
generated to illustrate the current implementation sta-
tus and to overview the appraisal of intervention com-
ponents. The interviews were transcribed verbatim. For 
anonymity reasons, we replaced personal names with 
working positions and company, institution, and city 
names with pseudonyms. The transcripts were analyzed 
using qualitative content analysis [47]. The structuring 
content analysis comprised the following steps: (i) initi-
ating text work, (ii) forming main categories deductively 
based on the interview guide, (iii) coding data with the 
main categories, (iv) compiling all coded text passages 
of the main categories, (v) forming subcategories induc-
tively based on the transcribed material, (vi) coding all 
data using the refined coding frame, and (vii) evaluating 
and interpreting [47]. Two authors (EG and JP) indepen-
dently coded all interview transcripts. For discrepancies 
between coders, consensus was reached through discus-
sions. The software MAXQDA Plus 2020 (VERBI Soft-
ware, Berlin, Germany) was used for data coding and 
analysis.

Part 2: Effectiveness
Setting and participants
The second part of this study was conducted at four VET 
institutions in Southern Germany – two each in the 

Table 1  Setting and participants of the sustainability evaluation

f female, m male, VET vocational education and training
a participants agreed to participate

Automotive mechatronics Nursing care

Implementation status and appraisal of interventions [questionnaire survey]

Participants invited aCoordinator for apprenticeship projects [f ];
Director of the VET center [m];
Head of the automotive education sector [m];
Instructor [m];
aOccupational physician [f ];
aMember of the works council [m];
Youth apprentices’ representative [m]

aHeadmaster [m];
aHead of the nursing education program [m];
aHead of the school subject of nursing [m];
aTeacher [f ];
Teacher [m];
Member of the works council of the hospital [f ]

Factors influencing sustainability [interviews]

Participants invited aCoordinator for apprenticeship projects [f ];
aMember of the works council [m]

aHead of the nursing education program [m];
aHead of the school subject nursing [m]
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automotive mechatronics and nursing care sectors. Fol-
lowing a pragmatic evaluation approach, the two inter-
vention groups were recruited from individuals within 
the two automotive mechatronics (IG-A) and nursing 
care (IG-N) institutions that conducted the cooperative 
planning processes to develop the interventions and also 
participated in the evaluation of sustainability (see part 
1). The two control groups were established by recruit-
ing apprentices in comparable automotive mechatronics 
(CG-A) and nursing care (CG-N) institutions that did 
not previously participate in the co-creation approach. 
Informed written consent was obtained from all partici-
pating apprentices. In total, 111 first-year apprentices 
from the automotive mechatronics and nursing care sec-
tors, with an average age of 18.39 years (SD = 3.12), par-
ticipated in this study. Table 2 shows further information 
on the final sample.

Intervention
In this study, we focused on the evaluation of the tutoring 
system in the automotive mechatronics institution and the 
BuG lesson (German: “Bewegt und Gesund”; English: PA 
and health) in the nursing care institution, both as central 
parts of the multi-component interventions (see [30]).

In the tutoring system, automotive mechatronics 
apprentices act as PA promotors for their colleagues. In 
a peer-to-peer approach, apprentices voluntarily partici-
pated in a workshop to be qualified as tutors for PA pro-
motion. Subsequently, the tutoring system occurs every 
two weeks for about 10 to 15 min during regular working 
hours, allowing the tutors to discuss the issues of PA and 
health among their peers. The BuG lesson comprises a 
weekly 90-min lesson for nursing care apprentices during 
regular school hours, covering PA and health in theory 
and practice. Previously, the nursing teachers voluntarily 
underwent a qualification process as PA instructors, ena-
bling them to conduct BuG lessons independently. Both 
intervention components had in common that the indi-
viduals delivering these intervention components (i.e., 
tutors and teachers) had previously undergone a qualifi-
cation process. The contents covered in the qualification 
processes were based on behavior change techniques 

(e.g., behavioral practice, goal-setting, instructions on 
how to perform a behavior [48]), which were modi-
fied specifically for the target group of apprentices and 
recorded in a manual that was provided to the instructors 
to deliver the intervention.

Thus, the apprentices of IG-A received the tutoring system, 
and the apprentices of IG-N participated in the BuG lesson, 
while apprentices of both control groups did not participate 
in any treatment in addition to their VET curriculum.

Data collection
Data were collected prior to the intervention at the begin-
ning of the VET year (t0: October 2018–March 2019) and 
at the end of the VET year (t1: June–September 2019) using 
a standardized questionnaire. To assess apprentices’ PA 
levels, the validated Physical Activity, Exercise and Sport 
Questionnaire was used [49]. This instrument distinguishes 
between leisure/transport activities (eight dimensions) and 
sport/exercise activities (up to three free specifications) by 
reporting the frequency and duration of the participants’ 
activities in the last four weeks. Following an inclusive defi-
nition of PA, we applied the overall index. To avoid overre-
porting and outlier problems, we applied the winsorization 
technique [50], which cuts down any data points above the 
95th percentile. The questionnaire on PAHCO, which has 
been found reliable and valid in automotive mechatron-
ics and nursing care apprentices [29], was used to assess 
apprentices’ PAHCO. This questionnaire contains 44 items 
and eight sub-factors that represent aspects of the three 
sub-competencies movement competence, control compe-
tence, and self-regulation competence.

Data analysis
The statistical analyses were performed using IBM SPSS 
Statistics ver. 25 (IBM, Armonk, USA). A repeated-meas-
ures analysis of variance was used to test for between-
group differences in changes over time (Group x Time). In 
addition, main effects between the intervention and con-
trol groups (Group) and over time (Time) were analyzed. 
For differences at baseline, a repeated-measures analysis of 
covariance was used to adjust for preexisting differences. 
A significance level of p < 0.05 was used for all analyses.

Table 2  Baseline characteristics of participants included in the effectiveness analysis

IG-N intervention group nursing care, CG-N control group nursing care, IG-A intervention group automotive mechatronics, CG-A control group automotive 
mechatronics

Automotive mechatronics Nursing care

IG-A CG-A IG-N CG-N

Sample size, n 23 37 17 34

Gender (male), n (%) 14 (60.9) 30 (81.1) 5 (29.4) 3 (8.8)

Age (years), mean (SD) 17.30 (1.11) 18.00 (1.60) 20.47 (6.58) 18.50 (2.16)

Body mass index, mean (SD) 22.43 (3.42) 23.65 (4.22) 26.52 (5.74) 21.85 (2.62)
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Results
Part 1: Sustainability
Evaluation of the questionnaire survey
The evaluation of the questionnaire survey on the current 
implementation status of the multi-component interven-
tions’ different intervention components revealed hetero-
geneous results in both institutions (see Additional file 1). 
In the nursing care institution, several intervention com-
ponents had sustained implementation beyond the course 
of the project. This held true even though some of them 
have been temporarily inactive due to COVID-19 protec-
tive measures. In the automotive mechatronics institution, 
different components of the multi-component intervention 
were initially implemented but were not sustained, regard-
less of any COVID-19 restrictions. Setting-related 
differences were also apparent in evaluating the sustain-
able implementation of intervention components: while 
the long-term implementation of intervention components 
was rated as possible in the nursing care institution, this was 
inconsistent in the automotive mechatronics institution (see 
Additional file 1). The results of the appraisal of the multi-
component interventions’ single components regarding the 
creation of new capabilities, effectiveness, fit to target group 
and setting, and value can be found in Additional file 4.

Evaluation of the interviews
The evaluation of the interviews via qualitative content 
analysis revealed 27 different influencing factors on the 
sustainable implementation of interventions at the outer 
contextual, inner contextual, intervention, and personal 
levels of institutions. These four levels represent the 
coded main categories; the individual influencing fac-
tors result from the corresponding subcategories. Table 3 
provides an overview of the different levels and the asso-
ciated influencing factors, including their direction of 
influence and availability (for more detailed information, 
see Additional file 5). Key themes from the different lev-
els are further illustrated in the following text.

Outer contextual factors  Outer contextual factors relevant 
to sustained implementation were the COVID-19 pan-
demic, the legal framework, and the openness of the sector 
to physical activity promotion. For example, the COVID-
19 pandemic negatively affected the implementation of the 
interventions and the provision of financial resources, as 
expressed by the head of the school subject of nursing:

“Well, at the moment we’re actually paralyzed by 
Corona, now as before.”

The legal framework had both a facilitating and a 
hindering effect on long-term implementation. While 
the liability issue was associated with difficulties in 

implementing intervention components, the law reform 
of the nursing professions [51] had a supportive effect on 
the implementation of intervention components.

“Actually, this strange generalized nursing apprenticeship, 
which was so denounced before, was good; that a new 
curriculum came out, yes. That was actually good for us, 
because we really decided, as a faculty, that we would 
write the BuG [lesson] into it. Yes, so it has become a kind 
of law.” (Head of the nursing education program)

Inner contextual factors  Inner contextual factors comprise 
existing conditions, such as climate and culture, health-
promoting leadership, personnel changes, and relevance, as 
well as created structures or processes, such as cooperation, 
decision-making, embedment, ownership, resources (i.e., 
financial, personnel, temporal, spatial-material), and stra-
tegic planning. For instance, the lack of relevance resulting 
from the fact that PA was not the essential topic and mission 
of the institution was perceived as a barrier.

“The problem is just, [that it is] such an additional 
topic, a backpack topic, additional tasks.” (Member 
of the works council)

Also noteworthy, but as a facilitating factor, was the role 
of health-promoting leadership; its importance was under-
lined by the head of the nursing education program:

“But of course, the head of the school subject of nurs-
ing is always important. The whole thing falls or 
stands with him. If he says, ‘No, I don’t want that 
here,’ then it wouldn’t have worked.”

Furthermore, strategic planning, referring to the pro-
cess of goal setting, monitoring and adjusting, was per-
ceived as a facilitating factor.

“I think you have to set priorities. And I always say 
that the BuG lesson is the linchpin for me. It has to 
run. And when it’s running quite well, you can think 
about shifting it, ‘that’s running now, now we’ll look 
for a new point where I can start’.” (Head of the nurs-
ing education program)

Intervention factors  Acceptance, effectiveness, fit, and 
flexibility emerged as intervention factors promoting 
sustainability. For example, the head of the nursing edu-
cation program described the existing acceptance of the 
interventions as follows:

“I think that it has come across well, certainly to 
the students. Of course, I find it very interesting 
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that the nurse, as a general type, is not a mover, 
almost the opposite. And yet it’s actually been well 
accepted. So, that surprised me even a little bit. 
But it was really well accepted and the students 
participated well.”

Additionally, the perceived effectiveness of the inter-
vention is also noteworthy, as highlighted by the coordi-
nator for apprenticeship projects:

“So, I’ve noticed that many [...] [apprentices] have 
started to deal with sports activities and join [sports] 
clubs and become active.”

Personal factors  Personal factors associated with the 
sustainability included attitude and mindset, cham-
pion, commitment, empowerment, qualification, and 
support. For instance, the presence of a champion who 
took responsibility for the project and managed it with 
engagement was particularly important.

“[The head of the nursing education program] was 
there from the very first second. And he was our driv-
ing force. Without him, [the project] would not have 
existed at all.” (Head of the school subject of nursing)

Table 3  Factors influencing sustainability and their availability

✓ yes, × no, + positive, o neutral, - negative, n.m. not mentioned

Factors influencing sustainability Automotive mechatronics institution Nursing care institution

Influence Available Influence Available

Outer contextual factors
  COVID-19 pandemic -  ✓ -  ✓
  Legal framework

    Law reform of the nursing professions n.m. n.m.  +   ✓
    Liability n.m. n.m. -  ✓
  Openness of the sector to physical activity promotion n.m. n.m. o  ✓
Inner contextual factors
  Climate and culture  +   ✓  +   ✓
  Cooperation o  × o  ✓
  Decision-making o  ✓ o  ✓
  Embedment  +   ×  +   ✓
  Health-promoting leadership  +   ×  +   ✓
  Ownership n.m. n.m.  +   ✓
  Personnel changes -  ✓ o  ✓
  Relevance  +   ×  +   ×
  Resources

    Financial  +   ×  +   ✓
    Personnel  +   ×  +   ✓
    Spatial-material n.m. n.m.  +   ✓
    Temporal  +   ✓  +   ✓
  Strategic planning  +   ×  +   ✓
Intervention factors
  Acceptance  +   ✓  +   ✓
  Effectiveness  +   ✓  +   ✓
  Fit  +   ✓  +   ✓
  Flexibility n.m. n.m.  +   ✓
Personal factors
  Attitude and mindset  +   ×  +   ✓
  Champion  +   ×  +   ✓
  Commitment  +   ×  +   ✓
  Empowerment n.m. n.m.  +   ✓
  Qualification n.m. n.m.  +   ✓
  Support  +   ×  +   ✓
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Comparison of institutions  Interestingly, there were dis-
tinct differences between the number of influencing fac-
tors and their availability in automotive mechatronics and 
nursing care institutions. In the automotive mechatron-
ics institution, the number of influencing factors and the 
availability of the influencing factors mentioned were 
lower. For example, factors such as empowerment, flexi-
bility, legal framework, openness of the sector to physical 
activity promotion, ownership, and qualification were not 
mentioned in the automotive mechatronics institution, 
but mentioned in the nursing care institution. Influenc-
ing factors that were mentioned but not available in the 
automotive mechatronics institution include attitude and 
mindset, champion, commitment, embedment, health-
promoting leadership, resources, strategic planning, and 
support. Although regularity and continuity regarding 
integration into internal processes and structures were 
emphasized in both institutions, the embedment was 
only successful in nursing care.

“Basically, it has to be anchored in the VET process 
that this is simply one of the obligatory modules 
among others.” (Member of the works council)
“But the nice thing is that, thanks goodness, we 
have [the] BuG [lesson] in the curriculum, and that 
means that it’s no longer just a matter of ‘we do [the] 
BuG [lesson] when we are fun’, but ‘we do [the] BuG 
[lesson] because it’s teaching’. That was so important 
for us.” (Head of the nursing education program)

Similarly, the factors commitment and support of 
various actors, such as the target group or workforce, 
were assessed as facilitating in both the automotive 
mechatronics and nursing care institutions, but both 
factors were actually available only in the nursing care 
institution.

“Yes, [...] and the [rest of the workforce], I think, were 
quite grateful that the cup had passed from them.” 
(Member of the works council)
“And I would say that the whole faculty is on board 
with that, yes.” (Head of the nursing education pro-
gram)

Part 2: Effectiveness
The results of the intervention effectiveness presented 
in Table  4 revealed no significant interaction effects 
between intervention groups and control groups for 
changes over time in any of the PA or PAHCO vari-
ables observed (p > 0.05). Significant time effects were 
found for increases of the volume of sport activity (F(1, 
55) = 4.467, p = 0.039, η2 = 0.075), the volume of overall 

PA (F(1,  55) = 6.382, p = 0.014, η2 = 0.104), the manage-
ability of balance demands (F(1,  53) = 8.483, p = 0.005, 
η2 = 0.138), and PA-specific self-efficacy (F(1, 54) = 5.524, 
p = 0.022, η2 = 0.093) in the automotive mechatronics 
sample. In the nursing care sample, a significant time 
effect was detected for a decrease of emotional attitude 
(F(1,  46) = 4.474, p = 0.040, η2 = 0.089). Although the 
analyses showed huge variations in the volume of over-
all PA of automotive mechatronics and nursing care 
apprentices, ranging from 317.54 ± 279.49 min per day to 
554.99 ± 449.94 min per day, altogether these groups pos-
sessed a very high amount of PA (see Table 4).

Discussion
The present article provides new and comprehensive 
insights into the effectiveness and sustainability of par-
ticipatively developed multi-component interventions 
in VET, specifically in the automotive mechatronics and 
nursing care sectors. First, we explored the sustainable 
implementation of multi-component interventions and 
the factors that contributed to sustained implementation. 
Second, two non-randomized controlled trials were used 
to examine the impact of single components on appren-
tices’ PA and PAHCO. While we found variability across 
sites in terms of sustained implementation, no difference 
was found in effectiveness.

At the institutional level, differences emerged between 
the implementation statuses of the multi-component 
interventions. While the long-term implementation of 
the multi-component intervention could not be regis-
tered in the automotive mechatronics institution, single 
components of the multi-component intervention were 
still being implemented in the nursing care institution. 
In this context, many factors influencing the likelihood 
of sustainable intervention implementation were iden-
tified, most of them congruent with the sustainability 
factors found in recent reviews of the literature [15, 46, 
52, 28]: for example, legal framework at the outer con-
textual level, climate and culture, cooperation, embed-
ment, decision-making, health-promoting leadership, 
relevance, resources, and strategic planning at the inner 
contextual level, acceptance, effectiveness, fit, and flex-
ibility at the intervention level, alongside attitude and 
mindset, champion, qualification, and support at the 
personal level. In addition, new factors have been iden-
tified that have received little attention in the available 
sustainability literature. For instance, some emerging 
challenges, such as the outbreak of the COVID-19 pan-
demic and personnel changes, were mentioned as influ-
encing factors. Further, new influencing factors identified 
were situational circumstances, such as openness of the 
sector to PA promotion and engagement, or outcomes, 
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Table 4  Changes in PA and PAHCO from pre-intervention (t0) to post-intervention (t1) by group

All comparisons in nursing care were adjusted for body mass index

IG-A intervention group automotive mechatronics, IG-N intervention group nursing care, CG-A control group automotive mechatronics, CG-N control group nursing 
care, PA physical activity, PAHCO physical activity-related health competence
* p < .05

Variable Sample t0 t1 Time Group Time x Group

M (SD) M (SD) df F p df F p df F p

PA
  Volume of sport activity [minutes/week] IG-N (n = 16) 134.53 (221.43) 123.44 (226.60) 1 0.036 .850 1 0.194 .662 1 0.311 .580

CG-N (n = 32) 152.81 (211.01) 108.13 (159.33)

IG-A (n = 22) 190.06 (219.59) 209.55 (235.59) 1 4.467 .039* 1 0.021 .885 1 1.769 .189

CG-A (n = 35) 165.40 (193.85) 251.04 (266.59)

  Volume of overall PA [minutes/week] IG-N (n = 16) 392.77 (304.85) 422.19 (466.47) 1 0.313 .579 1 0.308 .582 1 2.881 .097

CG-N (n = 32) 454.76 (338.91) 317.54 (279.49)

IG-A (n = 22) 422.93 (408.34) 538.24 (418.14) 1 6.382 .014* 1 0.010 .922 1 0.019 .891

CG-A (n = 34) 426.46 (387.54) 554.99 (449.94)

PAHCO
  Manageability of strength demands IG-N (n = 17) 4.49 (0.56) 4.34 (1.00) 1 2.200 .145 1 0.516 .476 1 0.798 .376

CG-N (n = 32) 4.36 (0.68) 4.28 (0.61)

IG-A (n = 22) 4.44 (0.82) 4.55 (0.53) 1 2.600 .113 1 1.101 .299 1 0.014 .906

CG-A (n = 34) 4.60 (0.57) 4.69 (0.39)

  Manageability of endurance demands IG-N (n = 17) 3.96 (0.83) 3.74 (0.99) 1 2.306 .136 1 1.941 .170 1 3.294 .076

CG-N (n = 32) 4.23 (0.72) 4.33 (0.55)

IG-A (n = 22) 4.26 (0.78) 4.43 (0.58) 1 2.115 .152 1 1.942 .169 1 0.501 .482

CG-A (n = 34) 4.07 (0.63) 4.13 (0.77)

  Manageability of balance demands IG-N (n = 16) 4.26 (1.02) 4.44 (0.92) 1 0.264 .610 1 0.274 .603 1 0.967 .331

CG-N (n = 32) 4.20 (0.96) 4.63 (0.50)

IG-A (n = 21) 4.39 (0.62) 4.54 (0.46) 1 8.483 .005* 1 0.075 .786 1 0.568 .454

CG-A (n = 34) 4.37 (0.54) 4.63 (0.42)

  Self-efficacy IG-N (n = 17) 3.61 (1.13) 3.41 (1.19) 1 0.333 .567 1 0.303 .585 1 0.540 .466

CG-N (n = 31) 3.51 (1.04) 3.54 (1.14)

IG-A (n = 22) 3.88 (0.97) 4.08 (0.84) 1 5.524 .022* 1 0.048 .827 1 0.688 .411

CG-A (n = 34) 3.72 (1.16) 4.13 (1.07)

  Control of physical load IG-N (n = 16) 3.35 (1.13) 3.27 (1.21) 1 0.366 .548 1 0.190 .665 1 1.104 .299

CG-N (n = 32) 3.59 (0.86) 3.73 (0.63)

IG-A (n = 22) 3.63 (0.78) 3.78 (0.87) 1 0.380 .540 1 0.000 .991 1 1.217 .275

CG-A (n = 35) 3.73 (0.80) 3.69 (0.99)

  Affect regulation IG-N (n = 17) 3.59 (1.38) 3.19 (1.38) 1 0.038 .847 1 0.038 .846 1 0.038 .847

CG-N (n = 32) 3.89 (0.89) 3.60 (1.16)

IG-A (n = 22) 3.80 (0.97) 3.69 (1.01) 1 0.431 .514 1 0.009 .924 1 1.916 .172

CG-A (n = 34) 3.63 (1.07) 3.91 (1.10)

  Self-control IG-N (n = 17) 3.10 (1.46) 2.55 (1.55) 1 0.116 .735 1 0.111 .740 1 0.186 .668

CG-N (n = 31) 3.32 (1.03) 2.98 (1.20)

IG-A (n = 22) 3.26 (1.13) 3.32 (1.02) 1 2.469 .122 1 2.819 .099 1 0.945 .335

CG-A (n = 35) 3.58 (0.95) 3.84 (0.94)

  Emotional attitude IG-N (n = 17) 5.00 (1.65) 4.51 (1.99) 1 4.474 .040* 1 1.005 0.321 1 0.964 .331

CG-N (n = 32) 5.50 (1.00) 5.06 (1.47)

IG-A (n = 22) 5.09 (1.49) 5.02 (1.49) 1 0.300 .586 1 2.036 .159 1 1.070 .305

CG-A (n = 35) 5.41 (1.14) 5.64 (1.24)
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such as the emergence of ownership and empowerment. 
Although ownership and empowerment have rarely been 
discussed in the sustainability literature to date [15, 52, 
46, 28], both are core concepts in participatory research 
[24], making their appearance less surprising given our 
chosen approach.

Other noticeable findings emerged from the differ-
ences in the number and availability of influencing fac-
tors between automotive mechatronics and nursing care 
institutions. Thus, not only a higher number of influenc-
ing factors were identified in the nursing care institu-
tion, but the facilitating factors were also available more 
frequently. Accordingly, the high number of facilitating 
factors that were not available could be a possible rea-
son for failed long-term implementation of the interven-
tion in the automotive mechatronics institution. These 
differences between institutions were most apparent 
at the inner contextual and personal level, as although 
approximately equal influencing factors were identified, 
many of those factors were not available in the automo-
tive mechatronics institution (i.e., attitude and mindset, 
champion, commitment, embedment, strategic plan-
ning, health-promoting leadership, resources, support). 
Another remarkable result is that ownership at the inner 
contextual level and empowerment at the personal level 
were not even mentioned as factors influencing sustain-
ability in automotive mechatronics, although both are 
core elements of participatory research [24]. As taking 
responsibility for continuing the intervention is often the 
consequence of empowerment and ownership [53], the 
lack of both factors might be a major barrier to successful 
long-term implementation in the automotive mechatron-
ics institution. However, it remains unclear what contrib-
uted to the fact that empowerment and ownership were 
existent in nursing care, thus increasing the likelihood 
of sustained intervention implementation, while neither 
factor was mentioned in automotive mechatronics. With 
a higher number of influencing factors mentioned, the 
outer contextual factors seemed to play a greater role 
in the nursing care institution than in the automotive 
mechatronics institution. At the intervention level, there 
were no major differences between the two institutions, 
which is perhaps unsurprising given the co-creation 
approach used to develop interventions tailored to the 
target group and setting.

Examining the various influencing factors explicitly, 
interrelations between factors became visible, which 
could be another possible reason for the observed dif-
ferences in the long-term implementation of the multi-
component interventions in both settings. In nursing 
care institution, for example, the embedment of inter-
vention components was favored by the law reform 
of the nursing professions. Indeed, this change in the 

legal framework, coupled with the overall openness 
of the sector to physical activity promotion, may have 
created a window of opportunity to place PA promo-
tion in the VET of nursing care [54]. As interventions 
with relevance to existing aims and policies are easier 
to implement [55], involving relevant actors from pol-
icy and practice in co-creation strategies seems valu-
able for identifying existing policies, goals, structures, 
and practices to foster the embedment of an interven-
tion [56, 57]. Furthermore, interrelations between the 
factors champion and decision-making or health-pro-
moting leadership were found in nursing care; accord-
ingly, the champions were part of the decision-making 
and health-promoting leadership simultaneously. In the 
automotive mechatronics institution, in contrast, both 
the champion and the health-promoting leadership 
had left the institution due to personnel changes. Since 
the importance of a champion and leadership in the 
implementation process predicts implementation suc-
cess [58–64], losing these important actors due to per-
sonnel changes appears to have challenged successful 
long-term implementation in automotive mechatron-
ics institution. This parallels previous research indi-
cating that personnel changes negatively influenced 
the long-term implemenation of interventions [64]. 
Moreover, links between the relevance of the issue of 
PA promotion and the commitment of actors could be 
determined in automotive mechatronics; PA promotion 
was perceived as an additional task and, thus, met with 
little response and interest from the individuals. These 
results could also depend on the characteristics of both 
settings. Therefore, notably, VET in Germany is organ-
ized in a dual apprenticeship system combining school-
based learning and company-based training. While the 
development and implementation of the multi-compo-
nent intervention in the nursing care sector took place 
at school, in the automotive mechatronics sector, it was 
conducted at the workplace. In our case, the nursing 
care school was characterized by a flattened decision-
making hierarchy (i.e., the champion was part of the 
health-promoting leadership and decision-making), 
and strong existing commitment. In contrast, the auto-
motive company had a more hierarchically decision-
making structure, in which the champion was not 
embedded in the leadership structure, and PA promo-
tion was of low relevance, so that no commitment was 
demonstrated.

Overall, the differences between the two institutions 
regarding sustained implementation and the associated 
influencing factors could also be related to organizational 
readiness, as the latter is considered a key predictor for 
successful implementation [65]. According to Scac-
cia et  al. [66], “readiness refers to the extent to which 
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an organization is both willing and able to implement 
a particular innovation” (p. 485), and it includes the 
components of the organization’s motivation to adopt 
an innovation, general organizational capacities, and 
innovation-specific capacities. Thus, lack of commit-
ment, support, and relevance, alongside the shortage 
of resources and the absence of a champion could have 
resulted in lack of readiness to implement the interven-
tion in the automotive mechatronics institution over the 
short and long-term. In contrast, the actors of the nurs-
ing care institution were highly motivated (e.g., com-
mitment, attitude and mindset, support) and utilized 
existing organizational (e.g., resources) and intervention-
specific capacities (e.g., champion), and were thus pre-
pared to implement the interventions in the long-term. 
In this context, assessing organizational readiness for 
change from the outset seems worthwhile to identify 
those institutions that are willing and able to implement 
the interventions, or otherwise to prepare those institu-
tions that are not yet ready for change by addressing defi-
cits in readiness [67]. Finally, a co-creation approach may 
be more appropriate for some institutions than others. In 
the nursing care sector or school setting, participatory 
intervention development appeared promising, as it was 
related to sustainable implementation at the institutional 
level. Even if the readiness for change is present, there 
must also be a readiness for participation where actors’ 
participation is important. If an institution is completely 
closed to the actors’ participation, it would be unsuitable 
for a co-creation approach [68].

At the individual level, the effectiveness of the multi-
component interventions for changing apprentices’ PA 
behavior and PAHCO, evaluated on the basis of one 
intervention component per institution, could not be 
demonstrated. In contrast with previous findings report-
ing low volumes of PA among nursing care and automo-
tive mechatronics apprentices, our results indicated that 
these two groups were achieving a very high amount 
of PA. These results are in line with other recent stud-
ies [69–71], each reporting similarly high PA volumes 
in the automotive mechatronics and nursing care sec-
tors. Regarding the results of the sustainability evalua-
tion, implementation failure could be one of the main 
reasons for the missing effectiveness in the automotive 
mechatronics institution. The fact that the interventions 
implemented were not typical researcher-developed evi-
dence-based interventions implemented in a real-world 
setting after efficacy had been demonstrated [72–75], but 
rather co-created interventions based on elements of evi-
dence-based behavior change techniques and tailored to 
the specifics of the target group and given setting without 
prior evaluation of their effectiveness under ideal condi-
tions, may be another reason for the lack of intervention 

effects. This parallels the findings of a recent systematic 
review reporting that participatively developed inter-
ventions tended to improve the relevant psychological 
factors associated with PA, but not PA levels per se [8]. 
Although synergizing the scientific world with the real-
world is considered a key benefit of co-creation [17], a 
key challenge appears to be involving the target group 
to develop target group-specific interventions without 
neglecting theory and an evidence-based approach.

With respect to the methodological approach, it 
remains a challenge to evaluate the effectiveness and sus-
tainability of complex multi-component interventions 
developed in a participatory manner. Although evaluat-
ing effectiveness at the individual level and sustainabil-
ity at the institutional level using a pragmatic evaluation 
approach provided us with a deep and comprehensive 
insight into the impact of a co-creation approach, clari-
fying the role of co-creation requires methodologically 
complex and elaborate evaluation designs. To meet this 
claim, a hybrid effectiveness-implementation trial in the 
context of a cluster-randomized trial seems worthwhile 
[76, 77]. On the one hand, a hybrid effectiveness-imple-
mentation trial allows for a closer look at the interplay 
between effectiveness and implementation, as informa-
tion on the intervention effects at the individual level 
and the effects of the intervention strategy for improving 
intervention implementation at the institutional level are 
collected simultaneously, rather than consecutively, with 
a time lag, as in our case. On the other hand, a cluster-
randomized trial provides the opportunity to compare 
participatively and non-participatively developed inter-
ventions and thus clarify the role of co-creation in the 
effectiveness and implementation or sustainability of 
these interventions.

Strengths and limitations
There are several strengths of this study. The comprehen-
sive evaluation using multiple methods allows us to gain 
new insights into the effectiveness and sustainability of 
co-created interventions in VET. A scientific evaluation 
of projects after the end of the project is rare, as fund-
ing is often limited to short-term project activities. By 
comparing co-created multi-component interventions 
in two contrasting sectors, nursing care and automotive 
mechatronics, with one delivered in school and one in the 
workplace, similarities and differences were amplified, 
allowing for a more complete analysis and interpretation.

However, some limitations also exist. First, we had a 
moderate response rate to the request for participation 
in the telephone survey when evaluating sustainability 
(Part 1); thus, not all perspectives on the current sta-
tus and appraisal of interventions may be represented. 
By conducting supplementary interviews and selecting 
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interviewees through a purposeful sampling of infor-
mation-rich cases, we expected to obtain missing infor-
mation, but this is impossible to confirm. Second, the 
interview guide was pilot tested only within the research 
team, and the transcripts and findings were not provided 
to interviewees for comments and feedback. Third, we 
evaluated only one component of the multi-component 
intervention per setting when evaluating effectiveness 
(Part 2), limiting our ability to draw conclusions for the 
entire multi-component intervention. Fourth, we relied 
exclusively on self-report data for the effectiveness evalu-
ation, which may have resulted in the reporting of higher 
PA scores due to memory bias. Fifth, the setting-specific 
conditions meant that we had only a small total sample 
size and could not conduct a priori power analysis to 
calculate sample size or randomly assign participants to 
the intervention or control groups. We were aware of the 
methodological challenges of evaluating the interven-
tion’s effectiveness in a real-world setting, but we tried to 
conduct this part of the study in the best possible way by 
taking a pragmatic evaluation approach.

Conclusion
Presently, the question of the role of co-creation regard-
ing effective and sustainable PA promotion in VET can-
not be answered conclusively. Only in the nursing care 
sector or school setting, a co-creation approach appeared 
promising for sustained intervention implementation. 
However, sustainable intervention implementation also 
depended on a variety of influencing factors that need to 
be considered from the outset. Hence, it might be use-
ful to assess setting-specific factors, such as organiza-
tional readiness or other important influencing factors, 
a priori to utilize existing sustainability factors or to 
focus on deficient factors when developing and imple-
menting interventions and thus to foster their sustain-
able implementation. To demonstrate effectiveness at the 
individual level, future intervention projects need to be 
designed with methodologically elaborate and compre-
hensive evaluation over a longer time period. In this con-
text, future research should consider cluster-randomized 
hybrid-implementation trials to clarify both the role and 
impact of a co-creation approach.

Abbreviations
BuG: Ger. “Bewegt und Gesund”, Eng. physical activity and health; COREQ: 
Consolidated Criteria For Reporting Qualitative Research; CG-A: Control Group 
Automotive Mechatronics; CG-N: Control Group Nursing Care; IG-A: Interven-
tion Group Automotive Mechatronics; IG-N: Intervention Group Nursing Care; 
PA: Physical Activity; PAHCO: Physical Activity-Related Health Competence; 
PArC-AVE: Physical Activity-Related Health Competence In Apprenticeship And 
Vocational Education; StaRI: Standards For Reporting Implementation Studies; 
VET: Vocational Education And Training.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12889-​022-​13133-9.

Additional file 1. Information on the implementation status of interven-
tion components of the multi-component intervention.

Additional file 2. Standards for Reporting Implementation Studies: the 
StaRI checklist for completion.

Additional file 3. COREQ (COnsolidated criteria for REporting Qualitative 
research) Checklist.

Additional file 4. Appraisal of intervention components of the multi-
component intervention.

Additional file 5. Summary table of factors influencing sustainability.

Acknowledgements
We thank Lea Dippon and Michael Popp for their support in collecting data for 
the effectiveness evaluation. We also thank Laura Gabel for her support in the 
sustainability evaluation.

Authors’ contributions
EG conducted the qualitative and quantitative data collection, analyzed the 
qualitative and quantitative data, and drafted the manuscript. JP conducted 
the quantitative data collection and analyzed the qualitative data. JC collected 
and analyzed the quantitative data. KP and JS acquired funding. KP supervised 
the work. All authors were involved in designing the study, interpreting data, 
critically reviewing drafts of the manuscript, and reading and approving the 
final manuscript.

Funding
Open Access funding enabled and organized by Projekt DEAL. This research 
was conducted as part of the PArC-AVE (Physical Activity-related Health 
Competence in Apprenticeship and Vocational Education) project with the 
associated research network Capital4Health, funded by the German Federal 
Ministry of Education and Research (grant No. 01EL1821A). The funder had 
no role in study design, data collection and analysis, decision to publish, or 
preparation of the manuscript.

Availability of data and materials
The datasets generated for this study are available from the corresponding 
author upon request.

Declarations

Ethics approval and consent to participate
This study was conducted in accordance with the Declaration of Helsinki. 
Study protocol and procedures were approved by the Ethical Committee of 
the Friedrich-Alexander University Erlangen-Nürnberg (11/05/2015, 128_15 
Bc; 15/01/2019, 467_18 B). All participants provided their written informed 
consent to participate in this study.

Consent for publication
All participants provided written informed consent before participating in the 
study, which included consent to publish anonymous data.

Competing interests
The authors declare that they have no competing interests.

Received: 10 November 2021   Accepted: 31 March 2022

References
	1.	 Hanvold TN, Kines P, Nykänen M, Thomée S, Holte KA, Vuori J et al. 

Occupational Safety and Health Among Young Workers in the Nordic 

https://doi.org/10.1186/s12889-022-13133-9
https://doi.org/10.1186/s12889-022-13133-9


Page 13 of 14Grüne et al. BMC Public Health          (2022) 22:765 	

Countries: A Systematic Literature Review. Saf Health Work 2019; 
10(1):3–20.

	2.	 Betz M, Graf-Weber G, Kapelke C, Wenchel K. Gesundheitsförderung in 
der überbetrieblichen Ausbildung am Beispiel des Kfz-Handwerks [Health 
promotion in inter-company apprenticeship using the automotive trade 
as an example]. Dtsch med Wochenschr 2012; 137(S 03).

	3.	 Bomball J, Schwanke A, Stöver M, Görres S. Gesunde Pflege beginnt in 
der Pflegeausbildung [Healthy nursing care begins with nursing educa-
tion]. Die Schwester Der Pfleger 2010; 49:1048–54.

	4.	 Bonevski B, Guillaumier A, Paul C, Walsh R. The vocational education 
setting for health promotion: A survey of students’ health risk behaviours 
and preferences for help. Health Promotion J Aust. 2013;24(3):185–91.

	5.	 Lehmann F, Lindeman K von, Klewer J, Kugler J. BMI, physical inactivity, 
cigarette and alcohol consumption in female nursing students: a 5-year 
comparison. BMC Medical Education 2014; 14:82.

	6.	 Warburton DER, Bredin SSD. Health benefits of physical activity: A 
systematic review of current systematic reviews. Curr Opin Cardiol 2017; 
32(5):541–56.

	7.	 Lee I-M, Shiroma EJ, Lobelo F, Puska P, Blair SN, Katzmarzyk PT. Effect of 
physical inactivity on major non-communicable diseases worldwide: 
An analysis of burden of disease and life expectancy. The Lancet 2012; 
380(9838):219–29.

	8.	 Grüne E, Popp J, Carl J, Pfeifer K. What do we know about physical activity 
interventions in vocational education and training? A systematic review. 
BMC Public Health 2020; 20:978.

	9.	 Abu-Omar K, Rütten A, Burlacu I, Messing S, Pfeifer K, Ungerer-Röhrich 
U. Systematischer Review von Übersichtsarbeiten zu Interventionen der 
Bewegungsförderung: Methodologie und erste Ergebnisse. Gesund-
heitswesen 2017; 79(S 01):S45-S50.

	10.	 Heath GW, Parra DC, Sarmiento OL, Andersen LB, Owen N, Goenka S et al. 
Evidence-based intervention in physical activity: lessons from around the 
world. The Lancet 2012; 380(9838):272–81.

	11.	 Heath GW, Liguori G. Physical Activity and Health Promotion. In: Wright 
JD, editor. International encyclopedia of the social & behavioral sciences. 
2. ed. Amsterdam: Elsevier; 2015. p. 91–9.

	12.	 Bauman AE, Reis RS, Sallis JF, Wells JC, Loos RJF, Martin BW. Correlates of 
physical activity: why are some people physically active and others not? 
The Lancet 2012; 380(9838):258–71.

	13.	 Sallis JF, Owen N. Ecological Models of Health Behavior. In: Glanz K, Rimer 
BK, Viswanath K, editors. Health Behavior: Theory, Research, and Practice. 
5th ed. San Francisco: Jossey-Bass; 2015. p. 43–64.

	14.	 Funk SC, Schaefer I, Kolip P. Was fördert die Verstetigung von Strukturen 
und Angeboten der Gesundheitsförderung? [Long-Term Implementation 
of Structures and Activities Needed for Health Promotion]. Gesund-
heitswesen 2019; 81(1):38–42.

	15.	 Wiltsey Stirman S, Kimberly J, Cook N, Calloway A, Castro F, Charns M. The 
sustainability of new programs and innovations: a review of the empirical 
literature and recommendations for future research. Implement Sci. 
2012;7:17.

	16.	 Leask CF, Sandlund M, Skelton DA, Altenburg TM, Cardon G, Chinapaw 
MJM et al. Framework, principles and recommendations for utilising 
participatory methodologies in the co-creation and evaluation of public 
health interventions. Res Involv Engagem 2019; 5:2.

	17.	 McConnell T, Best P, Davidson G, McEneaney T, Cantrell C, Tully M. Copro-
duction for feasibility and pilot randomised controlled trials: learning 
outcomes for community partners, service users and the research team. 
Res Involv Engagem 2018; 4:32.

	18.	 Israel BA, Schulz AJ, Parker EA, Becker AB. REVIEW OF COMMUNITY-BASED 
RESEARCH: Assessing Partnership Approaches to Improve Public Health. 
Annu Rev Public Health 1998; 19:173–202.

	19.	 Anselma M, Chinapaw MJM, Altenburg TM. Determinants of Child Health 
Behaviors in a Disadvantaged Area from a Community Perspective: A 
Participatory Needs Assessment. Int J Environ Res Public Health 2018; 
15(4):644.

	20.	 Hayball FZ, Pawlowski CS. Using participatory approaches with children 
to better understand their physical activity behaviour. Health Educ J 
2018; 77(5):542–54.

	21.	 van Sluijs EMF, Kriemler S. Reflections on physical activity intervention 
research in young people - dos, don’ts, and critical thoughts. Int J Behav 
Nutr Phys Act 2016; 13:25.

	22.	 Halvorsrud K, Kucharska J, Adlington K, Rüdell K, Brown Hajdukova E, 
Nazroo J, et al. Identifying evidence of effectiveness in the co-creation 
of research: a systematic review and meta-analysis of the international 
healthcare literature. J Public Health. 2021;43(1):197–208.

	23.	 Wallerstein N, Duran B. Community-Based Participatory Research Contri-
butions to Intervention Research: The Intersection of Science and Prac-
tice to Improve Health Equity. Am J Public Health. 2010;100(S1):S40–6.

	24.	 Cargo M, Mercer SL. The value and challenges of participatory research: 
strengthening its practice. Annu Rev Public Health 2008; 29:325–50.

	25.	 Shediac-Rizkallah MC, Bone LR. Planning for the sustainability of 
community-based health programs: conceptual frameworks and future 
directions for research, practice and policy. Health Educ Res 1998; 
13(1):87–108.

	26.	 Greenhalgh T, Jackson C, Shaw S, Janamian T. Achieving Research Impact 
Through Co-creation in Community-Based Health Services: Literature 
Review and Case Study. Milbank Quart. 2016;94(2):392–429.

	27.	 Jagosh J, Macaulay AC, Pluye P, Salsberg J, Bush PL, Henderson J et al. 
Uncovering the Benefits of Participatory Research: Implications of a Real-
ist Review for Health Research and Practice. The Milbank Quarterly 2012; 
90(2):311–46.

	28.	 Bodkin A, Hakimi S. Sustainable by design: a systematic review of factors 
for health promotion program sustainability. BMC Public Health 2020; 
20(1):964.

	29.	 Carl J, Sudeck G, Geidl W, Schultz K, Pfeifer K. Competencies for a Healthy 
Physically Active Lifestyle-Validation of an Integrative Model. Res Q Exerc 
Sport 2020; 92(3):514–28.

	30.	 Popp J, Carl J, Grüne E, Semrau J, Gelius P, Pfeifer K. Physical activity pro-
motion in German vocational education: does capacity building work? 
Health Promot Int 2020; 35:1577–89.

	31.	 Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Develop-
ing and evaluating complex interventions: the new Medical Research 
Council guidance. BMJ 2008; 337:a1655.

	32.	 Treweek S. Complex interventions and the chamber of secrets: 
understanding why they work and why they do not. J Royal Soc Med. 
2005;98:553.

	33.	 Durlak JA, DuPre EP. Implementation matters: a review of research 
on the influence of implementation on program outcomes and the 
factors affecting implementation. Am J Community Psychol 2008; 
41(3-4):327–50.

	34.	 Crane M, Bauman A, Lloyd B, McGill B, Rissel C, Grunseit A. Applying 
pragmatic approaches to complex program evaluation: A case study of 
implementation of the New South Wales Get Healthy at Work program. 
Health Promot J Austr 2019; 30(3):422–32.

	35.	 Malterud K, Aamland A, Iden KR. Small-scale implementation with 
pragmatic process evaluation: a model developed in primary health care. 
BMC Fam Pract 2018; 19(1):93.

	36.	 Popp J, Grüne E, Carl J, Semrau J, Pfeifer K. Co-creating physical activity 
interventions: a mixed methods evaluation approach. Health Res Policy 
Syst 2021; 19(1):37.

	37.	 Onwuegbuzie AJ, Hitchcock JH. A meta-framework for conducting mixed 
methods impact evaluations: Implications for altering practice and the 
teaching of evaluation. Stud Educ Eval. 2017;53:55–68.

	38.	 Albright K, Gechter K, Kempe A. Importance of mixed methods in 
pragmatic trials and dissemination and implementation research. Acad 
Pediatr 2013; 13(5):400–7.

	39.	 Rütten A. Kooperative Planung und Gesundheitsförderung: Ein Imple-
mentationsansatz [Cooperative Planning and health promotion: An 
implementation approach]. Zeitschrift für Gesundheitswissenschaften 
1997; 5(3):257–72.

	40.	 Rütten A. Evaluating healthy public policies in community and regional 
contexts. In: Rootman I, Goodstadt M, Hyndman B, McQueen DV, Potvin 
L, Springett J et al., editors. Evaluation in health promotion: Principles 
and perspectives. Geneva: World Health Organization Europe; 2001. 
p. 341–64.

	41.	 Anguera MT, Blanco-Villaseñor A, Losada JL, Sánchez-Algarra P, Onwue-
gbuzie AJ. Revisiting the difference between mixed methods and multi-
methods: Is it all in the name? Quality & Quantity 2018; 52(6):2757–70.

	42.	 Morse JM. Principles of Mixed Methods and Multimethod Research 
Design. In: Tashakkori A, Teddlie C, editors. Handbook of Mixed Methods 
in Social & Behavioral Research. Thousand Oaks: Sage Publications; 2003. 
p. 189–208.



Page 14 of 14Grüne et al. BMC Public Health          (2022) 22:765 

	43.	 Pinnock H, Barwick M, Carpenter CR, Eldridge S, Grandes G, Griffiths CJ 
et al. Standards for Reporting Implementation Studies (StaRI) Statement. 
BMJ 2017; 356:i6795.

	44.	 Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 
research (COREQ): a 32-item checklist for interviews and focus groups. Int 
J Qual Health Care 2007; 19(6):349–57.

	45.	 Patton MQ. Qualitative research & evaluation methods: integrating theory 
and practice. 4th ed. Los Angeles: SAGE; 2015.

	46.	 Shelton RC, Cooper BR, Wiltsey Stirman S. The Sustainability of Evidence-
Based Interventions and Practices in Public Health and Health Care. Annu 
Rev Public Health 2018; 39:55–76.

	47.	 Kuckartz U. Qualitative Inhaltsanalyse. Methoden, Praxis, Computer-
unterstützung [Qualitative Text Analysis: A Guide to Methods, Practice 
and Using Software]. 4. Auflage. Weinheim, Basel: Beltz Juventa; 2018. 
(Grundlagentexte Methoden). Available from: URL: http://​ebooks.​ciando.​
com/​book/​index.​cfm?​bok_​id/​25134​16.

	48.	 Michie S, Richardson M, Johnston M, Abraham C, Francis J, Hardeman 
W et al. The Behavior Change Technique Taxonomy (v1) of 93 Hierarchi-
cally Clustered Techniques: Building an International Consensus for the 
Reporting of Behavior Change Interventions. Ann Behav Med 2013; 
46(1):81–95.

	49.	 Fuchs R, Klaperski S, Gerber M, Seelig H. Messung der Bewegungs- und 
Sportaktivität mit dem BSA-Fragebogen [Measurement of Physical 
Activity and Sport Activity With the BSA Questionnaire]. Zeitschrift für 
Gesundheitspsychologie 2015; 23(2):60–76.

	50.	 Dixon WJ, Tukey JW. Approximate Behavior of the Distribution of Win-
sorized t (Trimming/Winsorization 2). Technometrics 1968; 10(1):83–98.

	51.	 Zander-Jentsch B, Wagner F, Rzayeva N, Busse R. Germany. In: Rafferty AM, 
Busse R, Zander-Jentsch B, Sermeus W, Bruyneel L, editors. Strengthening 
health systems through nursing: Evidence from 14 European countries. 
Copenhagen: World Health Organization; 2019. p. 43–52.

	52.	 Hailemariam M, Bustos T, Montgomery B, Barajas R, Evans LB, Drahota A. 
Evidence-based intervention sustainability strategies: a systematic review. 
Implement Sci 2019; 14(1):57.

	53.	 Nastasi BK, Varjas K, Schensul SL, Silva KT, Schensul JJ, Ratnayake P. 
The Participatory Intervention Model: A Framework for Conceptual-
izing and Promoting Intervention Acceptability. School Psychol Quart. 
2000;15(2):207–32.

	54.	 Grüne E, Popp J, Carl J, Semrau J, Pfeifer K. Bewegungsbezogene Gesund-
heitskompetenz (BGK) als curricularer Inhalt in der Pflegeausbildung 
[Physical Activity-related Health Competence (PAHCO) as curricular con-
tent of nursing education]. Bewegungstherapie und Gesundheitssport 
2020; 36:266–268.

	55.	 Green LW, Kreuter MW. Health program planning. An educational and 
ecological approach. 4th ed. New York: McGraw-Hill Companies; 2005.

	56.	 Rowling L, Samdal O. Filling the black box of implementation for health-
promoting schools. Health Education 2011; 111(5):347–62.

	57.	 Muellmann S, Steenbock B, Cocker K de, Craemer M de, Hayes C, O’Shea 
MP et al. Views of policy makers and health promotion professionals on 
factors facilitating implementation and maintenance of interventions 
and policies promoting physical activity and healthy eating: results of the 
DEDIPAC project. BMC Public Health 2017; 17(1):932.

	58.	 Bunce AE, Gruß I, Davis JV, Cowburn S, Cohen D, Oakley J et al. Lessons 
learned about the effective operationalization of champions as an 
implementation strategy: results from a qualitative process evaluation of 
a pragmatic trial. Implement Sci 2020; 15(1):87.

	59.	 Urquhart R, Kendell C, Geldenhuys L, Ross A, Rajaraman M, Folkes A et al. 
The role of scientific evidence in decisions to adopt complex innovations 
in cancer care settings: a multiple case study in Nova Scotia, Canada. 
Implement Sci 2019; 14(1):14.

	60.	 Bonawitz K, Wetmore M, Heisler M, Dalton VK, Damschroder LJ, Forman J 
et al. Champions in context: which attributes matter for change efforts in 
healthcare? Implement Sci 2020; 15(1):62.

	61.	 Skarholt K, Blix EH, Sandsund M, Andersen TK. Health promoting leader-
ship practices in four Norwegian industries. Health Promot Int 2016; 
31(4):936–45.

	62.	 Aarons GA, Ehrhart MG, Farahnak LR. The implementation leadership 
scale (ILS): development of a brief measure of unit level implementation 
leadership. Implementation Science 2014; 9:45.

	63.	 Eriksson A, Orvik A, Strandmark M, Nordsteien A, Torp S. Management 
and Leadership Approaches to Health Promotion and Sustainable Work-
places: A Scoping Review. Societies 2017; 7(2):14.

	64.	 Herbert-Maul A, Abu-Omar K, Frahsa A, Streber A, Reimers AK. Transfer-
ring a Community-Based Participatory Research Project to Promote Physi-
cal Activity Among Socially Disadvantaged Women-Experiences From 15 
Years of BIG. Front Public Health 2020; 8:571413.

	65.	 Weiner BJ, Clary AS, Klaman SL, Turner K, Alishahi-Tabriz A. Organizational 
readiness for change: what we now, what we think we wnow, and what 
we need to know. In: Albers B, Shlonsky A, Mildon R, editors. Imple-
mentation Science 3.0. Cham: Springer International Publishing; 2020. 
p. 101–44.

	66.	 Scaccia JP, Cook BS, Lamont A, Wandersman A, Castellow J, Katz J et al. A 
practical implementation science heuristic for organizational readiness: R 
= MC2. J Community Psychol 2015; 43(4):484–501.

	67.	 Helfrich CD, Kohn MJ, Stapleton A, Allen CL, Hammerback KE, Chan KCG 
et al. Readiness to Change Over Time: Change Commitment and Change 
Efficacy in a Workplace Health-Promotion Trial. Front Public Health 2018; 
6:110.

	68.	 Zhang Y, Flum M, West C, Punnett L. Assessing Organizational Readiness 
for a Participatory Occupational Health/Health Promotion Intervention in 
Skilled Nursing Facilities. Health Promot Pract 2015; 16(5):724–32.

	69.	 Carl J, Grüne E, Popp J, Pfeifer K. Physical Activity Promotion for Appren-
tices in Nursing Care and Automotive Mechatronics-Competence Counts 
More than Volume. Int J Environ Res Public Health. 2020;17(3):793.

	70.	 Jun SY, Kim J, Choi H, Kim JS, Lim SH, Sul B, et al. Physical Activity of Work-
ers in a Hospital. Int J Environ Res Public Health. 2019;16(4):532.

	71.	 Dadaczynski K, Schiemann S, Backhaus O. Promoting physical activity in 
worksite settings: results of a German pilot study of the online interven-
tion Healingo fit. BMC Public Health 2017; 17(1):696.

	72.	 Eccles MP, Mittman BS. Welcome to Implementation Science. Implemen-
tation Science 2006; 1(1):1.

	73.	 Koorts H, Eakin E, Estabrooks P, Timperio A, Salmon J, Bauman A. Imple-
mentation and scale up of population physical activity interventions for 
clinical and community settings: the PRACTIS guide. Int J Behav Nutr 
Phys Act 2018; 15(1):51.

	74.	 Goldstein H, Olswang L. Is there a science to facilitate implementation of 
evidence-based practices and programs? Evidence-Based Communica-
tion Assessment and Intervention 2017; 11(3-4):55–60.

	75.	 Bauer MS, Kirchner J. Implementation science: What is it and why should I 
care? Psychiatry Res 2020; 283:112376.

	76.	 Wolfenden L, Foy R, Presseau J, Grimshaw JM, Ivers NM, Powell BJ et al. 
Designing and undertaking randomised implementation trials: guide for 
researchers. BMJ 2021; 372:m3721.

	77.	 Wolfenden L, Williams CM, Wiggers J, Nathan N, Yoong SL. Improving the 
translation of health promotion interventions using effectiveness-imple-
mentation hybrid designs in program evaluations. Health Promotion J 
Aust. 2016;27(3):204–7.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

http://ebooks.ciando.com/book/index.cfm?bok_id/2513416
http://ebooks.ciando.com/book/index.cfm?bok_id/2513416

	Examining the sustainability and effectiveness of co-created physical activity interventions in vocational education and training: a multimethod evaluation
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 
	Trial registration: 

	Background
	Methods
	Overall study design
	Part 1: Sustainability
	Setting and participants
	Data collection
	Data analysis

	Part 2: Effectiveness
	Setting and participants
	Intervention
	Data collection
	Data analysis


	Results
	Part 1: Sustainability
	Evaluation of the questionnaire survey
	Evaluation of the interviews

	Part 2: Effectiveness

	Discussion
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


