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ABSTRACT
Background: Workplace health promotion (WHP) 
interventions have limited effects on the health of 
employees with low socioeconomic position (SEP). This 
paper argues that this limited effectiveness can be partly 
explained by the methodology applied to evaluate the 
intervention, often a randomised controlled trial (RCT). 
Frequently, the desired outcomes of traditional evaluations 
may not match employees’—and in particular employees 
with low SEP—needs and lifeworld. Furthermore, 
traditional evaluation methodologies do not function well 
in work settings characterised by change resulting from 
internal and external developments.  
Objective: In this communication, responsive evaluation 
is proposed as an alternative approach to evaluating 
WHP interventions. Responsive evaluation’s potential 
added value for WHP interventions for employees with 
low SEP in particular is described, as well as how the 
methodology differs from RCTs. The paper also elaborates 
on the different scientific philosophies underpinning the 
two methodologies as this allows researchers to judge the 
suitability and quality of responsive evaluation in light of 
the corresponding criteria for good science.

INTRODUCTION
Although the workplace is a promising setting 
for workplace health promotion (WHP), 
the effects of WHP interventions have been 
limited, as shown in several individual partic-
ipant data meta- analyses performed in the 
last decade.1–5 Theoretically, the workplace 
is a promising setting for health promotion 
because existing physical and social structures 
at work, such as the physical environment 
and group norms, provide a basis on which 
to build.6 7 WHP is of particular relevance to 
employees with low socioeconomic position 
(SEP) because these employees generally 
have poorer health than those with high SEP.8 
However, employees with low SEP participate 
less frequently in WHP interventions,9 10 and 
if they do the effectiveness on their health is 
limited.1–3 Therefore, the question arises as to 
why WHP interventions are not living up to 
their potential.

Various explanations have been offered for 
the limited effectiveness of WHP interven-
tions. First, the limited effectiveness could 
result from inappropriate interventions, 
for example based on the wrong theories 
(theory failure). Second, poor implementa-
tion could explain the intervention’s limited 
effectiveness, for example when participation 
in the intervention is low or when partici-
pants drop out before the end of the inter-
vention (programme failure).11 12 Although 
these explanations are legitimate, we argue 
that part of the explanation can be found 
in the methodologies used to evaluate WHP 
interventions. WHP intervention evalua-
tion has already been a topic of discussion. 
Several articles have questioned the suit-
ability of the randomised controlled trial 
(RCT), one of the methodologies most used 
in the occupational health field to evaluate 
WHP interventions.13–15 One reason for ques-
tioning an RCT’s suitability for evaluation in 
the work setting is that the setting is subject 
to change.16 Changes can be large scale on 
the socioeconomic, political, technolog-
ical and demographic level (eg, legislation, 
ageing population), macro at the industry or 
company level (eg, downsizing, outsourcing), 
or micro at the organisation level (eg, 
workload, participation, support).16 These 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ This study presents an innovative evaluation meth-
od in the field of workplace health promotion, with 
empirical examples and explanations of underlying 
concepts.

 ⇒ This study informs readers about various methodol-
ogies and about the situations in which each meth-
odology might be more or less suitable.

 ⇒ This study focuses on one innovative methodology, 
although others exist.

 ⇒ It was decided to focus on one methodology to be 
able to provide sufficient examples and explain un-
derlying concepts.
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inevitable changes make it impossible to fully control 
the work setting, which is a prerequisite to an RCT’s 
internal validity.16 17 Other challenges for RCTs relate to 
the desires of organisations, which may not agree with the 
randomisation of employees and a control group because 
this means that some employees will not receive the inter-
vention. Moreover, the organisation may want to make 
changes to the intervention protocol, for example due to 
developments in the context (eg, the intervention has to 
be postponed due to the COVID- 19 pandemic).13 These 
challenges hamper RCTs’ desired execution, thereby 
masking the intervention’s impact.

In addition, traditional evaluation methodologies may 
not pay sufficient attention to employees’ subjective expe-
riences, which are relevant to ascertaining what they find 
important in WHP. Traditional evaluation methodologies 
often focus on outcomes such as body mass index (BMI), 
lifestyle behaviours or organisation- related outcomes 
such as productivity,18 as these are outcomes that fit the 
typical design of an RCT in which changes in certain 
measurable outcomes are evaluated. Outcomes such as 
BMI and lifestyle behaviours are relevant outcomes from 
an epidemiological perspective, but often are not the top 
priority in employees with low SEP daily lives.10 19 In other 
words, the outcomes of traditional evaluations may not 
match employees with low SEP lifeworld. The lifeworld 
is a person’s or a group’s background of shared assump-
tions, meanings and understandings about the world,20 
which differ between people and groups.21 The lifeworld 
of employees with low SEP probably differs from high 
SEP employees’ lifeworld because these employees work 
under different working conditions,7 and their norms and 
values, for example with regard to health, may differ.22 
Each person’s lifeworld influences what that person 
considers important. Hence, it presumably also encom-
passes what that person considers a relevant outcome of 
a WHP intervention. Therefore, the outcomes in WHP 
intervention evaluations should be defined in terms of 
employees with low SEP lifeworld.

Alternative evaluation methodologies for WHP inter-
ventions have been proposed, such as the cluster RCT 
and stepped- wedge design18 and observational (non- 
randomised) design.14 Although these alternatives tackle 
some of the challenges regarding randomisation, control 
group and intervention, they do not address the possible 
mismatch between what is measured and employees with 
low SEP lifeworld. Furthermore, these alternative evalua-
tion methods still face challenges when changes occur in 
and outside the work setting. Therefore, other evaluation 
methodologies should also be considered.

This paper proposes responsive evaluation as an 
approach to evaluating WHP interventions. This approach 
was introduced by Stake23 for evaluating educational 
programmes23 24 and extended by Guba and Lincoln.25 
The methodology was further developed and introduced 
to the public health field by Abma,26 who added more 
interactive and participatory elements. This paper aims to 
provide an extensive description of responsive evaluation 

and its potential added value for WHP evaluation in light 
of the changeability of the work setting and the need 
for WHP evaluation to take employees with low SEP life-
world into account. Consequently, the aims, methods 
and type of evidence used in responsive evaluation are 
described and compared with these elements in an RCT, 
thereby aiming to inform researchers about the differ-
ences between both methodologies, including diverging 
underlying scientific philosophies. These philosophies 
are described, highlighting some characteristics of the 
scientific philosophy underpinning responsive evaluation 
that might be of particular interest for WHP evaluation. 
In addition, the role played by dialogue and values in 
responsive evaluation is explained, as these are two typical 
elements of responsive evaluation.

Throughout this commentary, examples are given from 
two recent WHP responsive evaluations performed over 
2 years in two Dutch organisations with employees with 
low SEP: a harbour service provider (2018–2021) and a 
sheltered workplace (2019–2021). The evaluation papers 
have been/will be published elsewhere.27

AIMS, METHODS AND TYPE OF EVIDENCE
In the following sections, the aims, methods and types of 
evidence in RCTs and responsive evaluation are described. 
A summary of important differences is provided in table 1.

Aims
The RCT’s aim is to examine a causal relationship 
between an intervention or manipulation and an observ-
able change in a predefined outcome of interest.17 The 
RCT has become the gold standard in evaluative medical 
research because it allows the effect of certain medical 
therapies to be examined.13 If an RCT is used in the WHP 
field, the aim is to examine a causal relationship between 
a WHP intervention and a particular health outcome or 
organisational outcomes such as productivity or job satis-
faction. If a causal relationship between intervention and 
effect is found, it can be concluded that the intervention 
is effective under the circumstances in which the RCT was 
performed.

Responsive evaluation, on the other hand, starts from 
the notion that social reality is too complex to detect 
clear cause–effect relations between an intervention and 
an outcome.28 However, this evaluation methodology has 
other aims that are of interest. Responsive evaluation aims 
to improve interventions by aligning them more closely 
with practice, for example the work setting. To achieve 
this, stakeholders (eg, employees, Human Resources 
Management (HRM), management) are involved in 
defining relevant themes and outcomes of the interven-
tions.26 Their concerns and suggestions are the priority 
and the starting point of the evaluation. In the harbour 
service provider and the sheltered workplace, operational 
employees, supervisors and management were asked what 
they consider important outcomes of an intervention. By 
bringing together stakeholders’ perspectives, responsive 
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evaluation facilitates mutual learning and greater under-
standing and acting on these.24 25 29 Special attention is 
paid to people who are generally not involved in knowl-
edge creation, as is often the case for employees with 
low SEP in WHP intervention evaluations.10 Involving 
employees and taking their experiences as a starting 
point for evaluation can shape the evaluation from the 
perspective of their lifeworld.

Responsive evaluation aims to evaluate the impact of an 
intervention. This can take the form of experiences with 
the intervention or mapping concrete actions or changes 
that take place during or after the intervention. These 
experiences and changes can then be compared with 
participants’ desired outcomes in order to monitor the 
relevance of the changes for the stakeholders. With the 
aim of improving an intervention, changes in the organ-
isational context can be taken into account to adapt the 
intervention and evaluation, if this will improve the inter-
vention’s relevance for employees. For example, after 
an early COVID- 19 outbreak, an inventory was made in 
the sheltered workplace, which was located in a heavily 
affected region in the Netherlands, of whether the impact 
of the virus on employees’ (mental) health should be 
addressed. This was not the case, but responsive evalua-
tion would have allowed a slight shift in focus if this had 
been necessary to maintain the intervention’s relevance.

Methods
Methods used in an RCT are mostly quantitative, such 
as validated questionnaires or bodily measurements of 
biomedical risk factors of health such as BMI. Measure-
ments are usually performed before and after the inter-
vention. Through randomisation, other confounding 

factors that may influence these outcomes are assumed to 
be equally distributed over the groups. This allows conclu-
sive statements to be made about an intervention’s effects 
on the outcome of interest and consequently about the 
internal validity of the outcomes.17

In responsive evaluation, both qualitative and quantita-
tive methods can be used. However, qualitative methods 
are important because they are appropriate for gaining 
insights into the experiences and complexity of the social 
world,26 thereby making qualitative methods suitable for 
gaining insights into employees with low SEP lifeworld. 
Participant observations (ie, participating at the work-
place for several days) and interviews led by employees’ 
stories are examples of possible qualitative methods that 
can be used in responsive evaluation. If possible, quali-
tative methods are combined with quantitative methods 
to enhance the validity of findings (data triangulation).30 
For example, in the responsive evaluation in the harbour 
service provider, qualitative methods (interviews and 
participant observations) revealed that high workloads, 
mental health and burnout were important issues for 
employees. These issues were confirmed by quantitative 
data consisting of periodical medical evaluations.

Different methods result in different types of outcomes. 
Whereas RCTs provide information about measurable 
outcomes, the impact of responsive evaluation is often 
described as a learning process. In this learning process, 
understanding is gained on issues that are important to 
stakeholders, leading to changes in understanding, atti-
tude, and sometimes organisational and/or individual 
behaviour.26 31 32 In the responsive evaluation of the 
harbour service provider, changes were observed on four 

Table 1 Important differences between traditional methodologies and responsive evaluation

Differences
Traditional methodologies (e.g., 
randomised controlled trial) Responsive evaluation

Aims Examine causality between the 
intervention and the outcome

Better match interventions to a target 
group’s lifeworld and evaluate change

Design and methods Rigid design
Measurement

Emergent design
Qualitative methods or mixed methods

Type of evidence Statistical evidence Argumentative evidence

Philosophy underlying the evaluation Positivism, postpositivism Social constructivism, hermeneutics, 
interpretative approaches

View on reality Reality is external and can be observed 
from outside

Reality is socially constructed and can be 
understood by participating in it

Researcher’s attitude Objective (observes from outside) Participating observer (observes from 
inside and through interaction)

Role of values Values play a role in deciding the 
direction of research and judging 
methodology on ethics

Specific values* are the main drivers of 
research and underlie the approach

Favourable circumstances for the 
different evaluation designs

Controllable settings
Target population easy to reach and 
include

Settings susceptible to change
Target population difficult to reach and 
include

*Empowerment, social inclusion, emancipation and epistemic justice.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062320 on 22 D

ecem
ber 2022. D

ow
nloaded from

 

http://bmjopen.bmj.com/


4 van Heijster H, et al. BMJ Open 2022;12:e062320. doi:10.1136/bmjopen-2022-062320

Open access 

levels: case, individual, team and organisational.27 These 
changes included the implementation of a programme 
to enhance mutual understanding between departments, 
learning from one another and management’s improved 
understanding of employees’ issues.

Responsive evaluation takes place continuously, rather 
than at fixed junctures. This means that the interven-
tion is evaluated throughout the evaluation period, and 
changes can be found at any stage of the project.33 34 
This allows an understanding to be obtained of the expe-
riences with the intervention early in the evaluation. In 
addition, even when major changes in the organisational 
context take place (eg, the COVID- 19 outbreak), the 
findings in the phases before the major change can be 
taken into account. Furthermore, due to responsive eval-
uation’s emergent design, the methods can be adapted if 
this is considered necessary consequent to changes like 
the COVID- 19 outbreak. For example, the final stages 
of the harbour service provider’s responsive evaluation 
took place during the COVID- 19 outbreak in March–
April 2020. Due to the high level of sick leave during 
that period, it was decided to replace the planned final 
employee interviews with one interview with manage-
ment (ie, decision- makers) to avoid overwhelming the 
employees. This was the best option in practice and still 
provided relevant insights for evaluation. If an RCT eval-
uation methodology had been applied, the decline in 
the usefulness of the results would have been greater 
because RCTs rely on performing evaluations as planned 
in advance.

Type of evidence
Measurements in a controlled environment can provide 
statistical evidence in an RCT about whether or not a causal 
relationship exists between intervention and outcome. In 
responsive evaluation, changes are substantiated not by 
statistical but by argumentative evidence. This evidence 
is qualitative and sometimes also quantitative, together 
making a plausible argument that certain changes have 
taken place as a result of the intervention. For example, 
in the harbour service provider, the evidence consisted of 
a collection of stakeholders’ stories about the perceived 
changes and communications with the organisation’s 
decision- makers about the changes implemented.

UNDERLYING PHILOSOPHIES
The differences in aims, methods and evidence do not 
stand alone, but fit in the underlying philosophies in 
which traditional methodologies such as the RCT and 
responsive evaluation are embedded (table 1). Although 
the philosophical embedding of evaluation methodolo-
gies can be nuanced, RCT and responsive evaluation are 
associated with two diverging philosophies frequently 
criticised by users of the one and the other,35 namely 
positivism and social constructivism. These scientific 
traditions have different views on what good science is 
and how it should be performed. It may be helpful for 

researchers considering responsive evaluation, but who 
are accustomed to working from a positivist tradition, to 
understand responsive evaluation’s underlying philos-
ophy and how it has scientific value in its own right. 
Moreover, some characteristics, such as the view on reality 
and the researcher’s role in social constructivism, may be 
especially relevant for WHPs for groups whose lifeworld 
is little known, such as employees with low SEP. The 
following section provides a reflection on those charac-
teristics of social constructivism, after first describing how 
each of these characteristics is interpreted in positivism.

View on reality and how to understand it
The positivist tradition underlying most traditional 
WHP evaluation methodologies, including the RCT, is 
originally situated in the natural sciences model. In this 
model, reality is considered to be external, with prop-
erties that can and should be measured through objec-
tive methods.36 In pure positivism, knowledge about 
this reality is significant only if it is based on objective, 
value- free observations. However, postpositivism has 
rejected the idea of objective, merely sensory, observa-
tion. From a postpositivist perspective, the world should 
be studied through measurement and objective methods 
that are value- neutral and have operationalised indica-
tors.36 37 In WHP evaluations, operationalised indica-
tors could include, for example, BMI, physical fitness 
or productivity. Self- reported data can also be used, 
although these raise questions about bias in the positivist 
tradition.38 These standardised measures allow reality to 
be described objectively, or, in WHP evaluations, health.

Whereas positivism stems from the natural sciences 
model, social constructivism starts from the belief that 
this model is inadequate for studying social phenomena.39 
In the social constructivist tradition, which underpins 
responsive evaluation, reality is considered to be socially 
constructed. This means that reality is constructed by 
people who ascribe different meanings to their world.36 
Translated into WHP evaluation, this means that, although 
health can be measured through operationalised indica-
tors, it is also socially constructed by people with different 
definitions of what it means to be healthy. From a social 
constructivist position, meanings are considered to be 
credible as long as they are understood from the perspec-
tive of the people under study.39 Researchers try to under-
stand the subjective meanings that people give to a certain 
phenomenon36 37 39 such as health. Subjective does not 
mean biased or opinionated, but rather the meaning that 
something has for the observed human. These subjective 
meanings allow the people and their behaviour under 
study to be understood.39 For example, in the responsive 
evaluation of the social enterprise, a single woman with a 
disability explained that she was well aware that quitting 
smoking would be much better for her health. She had 
heart problems and was treated for this in the hospital, 
and her doctor had already urged her to quit several 
times. However, she explained that it was hard to quit 
because she enjoyed smoking, especially when she arrived 
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home alone from work or other activities. Although this 
may seem irrational from a medical perspective, it shows 
that knowing is not enough to quit smoking. This helps 
us to better understand—although not necessarily agree 
with—this woman’s decision with regard to smoking. 
Understanding the subjective meaning of health for this 
woman is relevant for WHP because it could lead to the 
conclusion that education about the disadvantages of 
smoking is not sufficient to support her health.

The researcher’s role
In positivism, the researcher is independent of what is 
being researched. The researcher observes what is or is 
not the case, in the third- person attitude.37 In this atti-
tude, the researcher observes the study object from the 
outside (rather than from the inside, as is the case in social 
constructivist research). Evaluation of outcomes through 
standardised questionnaires and measurements facilitates 
comparisons with data collected in other settings.36 40 In 
the positivist tradition, these comparisons are important 
for interpreting results and making generalisations.

In social constructivist approaches on the other hand, 
the researcher adopts the performative attitude, in which 
the researcher participates in communicative action.37 39 
Unlike in traditional approaches, the researcher has to 
be in proximity to the people under study. Standardised 
evaluation methods are less suitable when one is working 
from the performative attitude because they do not allow 
space for experiences outside the questionnaire and 
measurement method. The latter is of particular rele-
vance when researchers are less familiar with the target 
group under study. Qualitative methods such as inter-
views and participant observations are more suitable for 
this purpose, provided they are used in such a way that 
the participants’ experiences are the starting point of the 
methods. In communicative action, the researcher will 
be confronted with the so- called non- cognitive claims to 
reality: the speakers will refer not only to something in 
the objective world, but also to something in their social 
world (eg, norms) and personal world (subjective expe-
riences), for example the employee’s subjective experi-
ence with smoking from the abovementioned example.21 
In this research role, changes in the work context that 
affect those subjective experiences are not a disruption of 
the research process, but rather a development that offers 
the possibility of a better understanding of employees’ 
lifeworld.

THE ROLE OF DIALOGUE AND VALUES IN RESPONSIVE 
EVALUATION
Dialogue
In the most recent version of responsive evaluation,25 
dialogue plays an important role. In addition to eluci-
dating people’s subjective meanings and perspectives, 
these experiences should be related to one another 
through dialogue. This argument is based on Gadam-
er’s theory of hermeneutics, in which gaining insight 

through the interpretation of experiences and opin-
ions, through dialogue, is central.41 Dialogue facilitates 
(1) acknowledging the other; (2) being open about 
one’s perspective on reality; and (3) striving for mutual 
understanding, learning and insight.42 These outcomes 
of dialogues are not only helpful in gaining more insight 
into employees’ lifeworld in WHP evaluation because 
employees share their perspectives on health, but also 
relevant for WHP evaluation given the many stakeholders 
involved in WHP.43 44 In the role of ‘Socratic guide’ in 
responsive evaluation, the researcher facilitates dialogue 
and, through this, learning among the stakeholders.45 
For example, in the sheltered workplace, exchange of 
perspectives between employees led to the management 
understanding that the WHP activities were sometimes 
too challenging for some employees, as a result of which 
these employees often did not participate.

Values
Responsive evaluation starts from a normative position, 
working from intrinsic values such as emancipation, social 
justice and empowerment.34 46 These values are reflected 
in some of the characteristics of responsive evaluation. 
For example, they are reflected in the inclusion in the 
evaluation of those with the least heard voice, by creating 
a safe communication climate in which they can speak 
freely.47 In the sheltered workplace, a safe communica-
tion climate was created through organising dialogues 
where employees shared their perspectives and ideas on 
how to improve the existing WHP activities. The sheltered 
workplace planned to continue these dialogues after the 
responsive evaluation to ensure that employees’ input 
would be given a permanent place in the design of WHP 
activities. Including different perspectives and respecting 
knowledge diversity also reflect the underlying value of 
epistemic justice.48 Epistemic justice is another guiding 
value in responsive evaluation, as it is in other participa-
tory approaches such as participatory health research.49 
To achieve epistemic justice, the researcher has the moral 
responsibility to create room for all voices and various 
forms of knowledge, and also to consider the various 
stakeholders’ perspectives as equally relevant.

DISCUSSION
The aim of this paper was to provide an extensive image 
of responsive evaluation and its potential added value as 
a different approach to evaluating WHP interventions, in 
light of the fact that it is suitable for changeable settings 
such as the workplace and for gaining more insight into 
employees with low SEP lifeworld. Responsive evalua-
tion’s emergent design means that change can be antici-
pated by making adjustments during the evaluation, if this 
increases the quality of the evaluation (eg, by enhancing 
relevance for stakeholders). Moreover, given the princi-
ples of social constructivism in which people give their 
own meanings to their world, the ongoing influence 
of change on various stakeholders in the work setting, 
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rather than impeding the evaluation, can be addressed 
and included in the evaluation. In dialogue—an indis-
pensable element of responsive evaluation—the various 
meanings that people give to health and WHP can be 
connected, thereby enabling various perspectives on 
WHP to be heard, including of those who are generally 
not involved in WHP design and evaluation. Thus, it can 
contribute to finding ways to better match interventions 
to employees with low SEP lifeworld.

However, there are also challenges that should be 
acknowledged when using responsive evaluation as a 
methodology for WHP evaluation. The first challenge is 
related to responsive evaluation’s aim to understand how 
programmes work in a particular context rather than to 
make generalisations about how programmes work in 
general.24 This may be seen as problematic if organisa-
tions want to base their decisions about WHP interven-
tions on proof of effectiveness in other organisations.10 17 
However, traditional approaches such as RCTs face similar 
issues with external validity35 when programmes work in 
a particular setting but not in another.13 The findings of 
responsive evaluation are transferable rather than gener-
alisable. The rich data mined by responsive evaluation 
provide a thick description of the work context, stake-
holders, circumstances and outcomes of the evaluation. 
Other workplaces may recognise some or more elements 
of this thick description and can extrapolate some of the 
findings to their setting,25 that is, form an idea of how an 
intervention could work in their setting. Thus, the find-
ings of a responsive evaluation in one workplace can be 
translated to other, similar workplaces. The second chal-
lenge is related to confirmability, that is, the possibility 
for other researchers to verify the interpretations of the 
data.30 All researchers have biases, for instance due to 
their (cultural, educational or social) background that can 
trickle down to the interpretation of data.50 Researchers 
should be aware of their biases and reflect on this espe-
cially in responsive evaluation, as often a large part of the 
data is qualitative, of which a part consists of data collected 
through informal conversations during participant obser-
vations. This form of data collection is less controlled like 
in an interview which is audio- recorded, which requires 
researchers to keep an audit trail of all data collected and 
reflect on their biases.30 All in all, researchers who use 
responsive evaluation must face the challenge of demon-
strating the relevance of findings to other settings in a 
different way than in traditional evaluation methodol-
ogies, as well as putting a lot of efforts in systematically 
keeping track of all the different forms of data collection.

Strengths and limitations of this communication
A strength of this communication is that it provides exam-
ples of two responsive evaluations in the work setting to 
illustrate responsive evaluation’s potential added value. 
Other approaches for WHP evaluation have also been 
proposed, but these generally do not include empirical 
examples. Yet examples can help researchers get a better 
idea of how a new evaluation methodology in the WHP 

field works. The second strength is that, in addition to 
describing the various characteristics of responsive eval-
uation such as its aims and frequently used methods, 
we have compared it with a traditional evaluation meth-
odology, the RCT. The reason for doing this was not so 
much the comparison as to inform the reader of the 
different scientific grounds on which both are based. 
These grounds impact what is considered good science 
and what is not. Information on the underlying scientific 
philosophies may enable researchers who are considering 
responsive evaluation to better evaluate its added value.

A limitation of this communication is that it describes 
only one methodology for evaluating WHP interven-
tions. There certainly are other approaches that are of 
interest for WHP evaluation as well, for instance realist 
evaluation12 and citizen science,51 which have similarities 
and differences with responsive evaluations. However, 
the added value of this paper lies in the comprehen-
sive, empirically illustrated and focused description of 
responsive evaluation. This allows other researchers to 
understand, consider and use this approach for their own 
research. A comparison between approaches certainly 
also has its value as this provides an overview of various 
methodologies that may be an alternative to traditional 
approaches for WHP evaluation. However, this would 
most likely reduce the extensiveness of the insight in the 
various methodologies, compared with focusing on one 
approach.

CONCLUSION
This communication presents responsive evaluation as 
an innovative methodology for evaluating WHP interven-
tions. It describes why responsive evaluation is suitable for 
addressing workplace evaluation challenges such as the 
changeability of the work setting and the need to better 
match evaluations to the lifeworld of employees, espe-
cially those with low SEP. In addition, it provides insights 
into the scientific philosophy underlying responsive eval-
uation, how it has different expectations of what consti-
tutes good science and why some elements might be 
relevant for WHP evaluation. Responsive evaluation also 
faces challenges, such as the translation of findings from 
one setting to another, although suggestions on how to 
do so are provided. Other methodologies for WHP inter-
vention evaluation should be explored in future research 
to further contribute to finding ways to evaluate WHP 
interventions.
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