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Abstract

Background: Teachers have high rates of daily stress and the majority of available interventions are focused at the
teacher-level. Yet, best practices in Total Worker Health® approaches indicate organization-level interventions identi-
fied using a participatory approach are most effective. We conducted an exploratory scale-out pilot study to examine
the adoption of the Healthy Workplace Participatory Program (HWPP), an evidence-based, Total Worker Health approach
to engage employees (e.g., teachers) and supervisory personnel (e.g., administrators) in the design and implementa-
tion of workplace well-being interventions within two elementary schools.

Methods: We evaluated the program both quantitatively and qualitatively collecting implementation outcome data
(i.e, fidelity, acceptability, understanding, feasibility, system alignment) as well as data-driven adaptations using the
Framework for Reporting Adaptations and Modifications-Expanded. Data from the first school informed scale-out
adaptation of the HWPP intervention, HWPP-Education, within the second school. We compared implementation
outcomes between Pilot Schools 1 and 2 to evaluate improvements in the adapted HWPP.

Results: Adaptations to HWPP program content and process were suggested to increase feasibility and contextual
fit. Acceptability, understanding, and feasibility ratings showed statistically significant improvements comparing
School 1 to School 2 which implemented the improved HWPP-Education. Furthermore, users reported adaptations
including shorter meeting design and faster process were feasible within their work context.

Conclusion: This pilot study is the first attempt to scale out the HWPP to educators, and while not intended to con-
firm efficacy, it showed promising results for scale-out. Results from Pilot Schools 1 and 2 suggest systematic use of
quantitative and qualitative implementation data can effectively inform scale-out efforts that increase critical out-
comes such as fidelity, acceptability, understanding, feasibility, system alignment, and leader engagement as well as
decrease the extent of system resources needed. As such, this scale-out process may be a feasible approach on which
to base large-scale implementation efforts of the HWPP among educators.
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Background

Teacher stress has been defined as a teacher’s experi-

ence of unpleasant emotions that result from aspects of

their work, particularly when their work demands exceed
“Correspondence: lisasanetti@uconn.edu their available resources or ability to cope [1-4]. Surveys
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the highest rates of daily stress among occupations, with
nearly 59% of respondents reporting significant stress
at least several days per week [5, 6]. Teachers’ chronic
stress results in negative outcomes for both teachers and
their students [7]. Chronically stressed teachers are less
likely to use evidence-based classroom management and
instructional strategies, more likely to experience physi-
cal and psychological health problems, and more likely
to leave the field of education prior to retirement [8, 9].
Students of chronically stressed teachers are more likely
to demonstrate disruptive behaviors [10], higher suspen-
sion rates [11], and increased salivary cortisol levels — an
indicator of hypothalamic-pituitary-adrenal axis activity
associated with the stress response [12].

Interventions targeting teacher stress have historically
been grouped into four categories with a focus on indi-
vidual (teacher) level changes. First, knowledge-based
interventions (KBIs), which encompass various types of
informational trainings, such as educating teachers about
problem behaviors or providing psychosocial education
on the risks associated with stress [13, 14]. Second, cog-
nitive-behavioral interventions, which combine behav-
joral practice and cognitive training to provide teachers
with knowledge and skills to manage job-related stress
[15]. Third, mindfulness-based interventions, which
utilize cognitive and behavioral strategies to shift the
focus from thought content to the process of feeling and
thinking by prioritizing awareness and non-judgmental
acceptance, specifically targeting the symptoms of stress
[16]. Fourth, behavioral interventions, which primar-
ily focus on promoting specific skills and strategies to
reduce teacher stress [17]. The majority of interventions
focus on secondary prevention, aimed at modifying an
individual’s response to stressors rather than primary
prevention, reducing exposure to stressors.

Results of a systematic review of teacher stress-reduc-
tion interventions indicate that, across categories, inter-
ventions resulted in small-medium effect sizes [15].
These results suggest interventions focused on individual
teachers can effectively address well-being issues at the
individual level. Yet, available data indicate many sources
of teacher stress are at the school or system (i.e., work-
place) level [18]. As such, workplace-level health and
wellness approaches may also be needed to address the
teacher stress epidemic effectively, efficiently, and com-
prehensively [8].

Reviews of occupational health research support this
conclusion; a combination of organizational and indi-
vidual-focused approaches to job-stress intervention are
more effective than either individually as they empha-
size primary prevention (i.e., elimination or reduction in
factors that give rise to teacher stress [19];). Results of a
systematic review of organization-level interventions to
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address work-related stress in teachers, however, indi-
cated the three reviewed interventions (i.e., changing
task characteristics, coaching, and performance bonus
+ job promotion + mentoring) were minimally effective
[20]. These results may not be surprising however, as all
the organization-level interventions reviewed were top-
down, one-size-fits-all approaches; as such, they were not
fully aligned with evidence-based Total Worker Health®
practices.

The National Institute for Occupational Safety and
Health (NIOSH) Total Worker Health (TWH) approach
recognizes work is a social determinant of health; work-
place factors such as organizational policies/practices,
work schedules, colleague relationships, and leadership
affect worker health and well-being [21]. Available data
on TWH approaches indicate (a) prevention-oriented,
system-level interventions can be more efficient and
effective than individual-level interventions alone; and
(b) the most effective interventions are those that incor-
porate the unique input of end users [19, 22]. Systems-
level interventions and participatory approaches are core
components of a TWH approach [21, 23, 24]. Occupa-
tional health data indicate efforts to decrease teacher
stress will be more effective and efficient if they include a
school-level approach and include direct involvement of
teachers in intervention planning and design.

The Center for the Promotion of Health in the New
England Workplace (CPH-NEW), a NIOSH Center of
Excellence for Total Worker Health®, developed the
Healthy Workplace Participatory Program (HWPP),
an evidence-based process that engages employees and
supervisory personnel in the collaborative, iterative
design and implementation of workplace-level health and
wellness interventions [25].

The HWPP has effectively increased employee health
and well-being across numerous worksites (e.g., property
management companies, non-profit agencies, state gov-
ernment agencies, state prisons [25];, but until recently
had not been implemented in schools. Given the critical
need to reduce teacher stress and the promise of address-
ing root causes of teacher stress at the organizational
level using a participatory approach, we conducted scale-
out pilot evaluations of the HWPP in schools. Scaling-out
is an approach to adapting and delivering evidence-based
interventions to new populations or delivery systems
[26]. More specifically, scaling-out is defined as “the
deliberate use of strategies to implement, test, improve,
and sustain [interventions] as they are delivered in novel
circumstances distinct from, but closely related to previ-
ous implementations” ([26], p. 2).

In scaling-out, it may be possible to use the identical
intervention (e.g., HWPP) with new populations or in a
new delivery system; however, interventions often require
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adaptation to increase contextual fit with the population
or delivery system [27]. Adaptation, in the context of
interventions, is defined, as “a process of thoughtful and
deliberate alteration to the design or delivery of an inter-
vention with the goal of improving its fit or effective-
ness in a given context” ([28], p. 1). When adaptation is
required, it is essential to identify and retain the core ele-
ments of the intervention and modify, eliminate, or add
peripheral intervention elements that complement, but
do not conflict with, the core components [26].

Implementation outcomes, defined as, “the effects
of deliberate and purposive actions to implement new
[interventions]” ([29], p.65) include fidelity, the extent to
which an intervention is delivered as intended (includ-
ing dosage, exposure, adherence), but also acceptability,
appropriateness (e.g., system alignment, understanding),
feasibility, adoption, costs, penetration and sustainability
[29]. Increasingly in education research, fidelity data are
reported to document adherence to intervention steps,
supporting the internal validity of intervention evalua-
tion studies [30]. However, implementation outcome data
also can be used to inform the adaptation of evidence-
based interventions being scaled-out to education from
another field or within education to a new age-range
(e.g., elementary to secondary) or delivery method (e.g.,
in-person to online [31];). That is, implementation out-
come data from a pilot trial within a new field, setting,
or delivery method can inform data-driven intervention
adaptation for a subsequent pilot trial [31]. This approach
allows for data-driven, systematic intervention adapta-
tion that can facilitate use of already developed, effective
interventions across fields, settings, and delivery meth-
ods, greatly expediting the delivery of evidence-based
services across human service sectors.

To facilitate systematic evaluation of adapted evidence-
based interventions, it is essential to document data-
driven intervention modifications and the adaptation
process [28]. Stirman and colleagues [28] have developed
and refined the Framework for Reporting Adaptations
and Modifications-Enhanced (FRAME), which includes
documentation of (a) when in the implementation pro-
cess the modification was made, (b) whether the modifi-
cation was planned/proactive or unplanned/reactive, (c)
who participated, (d) the goal of the modification, (e) the
reasons for the modification, (f) what was modified, (g)
at what delivery level the modification was made, (h) the
nature of modifications, and (i) the extent to which the
modification was fidelity-consistent. This proactive and
systematic documentation of adaptations facilitates repli-
cation and comparison across intervention evaluations in
research or practice.

We sought to better understand how to scale-out the
HWPP Design Team process to elementary schools.
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This research had three aims. The first aim, addressed
with elementary school, Pilot School 1, was to utilize
implementation outcome data (i.e., fidelity, acceptabil-
ity, appropriateness, feasibility; see Table 1) to identify
adaptations to the HWPP Design Team process that may
facilitate scale-out of the HWPP to elementary school,
Pilot School 2. The second aim, addressed between pilot
schools, was to document implementation outcome data-
driven adaptations to HWPP using the FRAME to inform
implementation within Pilot School 2. The third aim,
addressed in Pilot School 2, was to evaluate whether the
adapted HWPP-Education improved Design Team pro-
cess implementation outcomes while maintaining core
components of HWPP.

Methods

Intervention: the healthy workplace participatory program
The HWPP is an evidence-based approach to engage
employees (e.g., teachers) and supervisory personnel
(e.g., administrators) in the design and implementa-
tion of workplace well-being interventions. The HWPP
process includes a Design Team made up of front-line
workers (e.g., teachers) and a Steering Committee com-
posed of management or other leaders (e.g., principals,
pupil service personnel). The core of the HWPP pro-
cess is the Intervention Design and Analysis Scorecard
(IDEAS) process, which is divided into two phases (see
Table 1). In the first phase, the Design Team engages in a
five-step structured process to (a) identify problems and
contributing factors, (b) develop intervention objectives
and activities, (c) set intervention selection criteria, (d)
form interventions, and (e) rate interventions using selec-
tion criteria. In the second phase, the Steering Commit-
tee engages in a three-step process to (a) rate and select
interventions, (b) plan and implement interventions, and
(c) monitor and evaluate interventions (see Table 1). The
focus of this scale-out pilot is limited to the five steps of
the Design Team process because these steps represent
the unique, structured, participatory process by which
workplace-level, and workplace-specific TWH interven-
tions are designed (see Table 1). The latter steps by the
Steering Committee are akin to adoption, implementa-
tion, and evaluation of any school-based intervention
effort; they are not unique to the HWPP.

Participants

Two elementary schools served the basis for the pilot
evaluation. Pilot School 1 is located in large suburban
district in the Northeastern United States and serves
students in grades 3-5. Pilot School 1 consisted of 396
students, 29 general education and specials teachers,
three special education teachers, 11 paraprofession-
als, two pupil services personnel, and two school-level
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administrators. Of the students, 88.4% identified as
White, 7.0% as Black or African American, 2.3% as His-
panic/Latino, and 2.3% as two or more races. At the
time of the study, 46.4% of students were eligible for
free- or reduced-price lunch.

Pilot School 2 is located in large suburban district in
the Northeastern United States and serves students in
grades K-5. Pilot School 2 consisted of 273 students, 24
general education and specials teachers, 2 special edu-
cation teachers, 11 paraprofessionals, 4 pupil services
personnel, and one school-level administrator. Of the
students, 39% identified as White, 31% as Hispanic/
Latino, 15% as Black or African American, 9% as two or
more races, and 6% as Asian. At the time of the study,
84.1% of students were eligible for free- or reduced-
price lunch.

For Pilot School 1, the first author met with the
school administration in the summer prior to the
2018-2019 academic year to discuss the pilot study.
The district- and building-level administrators were
supportive, and the principal offered time during the
September faculty meeting for the first author to intro-
duce the study to the teachers. Teachers interested in
being on the Design Team indicated their interest and
the first author followed up with them individually to
answer questions and obtain consent. Recruitment in
Pilot School 2 followed the same procedures with the
first author meeting with the school administration in
Fall 2019.

Implementation of the HWPP elements

HWPP all employee survey

The All Employee Survey (AES) was designed by CPH-
NEW to provide organizations with an overall assess-
ment of employee attitudes related to health, safety, and
wellness and is meant to support the IDEAS process [32].
The 122-item survey takes approximately 30 min to com-
plete. The survey provided feedback on (a) issues related
to physical work environment; (b) interpersonal and
social interactions that support or detract from a healthy
worksite culture; and (c) employee perceptions of their
health and well-being.

The AES was administered by the research team via
Qualtrics and emailed to all teachers. Responses were
anonymous. In Pilot School 1, teachers brought a laptop
or tablet to a faculty meeting and had 35 min to complete
the survey. The response rate was 98%; one teacher who
was absent did not complete the survey. In Pilot School 2,
teachers had 2 weeks to complete the survey on their own
time; two reminder emails from the research team were
forwarded to teachers by the principal. The response rate
was 80%, with representation from all grades.
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IDEAS process

The HWPP Design Team Facilitator Manual was uti-
lized to facilitate the Design Team IDEAS process in
Pilot School 1 [33]. The manual included (a) an over-
view of the TWH approach and the HWPP, (b) out-
lines for facilitating eight Design Team meetings (see
Table 2), and (c) Design Team Member Notebook pages
that included IDEAS worksheets for use during meet-
ings. The meeting activities followed the HWPP as out-
lined in Tables 1 and 2. In Pilot School 2, the adapted
HWPP-Educator (HWPP-E) included a manual to
facilitate the Design Team IDEAS process as outlined
in Table 2.

Scale-out data collection

Five implementation outcomes (fidelity, acceptability,
understanding, feasibility, and system alignment) were
measured in both pilot schools. Outcome and measure
alignment are illustrated in Table 3.

HWPP Fidelity

The first author facilitated and the second author
attended all HWPP meetings. To gather dosage and
exposure data, at the beginning of each meeting, the
facilitator recorded the date of the meeting, the start
time, and all Design Team members in attendance; at
the conclusion of each meeting, the facilitator recorded
the end time and noted if any members left the meeting
early. To record adherence, throughout the meeting, the
facilitator adhered to the HWPP Design Team Facilita-
tor Manual, checking off meeting components on the
CPH-NEW-provided meeting outlines. If the facilitator
missed any components, the second author prompted the
facilitator to ensure all components were delivered in the
prescribed order. In Pilot School 2, the revised HWPP-
E Guide was used and a member of the research team
prompted the facilitator to ensure all components were
delivered in the prescribed order.

Usage rating profile-intervention (URP-IR)

To assess the social validity of the HWPP process and
the resulting interventions, Design Team members
completed the URP-IR [34] to provide feedback on the
HWPP process. The URP-IR is a 29-item, 6-point Likert
scale (1= Strongly Disagree to 6 = Strongly Agree) ques-
tionnaire that includes items related to (a) acceptability,
(b) understanding, (c) home-school collaboration, (d)
feasibility, (e) system climate, and (f) system support.
The three items related to the home-school collaboration
subscale were omitted, as they were not relevant to the
current study; thus, participants completed 26 items. The
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Table 2 Alignment of HWPP Components across Sessions for Schools 1 and 2

HWPP Components? in School 1

Sessions 1-8 Introductions, Introductory questions

IDEAS Step  HWPP-E Components for School 2

Sessions 1-5 Introductions kept for Session 1; removed for all

other sessions.

Session 1 Reflection on TWH Start-up 1 Session 1 Removed
Definition of TWH Brief discussion
HWPP roles Brief discussion
HWPP processes and IDEAS tool Brief discussion
Ground Rules Maintained
Session 2 Brainstorming on health, safety, wellbeing in Start-up 2 Removed
workplace
Ideal workplace brainstorming Removed
Session 3 Identify top 3-4 health and safety concerns Start-up 3 Kept
individually
Group concerns by theme Start-up 3 Kept
Vote to identify top priorities Start-up 3 Kept
Session 4 Root Causes Analysis Step 1 Session 2 Kept
Session 5 Set Measurable Objective Step 2 Session 3 Kept
Brainstorm Solutions Step 2
Session 6 Establish Criteria for Evaluating Interventions Step 3 Session 4 Revised to a brief discussion
Session 7 Create 3 intervention options Step 4 Kept, but number of interventions not specified
Apply selection criteria to solution activities Step 5A Revised to describe the scope, benefits, resources
Session 8 Present to Steering Committee Step 5B Session 5 Revised-presented to Principal; identified SC mem-

bers based on intervention options selected

2 Per August 2017 version of HWPP Facilitator Manual

Table 3 Alignment of Implementation Outcomes and Measures

Implementation Outcome Measure(s)

Fidelity Dosage: Duration and frequency
of meetings

Exposure: Extent of meeting
attendance of Design Team
members

Adherence: % of IDEAS Process

Steps 1-5 completed

URP-IR Acceptability subscale
URP-IR Understanding subscale
URP-IR Feasibility subscale

CPH-NEW Process Evaluation
URP-IR System Climate subscale
URP-IR System Support subscale

Acceptability
Understanding
Feasibility

System Alignment

subscales demonstrate acceptable internal consistency
reliability (Cronbach’s alpha range from .72-.95 [35];).

Process evaluation rating sheet

At the end of the study, Design Team members com-
pleted the HWPP Process Evaluation Rating Sheet [36].
This is a 12-item, 5-point Likert scale (1= Strongly Dis-
agree to 5= Strongly Agree) questionnaire that includes
three subscales (4 items each) relevant to the Design

Team process and adaptation (i.e., Organizational Sup-
port and Engagement, Design Team Engagement, Pro-
gram Facilitation Effectiveness). Items are summed
within subscales for possible score ranges from 4 to 20.

Design team focus group guide

The research team developed a focus group guide to
obtain qualitative data specific to the Design Team pro-
cess with the following four prompts: (a) What are
your overall impressions of the Design Team process
and materials? (b) What would you keep the same? (c)
What would you change (add, omit, modify) to make
the Design Team process more efficient, feasible, and
effective? (d) Is there anything else youd like to share?
In Pilot School 1, all Design Team members engaged in
a 1-h audio-recorded focus group in a classroom after
school with the first author at the end of the study. All
members engaged in dialogue and responded to all four
prompts. In Pilot School 2, we were able to complete all
Design Team processes, but due to COVID-19 school
closures, we were unable to complete a typical in-person
focus group. Instead of an in-person focus group, Design
Team members were contacted individually via email to
provide responses to the same questions used in the Pilot
Study 1 focus group.
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Data analysis

Descriptive data are presented for implementation
outcomes. ANOVA was used to compare implemen-
tation data by school. Given the exploratory nature of
the pilot study, the six-phase approach to inductive
thematic analysis was applied to analyze focus group
data [37]. The first author (a) read the focus group
transcript carefully three times to ensure familiarity;
(b) coded data using descriptive labels to identify rel-
evant data features; (c) grouped similar codes together
to identify themes; (d) compared potential themes to
the entire data set to verify representativeness and
revise as needed; (e) named and defined the final set
of themes; and (f) synthesized results to summarize
findings. To increase credibility, another research team
member who was not involved in the focus group or
initial analysis reviewed the transcripts and the initial
findings [38].

Results

We followed an iterative process of adaptation where
data from Pilot School 1 informed the adaptation of the
HWPP before implementation in Pilot School 2. There-
fore, data from Pilot School 1 is presented followed by
data from Pilot School 2.

Pilot school 1

Design team participants

Seven teachers in a primary school (grades 3-5) located
in a large suburban town in Connecticut volunteered to
participate on the Design Team. The teachers represented
all grades in the school. Six teachers were Caucasian, one
was Black. Five were general education classroom teach-
ers, one was a special education teacher, and one was
the music teacher. Six teachers identified as female, one
identified as male. On average, they had 11 years teaching
experience (range: 4—20).

HWPP design team process

The seven Design Team members agreed to meet weekly
for 2h in a classroom after school to complete the HWPP
Design Team process. Using the HWPP facilitator guide,
the facilitator provided all materials necessary to com-
plete the three “Start-Up” sessions and IDEAS Tool
Steps 1-5. Specifically, the research team aggregated and
graphed de-identified AES survey data. The Design Team
used these data to inform their selection of a top concern,
which was stress/burnout. Upon identifying the top con-
cern per HWPP processes, the Design Team determined
the five major contributing factors to stress were (a) poor
communication, (b) lack of self-care, (c) high workload,
(d) inadequate resources, and (e) managing student
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behavior. Based on this, the Design Team proposed a
total of eight possible interventions for consideration by
the Steering Committee. Three interventions targeted
staff physical and psychological well-being: (a) opportu-
nities for physical activity before or after the school day,
(b) a presentation by a Human Resources staff member to
review health and wellness programs and resources avail-
able to staff, and (c) staff training on stress management
strategies. Five of the proposed interventions targeted
improvement of the workplace climate: (a) increasing
staff members’ voice at meetings, (b) restructuring the
schedule to allow teachers to have brief breaks, (c) pro-
viding positive feedback notes to staff, (d) increasing
professionalism by limiting conversations about students
to individuals with a “need to know,” and (e) ensuring
teachers received minutes from advisory meetings (i.e.,
monthly meeting for teachers to bring up concerns to
administration).

Implementation results

Fidelity 'Three dimensions of fidelity were gathered
throughout the Design Team process to inform adapta-
tion: dosage, exposure, and adherence (Table 2). With
respect to dosage, per the HWPP Design Team Facilitator
Manual, each of the eight meetings should last approxi-
mately 2 hours. As such, Design Team members con-
sented to up to eight, 2-h weekly meetings. In facilitation
of the Design Team meetings, however, it became evident
that it would not take 16h for the Design Team to com-
plete Steps 1-5A of the HWPP. The Design Team met six
times after school for an average of 1h and 50 min (range:
75—-120 min) with duration declining across meetings (see
Fig. 1 top graph). Although the group attempted to meet
weekly, the six meetings occurred over ten school weeks
due to school breaks, meeting conflicts, and inclem-
ent weather closings. In terms of exposure, Design Team
members were expected to attend the full duration of all
meetings; however, this was not the case for most meet-
ings (see Fig. 1 middle graph). Reasons for missing meet-
ing time included challenges finding the meeting location,
competing professional or personal responsibilities.

Overall, the facilitator’s self-ratings indicate high lev-
els of adherence to specific steps outlined in the Design
Team Facilitator Manual (see Fig. 1 bottom graph). Spe-
cially, all core intervention steps were implemented
across meetings. In the second meeting, it became evi-
dent that a full 2h would not be needed to complete the
content for Start-Up Meeting 2. In consultation with the
Design Team members, it was decided to continue for 2h
and move forward with the content; IDEAS Steps 1-5A,
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designed to be implemented in separate meetings, were
combined at times (see x-axis of the bottom graph in
Fig. 1). As a result, some intervention components that
were supposed to occur in Sessions 2—4 (e.g., reviewing
ground rules, previewing next meeting) were not imple-
mented as planned because they were not necessary as
their purpose was as a reminder of the last meeting or
preview of the next meeting.

CPH-NEW process evaluation ratings At the end of
the study, Design Team members completed the CPH-
NEW Process Evaluation Rating Sheet [36] to assess sys-
tem alignment (Table 4). The highest mean (SD) ratings
were observed for Program Facilitation Effectiveness 18.8
(1.79), followed by Design Team Engagement 17.0 (3.32)
and Organizational Support and Engagement was 13.4
(6.15) (Table 4).

Usage rating profile-intervention (URP-IR) At the end
of the study, Design Team members completed the URP-
IR [34] to assess Acceptability, Understanding, Feasibil-
ity and additional aspects of System Alignment (Table 5).
Acceptability, Understanding, and System Climate all had
mean (SD) ratings above 4 at 4.19 (1.13), 4.08 (0.79), and

Table 4 CPH-NEW Process Evaluation Ratings by School

School1 School2 ANOVA
Mean (SD) Mean (SD) p-value

Subscale®

Organizational Support and Engage- 134 (6.15) 17.1(1.68) 0.18
ment

Design Team Engagement 170(332) 187(1.11) 025
Program Facilitation Effectiveness 18.8(1.79) 19.1(0.90) 0.72

@ Allitems of the CPH-NEW Process Evaluation Rating were assessed on a
5-point Likert scale (1 = Strongly Disagree to 5= Strongly Agree); each subscale
includes 4 items for possible score range of 4 to 20
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Table 5 Usage Rating Profile-Intervention (URP-IR) by School

URP-IR School 1 School 2 ANOVA
Subscale® Mean (SD) Mean (SD) p-value
Acceptability 4.19(1.13) 5.12(0.72) 0.02
Understanding 4,08 (0.79) 5.67(048) 0.002
Feasibility 3.88(0.99) 5.33(0.53) 0.003
System Climate 4.15(1.14) 4.54 (0.56) 0.30
System Support 3.67 (1.15) 257 (0.68) 0.008

2 All items of the URP-IR were assessed on a 6-point Likert scale (1= Strongly
Disagree to 6 = Strongly Agree)

4.15 (1.14), respectively (Table 5); Feasibility was lower
at 3.88 (0.99). System Support, a reverse scored subscale,
was lower at 3.67 (1.15), indicating the Design Team did
not require significant system support.

Design team focus group At the end of the study, the
Design Team members completed a semi-structured
focus group to identify potential adaptations to the
Design Team process. Six primary learnings resulted:
(a) members were highly supportive of a participatory
approach to addressing teacher health and wellbeing, (b)
the core aspects of the Design Team process systemati-
cally built upon one another, (c) the content in the Start-
up Sessions did not directly inform intervention devel-
opment and noted that some activities, such as the Ideal
Workplace, were demoralizing as they did not believe
their ideal could be achieved; (d) the number and dura-
tion of meetings would be a barrier to many teachers
and staff participating; (e) the materials for Design Team
included too much information overall and on each page,
which hindered understanding and engagement; (f) the
latency from the beginning of the process to intervention
implementation was too long.

HWPP adaptations-FRAME

Utilizing the implementation outcome data described
above, the research team adapted four core aspects of
the HWPP Design Team process (IDEAS Tool Steps
1-5A). Table 6 documents all FRAME-recommended
aspects of adaptation, as well as the Pilot School 1 data
that informed each adaptation. All adaptations were sys-
tematically planned and made prior to implementation
within Pilot School 2. Together, implementation outcome
data consistently indicated time was an issue to address.
Dosage data demonstrate a decreasing trend in meeting
duration across time, while exposure data show decreas-
ing levels of meeting attendance. Although the reasons
for teachers being unable to attend Design Team meet-
ings were reasonable, absences limited representation of
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each grade in the meeting and the ability to share infor-
mation with and get feedback from grade-level colleagues
between meetings. Perfect attendance is neither required
nor expected of Design Team members, but adapta-
tions to increase attendance are critical to optimizing
the process. Focus group results indicated concerns with
time required of participants and time to intervention,
in alignment with fidelity data. Adherence data to core
components was high across meetings but demonstrate
real-time decisions to omit superfluous steps to stream-
line content and maximize use of meeting time. Further,
Design Team focus group results highlighted the need for
streamlined materials to facilitate keeping members on-
task during meetings. As time is regularly noted as a bar-
rier to intervention implementation, it is not surprising
that all these adaptations were related to decreasing the
time required. Specifically, the research team reviewed
the IDEAS Tool Steps 1-5A and omitted aspects that
did not contribute to identification of the top concern or
identification of related interventions (see Table 6). As
the Design Team indicated a desire to decrease latency
to health and wellbeing interventions being adopted
and implemented (IDEAS Steps 5B-7), we maintained a
weekly meeting schedule. Further, because schools are
flat organizations in which teachers regularly interact
with one another (as compared to large organizations
with multiple managerial levels and locations), we omit-
ted many of the introductory or “ice breaker” activities at
the beginning of meetings and many of the aspects of the
“Start-Up” meetings. Further, teachers already have many
skills that allowed us to modify portions of the process;
for example, unlike other professions, teachers did not
need instruction in how to write an objective and were
able to do so in less than a quarter of the initially allot-
ted time. Together, these changes decreased the amount
of time needed to complete the IDEAS Tool Steps 1-5A
from 8 2-h meetings to an estimated 5 1-h meetings.
Based on these adaptations, the research team revised the
HWPP Design Team Facilitator Manual to the HWPP-E
Design Team Facilitator Guide.

Pilot school 2

Design team participants

Six teachers and the school psychologist in an elementary
school (grades PK-5) in a large suburban town in Con-
necticut volunteered to participate on the Design Team.
The teachers represented all grades taught in the school.
Five teachers and the school psychologist were Cauca-
sian, one teacher was Black. Three teachers were general
education classroom teachers, two were special educa-
tion teachers, and one was the music teacher. All iden-
tified as female. On average, they had 14years teaching
experience (range: 8—24).
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Design team process

The seven Design Team members agreed to meet
weekly for 1h in a classroom before school to complete
the HWPP-E Design Team Process. The facilitator pro-
vided all HWPP-E materials necessary as in Pilot School
1. The Design Team identified improving the culture
among staff as their top concern, with three major
contributing factors: lack of (a) understanding of staff
members’ roles, (b) feelings of being unsupported and
disrespected, and (c) lack of use of teachers’ strengths.
Based on this determination, the Design Team proposed
a total of four possible interventions for consideration
by the Steering Committee: (a) have all staff members
(teachers by team) present their roles and responsibili-
ties at a staff meeting; (b) be another staff member for
an hour to increase understanding; (c) have one staff
meeting a month run by staff and without the adminis-
trator, to improve staff relationships; and (d) read Teach
with Your Strengths and complete StrengthsFinder
assessment to help teams and administrator delegate
tasks to people with aligned strengths.

Implementation results

Fidelity As in Pilot School 1, three dimensions of fidel-
ity were gathered throughout the Design Team process.
With respect to dosage, per the HWPP-E Design Team
Guide, each of the five meetings should last approxi-
mately 1h. The Design Team met five times before school
for an average of 50min (range: 48—53 min) with dura-
tion consistent across meetings (see Fig. 1 top graph).
With respect to exposure, Design Team members were
expected to attend the full duration of all meetings. One
member was not available for the fifth meeting, other-
wise all members attended the full duration of all meet-
ings (see Fig. 1 middle graph). Overall, the facilitator’s
self-ratings indicate high levels of adherence to specific
steps outlined in the HWPP-E Design Team Facilitator
Guide (see Fig. 1 bottom graph). Specially, all core inter-
vention steps were implemented as planned, suggesting
the HWPP-E adaptations were appropriately distributed
across five, 1-h meetings.

CPH-NEW process evaluation ratings As before, sys-
tem alignment was assessed using the CPH-NEW Pro-
cess Evaluation Rating Sheet [36]. As before, the highest
mean (SD) rating was observed for Program Facilitation
Effectiveness at 19.1 (0.90), followed be Design Team
Engagement at 17.0 (3.32) and Organizational Support at
17.1 (1.68) (Table 4). While all ratings were higher at Pilot
School 2 as compared to Pilot School 1, the differences
were not statistically significant.
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URP-IR As before, the Design Team members com-
pleted the URP-IR [34]. The mean (SD) ratings were
above 5 for Acceptability, Understanding, and Feasibil-
ity at 5.12 (0.72), 5.67 (0.48), and 5.33 (0.53), respectively
(Table 5). System Climate was above 4 at 4.54 (0.56) and
System Support was below 3 at 2.57 (0.68). Statistically
significant increases were observed between Pilot School
1 and Pilot School 2 ratings of the Acceptability, Under-
standing, and Feasibility, and a statistically significant
decrease was observed for System Support (see Table 5).

Design team focus group At the end of the Design
Team process, members were asked to respond to the
same questions as in Study 1. Seven primary learn-
ings resulted: (a) the 1-h meeting duration was feasible
and aligned with typical school committee meetings;
(b) holding meetings before school helped participants
focus, as there was a definite end time; (c) although
members would have liked to move through process
faster, they agreed meeting weekly was feasible, whereas
longer or more frequent meetings would not have been
feasible; (d) the HWPP-E Design Team process allowed
brainstorming, but also progress through steps; (e) all
aspects of meetings were aligned with the core goal of
identifying top concern and related interventions; (f)
the latency from start of Design Team to presentation to
Steering Committee was acceptable; and (g) the HWPP-
E materials provided enough of an overview of each step
and facilitated the in-meeting work.

Discussion

We successfully implemented and adapted a systems-
level intervention to address teacher stress in two pilot
schools. The HWPP fills an important need for educators
by providing an evidence-based, participatory approach
to addressing workplace-level health and wellness con-
cerns (Robertson et al., 2013). The purpose of this explor-
atory pilot study was to engage in a data-driven scale-out
of HWPP to schools.

Results of Pilot School 1 demonstrated concerns
related to exposure, dosage, and adherence based on
the original HWPP intervention. Attendance at Design
Team meetings declined over time, with members miss-
ing or partially attending meetings. This resulted in
insufficient dosage and exposure to core components
of the intervention. Further, social validity data dem-
onstrated that the feasibility of the HWPP interven-
tion was a barrier to implementation. The lowest rated
item on the URP-IR [34] Feasibility subscale was, “The
total time required to implement the intervention pro-
cedures would be manageable” In focus groups, Design
Team members reported concerns about the number of
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meetings required and the latency between Design Team
meetings and intervention implementation. The Design
Team also reported that some activities were demoral-
izing (i.e., because desired changes were unattainable) or
unnecessary. Last, focus groups indicated that the dura-
tion of Design Team meetings was a threat to sustain-
ability. These results indicated a clear need for systematic
adaptations to the HWPP intervention for the second
scale-out pilot study. These results are consistent with
the ample documentation of mismatch between inter-
ventions and novel application in new communities or
service delivery systems [27] and calls to systematically
identify and characterize adaptations [27, 28].

FRAME was used to document the data-driven, fidel-
ity-consistent adaptations made to the HWPP to improve
contextual fit with intervention recipients, increase
retention, and improve satisfaction. The number and
duration of meetings was modified by maintaining only
the core components of the IDEAS process, eliminating
many aspects of the three recommended start-up meet-
ings (ie., surface components), and shortening other
aspects in which teachers had strong skills (e.g., objec-
tive writing), resulting in five 1-h meetings. The modi-
fied intervention (HWPP-E) was implemented in Pilot
School 2 to determine if adaptations improved imple-
mentation outcomes. The FRAME is not regularly used
to document adaptations in education, but the adapta-
tion of the HWPP demonstrates its utility in scaling out
an intervention.

With regard to dosage, URP-IR [34] data demonstrate
the modifications made to the duration and number
of meetings significantly improved the feasibility and
acceptability of the intervention. With regard to expo-
sure, attendance across HWPP-E meetings was consist-
ent at 100% of participants for all but one meeting for
which one member was absent. Adaptations made to the
intervention allowed for adequate dosage and exposure
to key intervention components in Study 2. With regard
to adherence to HWPP-E intervention, components also
increased to 100% across all meetings. Beyond fidel-
ity, URP-IR results indicate significant improvements in
Understanding of HWPP and decreases in the need for
Systems Support to implement HWPP. Overall, the data-
informed, fidelity-consistent adaptations, documented
using FRAME, effectively improved intervention imple-
mentation and increased social validity. These changes
may increase sustainability of HWPP, designed to be an
on-going approach to improving TWH outcomes.

Ratings from both the URP-IR and CPH-NEW Process
Evaluations indicated improved organizational engage-
ment and reduced need for system support after adapta-
tion of the HWPP. Specifically, the CPH-NEW process
evaluation results indicate an increase in school leaders’
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engagement and commitment with the adapted HWPP,
which is consistent with the defining elements of a TWH
approach [21]. As such, the scale-out adaptation of the
HWPP may have increased the program’s alignment with
a TWH approach within this work sector.

Implications for research and practice
There are two primary areas of implication for teacher
mental health research and practice. First, results of these
initial studies suggest the HWPP can be an effective par-
ticipatory approach to identifying workplace-specific
root causes of teacher stress and developing context-
specific interventions. As such, the HWPP may serve as a
primary approach to addressing teacher stress that could
be combined with teacher-level interventions to deploy
stress-reduction interventions more comprehensively,
efficiently, and effectively at the systems-level. Second,
this sequence of pilot studies showcases application of
best practices in scaling-out an evidence-based interven-
tion by (a) implementing the original intervention in a
new setting, (b) using data to inform adaptations, (c) sys-
tematically documenting the adaptations using FRAME,
and (d) evaluating the adapted intervention. There are
evidence-based interventions developed, evaluated, and
effective with certain age ranges within schools (e.g., ele-
mentary) that may be effective for a broader range of stu-
dents (e.g., elementary and middle school). Systematically
scaling-out these evidence-based practices, instead of
developing new interventions, could accelerate the time
to positive impact on educator and student outcomes.
The field of occupational health has identified the
critical need for such studies to improve the dissemina-
tion and implementation of worker health interventions
across diverse occupational settings [39]. Furthermore,
there is benefit in using the TWH approach provided by
the HWPP to improve worker well-being. Specifically
for educators, where stress is the main threat to worker
well-being, a TWH approach builds upon the traditional
occupational health approach to also include work organ-
ization as well as consideration of work and non-work
risk factors [40].

Strengths and limitations

The current study strengths include the use of the
HWPP, an evidence-based TWH approach, along with
established implementation measures and a framework
for guiding scale-out. Although the results from these
initial exploratory scale-out pilot studies are promis-
ing, there are limitations that are important to consider.
First, these pilot studies included a limited sample and
setting. This is appropriate for pilot tests, yet it is likely
the HWPP requires more or different adaptations for
schools with different characteristics (e.g., size, age range,
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setting). Second, the first author served as the facilita-
tor; it is possible the levels of fidelity would be different
if implemented by an educator. CPH-NEW generally
recommends, however, that an external facilitator model
the initial IDEAS cycle, and then transfer to a workplace-
based facilitator in subsequent cycles [33]. Third, psy-
chometrically sound measures of fidelity have yet to be
developed for HWPP, however the methods used were
similar to those commonly used in school-based research
and practice [30]. This pilot study was not intended
to confirm the efficacy of the interventions designed
and implemented by the educators to reduce stress and
improve well-being. Additional studies would be required
to assess whether the interventions developed and imple-
mented as part of the HWPP-E were effective in reducing
stress among teachers.

Conclusion

Results from Pilot Schools 1 and 2 suggest systematic use
of quantitative and qualitative implementation data can
effectively inform scale-out efforts that increase critical
outcomes such as fidelity, acceptability, understanding,
feasibility, system alignment, and leader engagement as
well as decrease the extent of system resources needed.
As such, this scale-out process may be a feasible approach
on which to base large-scale implementation efforts of
the HWPP among educators.
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