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Abstract

Mental health support and training to improve secondary
school teachers’ well-being: the WISE cluster RCT

Judi Kidger ,1* Rhiannon Evans ,2 Sarah Bell ,1 Harriet Fisher ,1

Nicholas Turner ,1,3 William Hollingworth ,1 Sarah Harding ,4

Jillian Powell ,4 Rowan Brockman ,1 Lauren Copeland ,2

Ricardo Araya ,5 Rona Campbell ,1 Tamsin Ford ,6 David Gunnell ,1

Richard Morris 1 and Simon Murphy 2

1Population Health Sciences, University of Bristol, Bristol, UK
2Centre for Development, Evaluation, Complexity and Implementation in Public Health Improvement

(DECIPHer), School of Social Sciences, Cardiff University, Cardiff, UK
3Bristol Randomised Trials Unit, University of Bristol, Bristol, UK
4School for Policy Studies, University of Bristol, Bristol, UK
5Centre for Population Neuroscience and Precision Medicine, King’s College London, London, UK
6Department of Psychiatry, University of Cambridge, Cambridge, UK

*Corresponding author judi.kidger@bristol.ac.uk

Background: Health and Safety Executive data show that teachers are at heightened risk of mental

health difficulties, yet few studies have attempted to address this. Poor teacher mental health may

impact on the quality of support provided to young people, who also report increased mental health

difficulties themselves.

Objective: To test the effectiveness of an intervention aiming to improve secondary school teachers’

well-being through mental health support and training.

Design: A cluster randomised controlled trial with embedded process and economic evaluations.

Setting: Twenty-five mainstream, non-fee-paying secondary schools in the south-west of England and

South Wales, stratified by geographical area and free school meal entitlement, randomly allocated to

intervention or control groups following collection of baseline measures (n = 12, intervention; n = 13,

control) between May and July 2016.

Participants: All teachers in the study schools at any data collection. All students in year 8 (baseline)

and year 10 (final follow-up).

Intervention: Each intervention school received three elements: (1) a 1-day mental health first aid for

schools and colleges training session delivered to 8% of all teachers; (2) a 1-hour mental health session

delivered to all teachers; and (3) 8% of staff trained in the 2-day standard mental health first aid

training course set up a confidential peer support service for colleagues. Control schools continued

with usual practice.

Main outcome measures: The primary outcome was teacher well-being (using the Warwick–Edinburgh

Mental Wellbeing Scale). Secondary outcomes were teacher depression, absence and presenteeism,

and student well-being, mental health difficulties, attendance and attainment. Follow-up was at 12 and

24 months. Data were analysed using intention-to-treat mixed-effects repeated-measures models.
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Economic evaluation: A cost–consequence analysis to compare the incremental cost of the

intervention against the outcomes measured in the main analysis.

Process evaluation: A mixed-methods study (i.e. qualitative focus groups and interviews, quantitative

surveys, checklists and logs) to examine intervention implementation, activation of the mechanisms of

change outlined in the logic model, intervention acceptability and the wider context.

Results: All 25 schools remained in the study. A total of 1722 teachers were included in the primary

analysis. We found no difference in mean teacher well-being between study arms over the course of

follow-up (adjusted mean difference –0.90, 95% confidence interval –2.07 to 0.27). There was also

no difference in any of the secondary outcomes (p-values 0.203–0.964 in the fully adjusted models).

The average cost of the intervention was £9103 (range £5378.97–12,026.73) per intervention school,

with the average cost to Welsh schools being higher because of a different delivery model. The training

components were delivered with high fidelity, although target dosage was sometimes missed. The peer

support service was delivered with variable fidelity, and reported usage by teachers was low (5.9–6.1%).

The intervention had high acceptability, but participants reported low support from senior leadership,

and minimal impact on school culture.

Limitations: Participants and the study team were unblinded, self-report for the main outcome

measures and inaccurate measurement of peer support service usage.

Conclusions: The Wellbeing in Secondary Education (WISE) intervention was not effective at improving

teacher or student well-being, or reducing mental health difficulties, possibly because of contextual

barriers preventing it becoming embedded in school life.

Future work: Identification of ways in which to achieve system-level change and sustained support

from senior leaders is important for future school-based mental health interventions.

Trial registration: Current Controlled Trials ISRCTN95909211.

Funding: This project was funded by the National Institute for Health Research Public Health Research

programme and will be published in full in Public Health Research; Vol. 9, No. 12. See the NIHR Journals

Library website for further project information. Intervention costs were met by Public Health Wales,

Public Health England and Bristol City Council.
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Plain English summary

Health and Safety Executive data show that teachers have poor mental health compared with other

occupational groups. This affects their relationships with students and their ability to do their job

well, which is likely to have a negative impact on student mental health.

We tested a programme for secondary schools (from age 11 years) that had three parts: (1) 8% of

teachers were trained in mental health first aid for schools and colleges; (2) 8% of staff were trained in

standard mental health first aid and then formed a confidential support service for their colleagues;

and (3) all teachers were given a 1-hour training session on how to look after their own and others’

mental health.

Twenty-five schools took part from the south-west of England and South Wales. We randomly divided

the schools into two groups (one that would have the programme and one that would not). In all

schools, teachers and year 8 students (aged 12/13 years) completed a survey measuring their well-

being and mental health before and after the programme took place. We also collected information

about the cost of the programme, and we held focus groups and interviews to find out more about

participants’ experience of the programme.

At the end of the study, teachers and students in the schools that received the programme did not

have better well-being or mental health than those in the schools that did not receive it. This may have

been because not enough people were trained or because of barriers stopping teachers and students

asking for help from those who were trained.

Those who took part in the study thought that the training was useful and of high quality, and they

liked the idea of the support service. However, they did not feel that the programme was well

supported by senior leadership and they were disappointed that it did not lead to bigger changes

across the school.
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Scientific summary

Background

Teachers are at heightened risk of mental health difficulties. Poor teacher mental health may have an

impact on the quality of support provided to young people, who also report increased mental health

difficulties themselves. Many studies have examined ways in which to improve student mental health in

schools, and a few have concentrated on training teachers to be better equipped to provide support.

However, none of them has sought to increase the support available to teachers alongside such training.

Aims

The primary aim of the study was to establish if the Wellbeing in Secondary Education intervention

leads to improved teacher emotional well-being compared with usual practice.

The secondary aim was to address the following research questions:

l Does the Wellbeing in Secondary Education intervention lead to lower levels of teacher depression,

absence and presenteeism, improved student well-being, attendance and attainment, and reduced

student mental health difficulties, compared with usual practice?

l Do any effects of the intervention differ according to the proportion of children receiving free

school meals (i.e. an indicator of the socioeconomic catchment area) and geographical area, or

individual-level baseline mental health, sex, ethnicity and free school meals eligibility?

l What is the cost of theWellbeing in Secondary Education intervention, and is it justified by

improvements in staff and student well-being and reductions in staff depression and student difficulties?

l Does the Wellbeing in Secondary Education intervention work according to the mechanisms of

change hypothesised in the logic model?
l Is the Wellbeing in Secondary Education intervention sustainable?

Methods

Inclusion criteria

l State mainstream secondary schools within a 30-mile radius of Bristol, and within the South East

and South Central Wales educational consortia.

Exclusion criteria

l Fee-paying schools.
l Special schools (e.g. for those with learning disabilities).

l Pupil referral units.

l Schools that were pilot schools.
l Schools already participating in other, similarly intensive, research studies.

l Schools already delivering mental health first aid training or other similar interventions

(e.g. mindfulness training).
l Schools without available free school meal data.

l Schools in the same academy chain and local authority as one that has already been selected

for participation.
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In Wales, all eligible schools were stratified into three levels according to free school meal eligibility

of students (high, medium and low vs. the national average). Two schools were randomly selected from

each stratum in each consortium and invited to participate. Schools that declined were replaced by a

randomly selected school from the same stratum and region. In England, the study was advertised

to head teachers at all eligible schools and invitations were followed up with relevant senior leaders.

Those who expressed interest in participation were stratified into three levels according to free school

meals (high, medium and low vs. the national average) and local authority (Bristol/non-Bristol).

Where more than two schools fitted into one stratum, two were randomly selected.

Within each study area and stratum, selected schools were randomly allocated to a study arm

(intervention or control) after baseline data collection.

We collected individual outcome data via self-report surveys, and collected school-level data via

routinely reported data from all participating schools:

l baseline – teachers, year 8 students and school-level outcomes.

l 12-month follow-up (9–10 months after intervention began) – teachers at an individual level only.

l 24-month follow-up (21–22 months after intervention began) – teachers, year 10 students and

school-level outcomes.

After baseline, intervention schools received the following:

l Staff peer support service: 8% of staff trained in the 2-day standard mental health first aid training

course set up a confidential peer support service for colleagues, following guidelines developed

during the pilot study.

l In-service training for teachers using mental health first aid for schools and colleges: an additional

8% of teachers received a 1-day mental health first aid training course for schools and colleges, and

applied the learning in day-to-day work.

l Mental health awareness-raising session for all teachers: a 1-hour session was delivered to all

teachers to raise awareness of the importance of mental health in schools, first steps to provide

support to others, self-help methods and availability of the peer support service.

In England, the mental health first aid training was delivered by independent, mental health first aid

instructors. In Wales, healthy schools co-ordinators were trained as mental health first aid instructors

and delivered the training to schools.

A mixed-methods process evaluation was conducted to answer the following questions:

l Are the intervention’s mechanisms of change operationalised as hypothesised, how are they

influenced by contextual factors, and does the interaction between intervention and context give

rise to unintended effects?

l Is the intervention differentiable from ‘usual practice’ and is there contamination of usual practice in

control schools by receipt of the intervention or similar approaches?
l What reach and dose were achieved for the different intervention components, were they delivered

with fidelity and quality, were there any differences in delivery between England and Wales, and

were there any contextual barriers to implementation?

l Is the Wellbeing in Secondary Education intervention acceptable to funding organisations,

intervention trainers, head teachers, teachers and students?

l How likely is the Wellbeing in Secondary Education intervention to be sustainable and what factors

might ensure sustainability?

Quantitative data were collected from participant surveys and evaluation forms, training observations

and peer supporter logs. Qualitative data were collected via focus groups with teachers, peer

supporters and students, and interviews with head teachers, trainers and funders. An audit of current

practice relating to mental health was taken from each school at baseline and 24-month follow-up.

SCIENTIFIC SUMMARY
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The main outcomes analyses were carried out under the intention-to-treat principle, analysing

participants as randomised without the imputation of missing data. Repeated-measures (random-effects)

models were used to examine pattern of change, adjusted for stratification variables, sex and years of

experience (teachers only) and ethnicity (students only). All individuals with at least one observation of

the outcome measure were included in the model for that outcome. Sensitivity analyses were conducted

to examine the effect of missingness (using multiple imputation) and to examine effectiveness with

outliers excluded. The effect of the intervention on well-being and mental health outcomes was tested

for interaction with baseline well-being/mental health score, geographical area (Wales/England), school-

level free school meals and sex. We examined whether or not baseline measures of these variables

moderated the effect of the intervention by including the appropriate terms in the analysis model. We

also used a complier–average causal effect approach to compare (1) well-being/mental health outcomes

for teachers who completed the training with those in the control schools who would have completed

the training, had they been offered it and (2) the impact of the intervention for schools that scored

highly on various implementation measures compared with those that obtained a low score.

The economic evaluation took a public sector perspective, calculating the financial and opportunity

costs to schools of participating in the Wellbeing in Secondary Education intervention. Data were

collected on the resources used for the following four activities: (1) the healthy schools co-ordinator’s

mental health first aid instructor training (which was relevant for Welsh schools only); (2) the 2-day

standard mental health first aid training; (3) the in-service day mental health first aid training for

schools and colleges; and (4) the awareness raising session. In each case, the project team completed

a pro forma after the training session, documenting the resources used and expenses claimed. The

economic analysis provided evidence on whether or not the incremental costs of the intervention

were justified because of improved teacher or student outcomes.

The process evaluation analysis of quantitative data involved a descriptive analysis of proportions

and means, and logistic regression models to compare the before and after impact of the training.

The qualitative data were analysed thematically, first as separate data sets (untrained teachers, peer

supporters, students, etc.) and then themes were examined across all data.

Results

In total, 25 schools took part in the study (12 intervention and 13 control). Schools were well matched

at baseline on all variables except that intervention schools had a considerably higher mean number of

teachers leaving during the year leading up to baseline, and a higher percentage of schools in this

group had equal to or above the national average in student attainment. A total of 1722 teachers were

included in the analysis. Overall, the mean teacher Warwick–Edinburgh Mental Wellbeing Scale score

was lower than the general working population mean (46.8 vs. 51.4, where a higher score indicates

better well-being).

There was no evidence of a difference between arms in mean teacher mental well-being (i.e.

Warwick–Edinburgh Mental Wellbeing Scale score) over the course of follow-up (adjusted mean

difference –0.90, 95% confidence interval –2.07 to 0.27; p-value 0.130, direction in favour of control

schools). There was also no evidence of a difference between arms in any of the secondary outcomes.

The exception to this was teacher self-report absence, which, when measured as a continuous variable,

showed higher absence in the intervention arm (adjusted mean difference 1.04, 95% confidence

interval 1.00 to 1.09; p-value 0.042). The sensitivity and multiple imputation analyses showed the same

null effect for all outcomes. There was no evidence of a treatment effect in those who attended the

mental health first aid training or in schools that were classified as ‘high’ implementer schools. There was

no evidence of modification of the effect of the intervention on well-being or mental health outcomes by

baseline well-being/mental health, geographical area, school-level free school meals or sex. There was

evidence of potential treatment effect heterogeneity on student Warwick–Edinburgh Mental Wellbeing
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Scale score (but not on the Strengths and Difficulties Questionnaire) by ethnicity. There was no evidence

of a difference between intervention and control groups with respect to stress and satisfaction with

work, school’s perceived attitude towards staff and student well-being, perceived quality of relationships

between staff or between staff and students, or the amount of support given. There was evidence of

potential effect modification by perceived school attitude to student well-being. In certain cases, these

variables did cause a reduction in the estimate of the regression coefficient of the intervention.

The average cost of the intervention was £9103 per intervention school. The cost was slightly lower in

English schools (£8263) than Welsh schools (£9943), primarily because of the upfront cost of training

the healthy schools co-ordinator in Wales. Staff salaries and costs for supply teachers (£5566) accounted

for the majority (61%) of the total cost of the intervention. There was no evidence that this additional

cost was justified by improvement in teacher well-being, depressive symptom scores, presenteeism or

absenteeism, or by any of the student outcomes.

The training components were delivered with high fidelity, although there were some challenges within

the school context and the target dose was missed in some schools. Observers and participants rated the

training as good quality. Participants reported increased knowledge and confidence to help, and gave

examples of ways in which they had used the learning in practice. The peer support service was set up

in every school, but fidelity to the guidelines was variable. In particular, confidentiality policies were

not always established, the service was not well advertised in the second year and perceived senior

leadership support dwindled. Low proportions of teachers reported using the service (5.9–6.1%),

although peer supporter logs suggested higher service use. Barriers to use were not knowing about the

service, preferring to go elsewhere for support, concerns about confidentiality and time constraints.

There was no evidence of more support being provided overall between colleagues or from teacher to

student in the intervention schools than in control schools. There was also no evidence of a change to

quality of teacher–student relationships. Indeed, control school students rated certain aspects of their

interactions with teachers more highly than control school students at follow-up. The intervention was

sufficiently different from usual practice and there was no evidence of contamination. The intervention

had high initial acceptability. However, some participants expressed disappointment that it did not

become embedded into school life or address the difficult context in which teachers work, characterised

by an overwhelming workload, a high level of accountability, large numbers of vulnerable students and

stigma in asking for help.

Conclusions

The intervention did not appear to have an effect on the primary outcome (i.e. teacher emotional

well-being) or on the secondary outcomes (i.e. teacher mental health and presenteeism, and student

well-being, mental health, absence and attainment). There was an indication that intervention teachers

were more likely to be absent at the second follow-up. This may indicate improved self-care because

of raised awareness about mental health. Given the lack of clear effectiveness, the intervention cannot

be considered cost-effective. According to the process evaluation, there may have been several reasons

for the null finding:

l Although the training was delivered with high fidelity and was perceived to be useful, target dosage

was not always reached, which may have diluted any effects.

l The peer support service was delivered with variable fidelity, which may have led to barriers to

accessing it and resultant low usage. Specifically, confidentiality policies were not always in place,

the services were not widely advertised as time went on and senior leaders were not always visibly

promoting or supporting the service.

l Possibly as a result of these difficulties in implementation, the hypothesised mechanisms of change

were not always activated. Specifically, there was no evidence that the quality of teacher–student

relationships improved, and no evidence that the whole-school context had become more

supportive of mental health.
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Teacher and student mental health remains an important area for intervention. Teachers value training

in this area and, therefore, opportunities to deliver mental health training as part of initial and in-service

teacher training should be explored. However, future research seeking to improve both teacher and

student mental health should focus on how to instigate sustainable change across the whole-school

system and how to address the contextual drivers of poor mental health. Identifying ways to better

engage senior leaders in any interventions is an important part of such work.

Trial registration

This trial is registered as ISRCTN95909211.

Funding

This project was funded by the National Institute for Health Research Public Health Research

programme and will be published in full in Public Health Research; Vol. 9, No. 12. See the NIHR Journals

Library website for further project information. Intervention costs were met by Public Health Wales,

Public Health England and Bristol City Council.
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Chapter 1 Introduction

Background

Young people’s mental health
Mental disorders among 11- to 15-year-olds in the UK have risen in recent years, particularly among

girls experiencing emotional disorders, with 13.6% among this age group identified as having one or

more disorders.1 Cohort studies indicate that levels of distress and difficulty in the early teenage

years are increasing,2 with 25.7% of teenagers aged 14–15 years, and as many as 37.4% of girls in

this age group, reporting high levels of psychological distress.3 There is also evidence that self-harm

is increasing among young people in the early to mid-teenage years, particularly among girls.2,4

Intervening early to support young people’s mental health is important to avoid the development

of more serious and long-term problems,5 as approximately half of all adult mental disorders begin

during adolescence.6

Given that only 25% of children and young people with a diagnosable condition are able to access Child and

Adolescent Mental Health Service (CAMHS) support,7 it is vital that non-specialist settings, including schools,

where most children and young people spend a great deal of their time, are equipped to engage in early

prevention work and support those at risk of developing a mental health problem. A large number of school-

based studies seeking to improve children and young people’s mental health focus on developing individual

coping skills or mental health literacy. There is mixed evidence as to the effectiveness of such programmes.

A recent systematic literature review8 found some effects on prevention or reduction of anxiety and

depression for a short time. However, a recent network meta-analysis9 did not find such positive results

and concluded that previously observed effects may be driven by differential control group effects.

As well as attempting to develop young people’s own skills and knowledge regarding mental health

maintenance, it is important to consider changes to the school environment to ensure that it is supportive

of mental health. Research has shown that teachers are the professionals that teenagers are most

likely to talk to about mental health difficulties,10 and also that perceived supportive relationships with

school staff can be protective of future depression for students in secondary schools.11 Conversely,

difficult teacher–student relationships among this age group predict mental health problems and future

exclusion.12 Despite the importance of positive relationships with teachers for student mental health,

many teachers report a lack of training in how to support students.13,14 In a questionnaire commissioned

by the Department for Education in 2015, 52% of respondents working in schools identified training for

staff as an important strategy to support student mental health.15 The government’s pledge to train one

senior lead on mental health in every secondary school in England16 is unlikely to go far enough in terms

of strengthening all teachers’ ability to develop supportive relationships with students, and to know how

to help those at risk of poor mental health.

Teachers’ mental health
In addition to a lack of training, another barrier to teachers providing appropriate support to students

is their own poor mental health and well-being.17,18 Health and Safety Executive data for Great Britain

consistently show teaching professionals to have higher rates of work-related stress, anxiety and

depression (recent figures show a rate of 3020 per 100,000 for teaching and education professionals

vs. a rate of 1320 per 100,000 for all industries).19 Causes of these heightened levels of work-related

stress and distress have been identified as excessive workload, lack of autonomy, poor salary, perceived

lack of status, challenging student behaviour, difficult relationships with colleagues and managers, and

pressure to ‘perform’ in a context in which schools are increasingly regulated and judged against an

array of externally determined targets.20–23 These stressors may be exacerbated by a culture in which

teachers feel unable or unwilling to ask for help.3,24 Failure to support teachers experiencing such

DOI: 10.3310/phr09120 Public Health Research 2021 Vol. 9 No. 12

© Queen’s Printer and Controller of HMSO 2021. This work was produced by Kidger et al. under the terms of a commissioning contract issued by the Secretary of State for
Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in
professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial
reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House,
University of Southampton Science Park, Southampton SO16 7NS, UK.

1



difficulties may lead to longer-term mental health problems, presenteeism (i.e. going to work when one

is mentally or physically ill) and sickness absence or quitting the profession.25–28 Presenteeism for

teachers may result in difficulty managing classroom behaviour effectively and supporting vulnerable

students,29,30 both of which may impact on student mental health.31

Interventions to improve teacher–student relationships
A small number of previous studies have attempted to enhance teachers’ support of students with the

aim of improving student outcomes. The INCLUSIVE study32 found that a whole-school approach to

strengthening relationships among students and between students and teachers reduced bullying and

psychological difficulties among UK secondary school students. The Supporting Teachers and Children

in Schools (STARS) trial33 found that the Incredible Years training, which aims to improve school

teachers’ classroom management skills and strengthen teacher–student relationships in UK primary

schools, led to a short-term (9-month) improvement in student mental health, although this was not

sustained. The Saving and Empowering Young Lives in Europe (SEYLE) trial,34 conducted across 10

European countries, compared the impact of three interventions on suicidal ideation and attempts

among secondary school students: (1) training school staff to recognise and support at-risk students,

(2) delivering a mental health awareness programme to students and (3) screening and referral of

at-risk students by professionals. This trial found that only the awareness raising intervention had an

impact on suicide ideation and attempts, although the other interventions showed promise, with the

confidence intervals (CIs) overlapping across the three. The authors suggested that the smaller effect

of the staff training element may have been because poor teacher well-being reduced teachers' ability

to support students.30

Workplace interventions to support mental health
No previous studies have evaluated the impact of improving support for teachers’ own mental

health alongside improving their skills in supporting students. A number of reviews have examined the

effectiveness of workplace interventions that aim to reduce stress or improve mental health, and report that

approaches such as cognitive–behavioural therapy, self-help, exercise and mindfulness interventions have

all been found to be effective at reducing workplace depression and other common mental disorders.35–38

The only systematic review39 that looked at interventions to support teachers’mental health specifically

investigated the impact of organisational-level change. Of the four studies included in this review, one

looked at changing teachers’ tasks (e.g. establishing flexible work schedules) and reported a resultant

reduction in work stress and small increase in performance. Two studies evaluated coaching support,

but found no effects on anxiety, depression or burnout. The final study found that a multicomponent

programme, which included performance bonus pay, job promotion opportunities and mentoring, led to

reductions in teacher resignations. However, the authors note that the quality of studies was poor.

Social support has been found to be protective for mental health in the workplace.40 Bricheno et al.,41 in

their review of teacher well-being, identified evidence from questionnaires and case studies that teachers

themselves view support from colleagues, senior staff and head teachers as an important factor. Workplace

peer support has been identified as helpful because of its contribution towards establishing a supportive

culture, its basis in shared experience and understanding of workplace challenges, and its avoidance of the

perceived stigma attached to more formal help sources.42,43 However, the evidence base is limited and

has tended to focus on peer education to engender behavioural change (e.g. increasing screening uptake

or healthy eating).44,45 A number of peer support schemes have been set up in occupations requiring

emotional labour or that potentially involve traumatic experiences, such as health-care professionals, but

these rarely produce published evaluations. One published example of a peer support scheme for health-

care workers43 described the following features as important: credibility of peers, immediate availability,

voluntary access, confidentiality, emotional first aid (as opposed to therapy) and facilitated access to next

level of support. Social support is conceptualised as comprising problem-focused and emotion-focused

supportive strategies, both of which have been found to have a positive impact on physical and mental

health.46 A review42 of peer support schemes suggests that they provide a combination of informational,

emotional and instrumental support.

INTRODUCTION
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Mental health first aid training in the workplace
Mental health first aid (MHFA) training has been delivered in the workplace as one way of improving

support.47 MHFA is an internationally recognised training package that is designed to improve lay

people’s knowledge of the signs and symptoms of developing mental disorders, and their confidence in

helping those in mental health crisis.48 Course attendees are taught to follow five steps when approaching

another person who requires support: approach the person, assess and assist with any crisis; listen non-

judgementally; give support and information; encourage the person to get appropriate professional help;

encourage other supports (ALGEE). A number of studies have provided evidence that MHFA training is

effective in improving knowledge, confidence in helping others and intention to help others, as well as

reducing stigmatising attitudes.49 MHFA delivered in the workplace has been found to provide a number

of benefits: encouraging social support,50 increasing self-reported help-seeking from professionals47,50

and improving the mental health of course participants themselves.47 Participants generally express very

positive attitudes towards the training, reporting gains in knowledge and skills, and improved ability to

provide help to those around them by using that learning.51–53 Despite high participant acceptability, and

evidence of improved mental health literacy and intention to help, no study has yet been able to show

impact of MHFA training on mental health outcomes.49 However, a shorter training programme that

focused on improving knowledge and communication around mental health when delivered to senior

managers in a large fire and rescue service did lead to a decrease in absence rates among the staff

whom trainees managed.54

Mental health first aid training in schools
A version of MHFA, the youth MHFA, has been designed specifically for adults supporting young

people, using the same ALGEE model. Although the full version has not been evaluated, a randomised

controlled trial (RCT) tested a shortened version delivered to secondary school teachers in Australia.55

At 6 months’ follow-up, this study reported improvements to teachers’ knowledge and confidence to

help students and colleagues, but there were no changes in the actual help that teachers gave to

students or in student mental health. However, the intervention did not attempt to improve support

for the teachers’ own mental health. We sought to build on this study by addressing teachers’ own

support needs, alongside the training in how to support students.

Rationale for the current study
To date, school intervention studies have focused on improving student mental health, with the majority of

studies evaluating classroom-based psychological or educational approaches.Very few studies have focused

on training teachers to support vulnerable students through their day-to-day interactions, despite the

role of teachers in identifying and attending to students’mental health problems, as demonstrated in the

research literature14,56 and recommended in key policy and guidance documents, such as the Department for

Education’sMental Health and Behaviour in Schools.57 Furthermore, no studies have developed and evaluated

an intervention that focuses on teachers’ own mental health, despite evidence that they are a group at risk

of poor mental health, and that this is likely to influence the health and attainment of those they teach.

We therefore developed an intervention in consultation with teachers and public health specialists working

with schools, which addressed these gaps and which we planned to evaluate.TheWellbeing in Secondary

Education (WISE) trial was the result of this process.

The Wellbeing in Secondary Education feasibility and pilot trial
In line with Medical Research Council guidance for the evaluation of complex interventions,58 we

undertook a pilot cluster RCT of the WISE intervention in six secondary schools to explore its feasibility

and acceptability.59 The intervention comprised (1) 2-day standard MHFA training for school staff who

went on to set up a peer support service for colleagues and (2) 2-day youth MHFA training for school

staff to improve the support they were able to provide to students. The pilot trial also enabled us to test

the feasibility of key aspects of the trial design, including the collection of outcome measures and the

recruitment and retention of schools, and to develop a logic model as to the likely pathways by which
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the intervention might have an effect on the outcomes of interest (Figure 1). Key findings from this pilot

were as follows:

l Schools from a range of socioeconomic catchment areas were able to be recruited and retained,

although it was necessary to make personal contact with a relevant member of staff to ensure this.
l Measures of staff and student mental health, and staff presenteeism and absence were able to be

collected at baseline and at 12-month follow-up (T1). Data were collected during meetings and not

left to individuals to complete in their own time.

l Staff viewed MHFA training as relevant and useful in terms of knowledge gain and opportunities to

reflect on mental health, although a shorter version of the youth MHFA course that focused on

practical strategies was suggested.

l Staff peer supporters were able to be recruited and trained in each school. A mean of at least two

interventions per peer supporter over a 2-week period was reported, and the service was viewed

positively by staff. However, barriers to using the service were identified, specifically concerns

around confidentiality, a preference for talking to pre-established social networks and lack of

knowledge about the service.

l Unlike the earlier study of youthMHFA in schools,55 we found that, at follow-up, students in the

intervention schools had higher well-being (WEMWBS score 48.1 vs. 45.8; p= 0.12) and lower levels of

mental health difficulties (SDQ total difficulties scale score 11.2 vs. 13.2; p< 0.01) than those in the control

schools, once adjusted for baseline measures.

l Staff who received the MHFA training had improved mental health knowledge and well-being, and

lower depression than all other staff, as reported in earlier MHFA studies.49

l There were no differences between study arms regarding staff well-being and depression, but we

were not powered to detect such changes, nor were we able to examine sustainability as the study

only ran for 12 months.

We concluded that the results regarding feasibility and acceptability of the pilot intervention and

evaluation were sufficiently positive to justify a full RCT, powered to measure the effect of the

intervention on outcomes, and this is the trial reported here.

The present trial

The WISE trial is a full cluster RCT with integrated process and economic evaluations.61 It tested the

effectiveness of a complex intervention that delivered mental health support for teachers and training

in supporting student mental health, with the aim of improving teacher mental health and performance,

and subsequently improving student mental health and attainment, through the mechanisms of change

identified in the logic model (see Figure 1).

Objectives
The primary objective was to establish if the WISE intervention leads to improved teacher emotional

well-being compared with usual practice.

The secondary objective was to answer the following research questions:

l Does the WISE intervention lead to lower levels of teacher depression, absence and presenteeism,

improved student well-being, attendance and attainment, and reduced student mental health

difficulties, compared with usual practice?

l Do any effects of the intervention differ according to the proportion of children receiving free

school meals (FSM) (an indicator of the socioeconomic catchment area) and geographical area, or

individual-level baseline mental health, sex, ethnicity and FSM?

l What is the cost of the WISE intervention, and is it justified by improvements to staff and student

well-being, and reductions to staff depression and student difficulties?
l Does theWISE intervention work according to themechanisms of change hypothesised in the logic model?

l Is the WISE intervention sustainable?
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Mechanisms of change Outcomes

                              Primary outcome

Improved teacher well-being at 1- and

2-year follow-up 

                          Secondary outcomes

• Reduced teacher depression at 1- and

    2-year follow-up

• Improved student well-being and reduced

    distress at 2-year follow-up (year 10)

• Reduced teacher absence and

    presenteeism at 2-year follow-up

• Improved student attendance and

    attainment at 2-year follow-up 

                            Process outcomes

• Use and value of staff peer support service

    (peer supporters’ meetings, focus groups)

• Increase in self-report supportive

    behaviour (questionnaires)

• Application and value of training (focus

    groups)

• Staff and students rate school as ‘less

    stressful’ and ‘more supportive’

    (questionnaires)

                         Economic outcomes

Cost of training and peer supporter time vs.

savings from reduced staff absence/

presenteeism

Intervention

8% of staff nominated

by colleagues receive

2 days, training in MHFA

and set up a peer

support service to

provide confidential:

• listening

• advice

• signposting to other

    services

All teaching staff

attend a 1-hour

session to introduce

the project and raise

awareness of mental

health issues

All teachers have access

to support and advice on

coping with work and

home difficulties

All teachers have

increased insight into

their own mental health;

mental health has

raised profile in schools 

Trained teachers have

increased confidence

and skills in supporting

students

All teachers have trained

colleagues to call on to

support students in

difficulty

Improved

staff–student

relationships

Students receive

improved mental

health support

Ongoing support from healthy schools co-ordinators/

CAMHS link workers in implementing training and raising

the profile of mental health across the school community

Stress related

to supporting

students is

alleviated

Teachers who provide

pastoral support to

students (7–8%)

receive 1 day of training

in schools’ MHFA to

develop skills and

confidence in providing

support and knowledge

in when to refer on 

to other services 
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FIGURE 1 Logic model of the WISE intervention. Reproduced with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this work, for commercial use, provided the original work is properly
cited. See: http://creativecommons.org/licenses/by/4.0/. The figure includes minor additions and formatting changes to the original figure.
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The intervention: underlying theory
The WISE intervention is informed by social support theory. Social support can offer problem-focused

coping strategies and emotion-focused supportive strategies, both of which can have a positive impact

on physical and mental health.46 Based on findings from the pilot trial,59 we hypothesised that peer

supporters would provide both emotion-focused support (e.g. by listening non-judgementally) and

problem-focused support (e.g. by offering practical suggestions for solutions to work-based difficulties),

where appropriate. Perceived availability of social support may be even more important to mental health

than actual support,46 and, therefore, the existence of a peer-delivered support service was theorised to

have a positive impact on teacher well-being, regardless of actual service utilisation. The programme

theory was further informed by an ecological view of school connectedness, which considers the quality

of social bonds and interactions within a school to be a characteristic of the whole-school environment

or culture.46 Improvement to teachers’ own mental health and well-being via supportive relationships

with peers should lead to more positive teacher–student relationships,61 which is associated with improved

student mental health.12 Therefore, all teachers and students within an intervention school may benefit,

regardless of whether or not they themselves directly engage with the intervention. Furthermore, a change

made from the pilot to the full intervention was that all teachers were offered a shorter version of mental

health training, with the aim of improving interactions between all teachers and students, and enabling all

teachers to have a better insight into their own mental health (see Figure 1).

The intervention: description of components
Each intervention school received the following.

Staff peer support service
Following the methods developed and found to be acceptable in the pilot study, all teachers in the

intervention schools were invited to nominate colleagues whom they considered would make good

peer supporters, via a confidential, anonymous written questionnaire completed at baseline before

randomisation. The study population was teaching staff only, because pilot findings showed that this

was the group most at risk of poor mental health and because of practical difficulties collecting data

from all staff. However, the peer support service was available to all staff, as our patient and public

involvement work with school staff identified that a service for teachers only may prove divisive. A list

was compiled of the 8% of staff with the most nominations, ensuring a mixture of sex, years of experience

and teaching/non-teaching roles.The one exclusion criterion was being a member of the senior leadership

team, as pilot findings indicated that staff might not use a support service that included senior leaders

because of concerns about performance management.Those on the list were invited to attend the 2-day

standardMHFA training and become a staff peer supporter.TheMHFA training was generally delivered on

school premises (one school had the training at a university, and one school shared the training with another

school and attended it there). Schools were offered reimbursement for cover costs for teaching staff.

A short session about setting up the peer support service and expectations around this was included in

the 2-day training, either delivered by the MHFA trainer (England) or by a study team member (Wales).

Following the training, participants were provided with guidelines for setting up the peer support service,

developed from patient and public involvement work and pilot study findings (see Report Supplementary

Material 1). These guidelines covered confidentiality, advertising the service, support for the peer

supporters, communication with the research team and practical considerations, such as where support

would be provided. An example policy document including a confidentiality statement drawn up by a pilot

school and posters for advertising the service were also provided.

Teacher training in mental health first aid for schools and colleges
At least 8% of all teaching staff who had not received the 2-day peer supporter MHFA training

received the 1-day MHFA training for schools and colleges. In our pilot study, findings suggested that

teachers who have a support role but who have not received prior mental health training, such as

tutors or heads of year, would benefit the most. Schools were, therefore, encouraged to select teachers

in such roles to attend, but the ultimate decision about who did attend was made by schools. The aim

INTRODUCTION
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was to train 8% of the teachers, but schools were free to train up to 16 staff, which is the course

maximum. The full 2-day youth MHFA course was made available to staff in our pilot schools, but

mainstream teachers were often unable to attend because of its length. Partly in response to these

findings, the 1-day MHFA for schools and colleges was developed by MHFA England (London, UK).

When possible, this training was delivered during in-service training time to ensure that it was as

accessible as possible for teachers. Having completed the training, staff were expected to apply the

MHFA learning about how to respond to, and support, a student in distress in their day-to-day

interactions with students. The decision to train a different 8% (minimum) of staff in each version of

the course meant that 16% of staff were trained in total. A previous study using peer influence to

address smoking behaviour found an effect when 16% of students were trained as peer educators.62

Mental health awareness raising session for all teachers
A 1-hour training session aimed at raising awareness of mental health and to introduce self-help

strategies, ways to support other people and the peer support service, was delivered either during

in-service training or during staff meeting time. This session was co-produced with a MHFA trainer and

drew on core MHFA content, and was delivered by the same team of MHFA trainers that delivered the

rest of the training. All teaching staff were invited to attend and schools were also free to invite other

non-teaching staff. This element of the intervention was added in response to pilot findings, which

suggested that some staff were unaware of the peer support service in their schools, and to strengthen

the whole-school nature of the intervention.

Detailed information about the content of the MHFA courses can be seen in Report Supplementary

Material 2, where we provide an outline of the observation schedule (see also Chapter 2, Data sources).

Further information about MHFA courses can be found on the MHFA England website (URL:

www.mhfaengland.org).

The control
The comparison schools continued with usual practice in terms of teacher support and training. The

details of what this entailed in practice were examined via an audit as part of the process evaluation

(see Chapter 2) and results are reported in Chapter 4. Schools signed a research agreement, stating that

they would not access MHFA training during the study.

Implementation strategy
Different models for implementing the training were deployed in England and Wales because of the

intervention funders in Wales (Public Health Wales, Cardiff, UK) wishing to make use of existing

resources and infrastructure to ensure sustainability if the intervention was found to be effective.

In intervention schools in England, the standard MHFA, the MHFA for schools and colleges, and

the 1-hour awareness training was delivered by local independent trainers who had attended MHFA

instructor training and received certification. Learning from the pilot indicated that trainers needed to

have awareness of the school context and challenges faced by teachers, and two of the three trainers

had extensive experience of delivering training to schools. In Wales, seven healthy schools co-ordinators

(HSCs) attended a 6-day bespoke MHFA instructor training course, received certification and went on to

deliver the three strands of training in the intervention schools. HSCs are employed by local authorities

or Public Health Wales and are responsible for monitoring and accrediting schools participating in the

Welsh Network of Healthy Schools Scheme. HSCs are experienced in delivering training to schools;

however, because they were new to MHFA training, they delivered the training in pairs as per MHFA

England protocol.

Originally, the training was intended to be delivered within a single academic term (September–

December 2016). However, a small number of schools completed the training in January 2017 because

of their staff training schedule, and one school did not receive the 1-day MHFA for schools and

colleges training until June 2017 because of a change of leadership creating a delay. The order in which
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training components were delivered was not prespecified to accommodate the constraints and needs

of each school. All intervention schools received all three training components.

For the establishment of the peer support services, peer supporters were asked to meet within

3–4 weeks of completing the standard MHFA training course to plan the logistics of running the

service, and to develop a confidentiality policy and advertising strategy.

Summary of the remaining document

In the following chapter, we outline the methods used for the main statistical analysis, the economic

evaluation and the process evaluation. In Chapter 3 we present the main outcomes and economic

evaluation findings. Chapter 4 presents the process evaluation findings, and we discuss the findings and

implications in Chapter 5.
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Chapter 2 Methods and analyses

Overall study design

This was a cluster RCT with an embedded economic and mixed-methods process evaluation. The unit

of recruitment and randomisation was the school, as this was an intervention that operated across the

whole school.

The trial was registered with the International Standard Randomised Controlled Trial Register

(reference ISRCTRN95909211). We published the protocol on 18 October 2016.63 We made some

small changes to the protocol since it was originally submitted, which are summarised in Table 1.

The full statistical analysis plan is available at URL: www.bristol.ac.uk/population-health-sciences/

projects/wise/publications/ (accessed 5 November 2020).

Study population
The population from which the schools in our sample were recruited was secondary schools in two

geographical areas: (1) Bristol and surrounds up to a 30-mile radius, comprising 64 mainstream

TABLE 1 Revisions to the published protocol

Change to protocol Date

We were not able to recruit two schools per FSM stratum as planned; therefore, in both England
and Wales, we had to merge strata. Further details on how the final sample fitted the FSM strata
are included in Chapter 3

May 2016

We recruited one school more than our original sample size target (in case of drop-out) June 2016

Three schools at baseline and two at both follow-up time points were unable to secure meeting
time for the team to administer the teacher questionnaires. These were, therefore, completed in
teachers’ own time in these schools

June 2016

We changed our safety procedure and information to participants to say that if a teacher writes
anything that suggests that their life is in danger, the study team will use the participant names
with study ID list to identify that individual and write to them at their school, advising they seek
help, but that we would not inform anyone at their school about this

July 2016

We originally planned to hold feedback meetings with the peer supporters once a term, but to
avoid this feedback becoming part of the intervention (which would not be sustainable for any
future roll out), we changed this to two feedback meetings with just one or two peer supporters
each time to minimise the influence on behaviour

December 2016

In one intervention school, the 1-day training was not delivered until the summer term because
of difficulties securing a date for this

June 2017

Data entry staff were not blinded to study arm as the questionnaires at T1 and at T2
were different

July 2017

The statistician and health economist were not blinded at the point of conducting the analysis
because of team error in providing unblinded data with regard to study arm

July 2018

In addition to asking peer supporters to recruit individuals who had used the service for interviews,
we also included a slip of paper in the teacher T2 questionnaires asking for volunteers. In the end,
we did not manage to conduct these interviews as we only had one response

July 2018

ID, identity; T2, 24-month follow-up.
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secondary schools and (2) South East and South Central Wales, comprising 88 mainstream secondary

schools. Exclusion criteria were as follows:

l fee-paying schools

l special schools (e.g. for those with learning disabilities)
l pupil referral units
l schools that had been WISE pilot schools

l schools participating in other, similarly intensive, research studies

l schools already delivering MHFA or other mental health training
l schools without available FSM data for stratification purposes

l schools within the same academy chain and local authority as one that had already been selected

for participation.

In total, we aimed to recruit 24 schools (i.e. 12 in each area).

Our study population within each school was all teaching staff and all students in year 8 (aged 12–13 years)

at baseline. At 24-month follow-up (T2), the same students were year 10 (aged 14–15 years).We assumed

that any effect on this year group would be the same for all students, as the intervention was intended to be

at the whole-school level.

Recruitment and randomisation
In both England and Wales, the sampling frames were stratified by the proportion of children in

each school who were eligible to receive FSM to ensure schools from a wide range of socioeconomic

catchment areas were included in the study. In Wales, the sample was divided into two administrative

regions (educational consortia), South East and South Central Wales, and schools were stratified

into three FSM levels (high, medium and low vs. the national average). Two schools were randomly

selected from each stratum in each region, and selected schools were approached via a relevant senior

leader (e.g. a deputy head in charge of pastoral care) and invited to participate in the study. Schools that

declined were replaced by a randomly selected school from the same stratum and region. In England, the

study was advertised to head teachers at all eligible schools and invitations were followed up with relevant

senior leaders, identified with the help of local public health teams that worked with the schools. Those

who expressed interest in participation were stratified into three levels according to FSM (high, medium

and low vs. the national average) and local authority (Bristol/non-Bristol). When more than two schools

fitted into one stratum, two were randomly selected.

Within each study area and stratum, selected schools were randomly allocated to a study arm.

Sequence allocation was generated by the study statistician, who was blinded to the schools’ identities,

using the Stata ralloc command (version 14, StataCorp LP, College Station, TX, USA). Random allocation

to study arm took place after baseline data collection.

Main outcomes

Primary outcome
The primary outcome was teacher well-being, measured using theWarwick–EdinburghMental Wellbeing

Scale (WEMWBS).62 TheWEMWBS is comprehensive (incorporating elements of both subjective and

psychological well-being), short enough to be used in population-level questionnaires, responsive to change

and validated among community samples of adults in the UK. [Licenses to use theWEMWBS are available

at https://warwick.ac.uk/fac/sci/med/research/platform/wemwbs/using/ (accessed 11 February 2021).]

We selected well-being rather than a measure of mental health difficulty as the primary outcome because

it is a broad enough measure to capture changes among staff with a range of mental health needs, including

those who have good well-being, but may still benefit from cultural changes at the whole-school level.

METHODS AND ANALYSES
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The WEMWBS scores can range from 14 to 70, where a higher score indicates better well-being. This

outcome was measured at baseline, T1 and T2.

Secondary outcomes
Teacher depression was measured using the Patient Health Questionnaire-8 items (PHQ-8).64 The PHQ-8

is suitable for measuring levels of depressive symptoms in population-based studies and is short enough

to be used in self-complete questionnaires. It was analysed as a continuous variable, but also as an

ordinal variable (0–4 indicating no depressive symptoms, 5–9 indicating mild symptoms, 10–14 indicating

moderate symptoms, 15–19 indicating moderately severe symptoms and 20–24 indicating severe

symptoms) and a binary variable, with a cut-off point of ≥ 10 indicating depression.64 These cut-off points

were established for the Patient Health Questionnaire-9 items, but are the same for the PHQ-8, with the

only difference between the two scales being an additional question about self-harm behaviour, which

does not contribute to the overall depression score.

Teacher absence was measured by self-report (i.e. the ‘number of days missed from school because

of health problems in the past 4 working weeks’) and routine data collected by the schools (i.e. the

total number of days of absence over the previous year). Both measures were treated as continuous,

but the self-report measure was also treated as binary (any vs. no absence) and ordinal. Based on the

distribution of responses in the pilot study, in which the majority of respondents had taken very little

absence, categories were 0 days, 1 day, 2–7 days or ≥ 7 days.

Teacher presenteeism was measured by self-report, using the relevant item from the Work Productivity

and Activity Impairment questionnaire65 and adapted to fit teachers’ work schedule. Teachers were

asked ‘during the last 4 working weeks, how much did health problems affect your productivity while

you were working?’ and selected a number between 0 (no effect) and 10 (completely prevented me

from working). This measure was treated as continuous, but also as binary (no effect vs. 1–10 effect on

work over the previous 4 working weeks) and ordinal. Based on the pilot responses to presenteeism, in

which roughly one-third of participants scored 0 and a majority scored < 6, the categories were 0 days,

1–5 days or 6–10 days.

Teacher retirements and leaving for other reasons were collected as total number reported by the

schools for the previous year.

Year 8 student well-being was measured using the WEMWBS, which has been validated for use among

teenagers from age 13 years.66 This measure was treated as continuous.

Year 8 student psychological distress was measured using the Strengths and Difficulties Questionnaire

(SDQ), a widely used measure among this age group, with well-established norms for a UK population.67

A total difficulties score was calculated (this can range from 0 to 40, with a higher score indicating

greater difficulties) and treated as continuous.

Student attendance was collected as a total proportion for each school from routine data sources for

England68 and Wales.69

Student attainment at the end of year 11 was collected from the same routine data sources as student

attendance.68,69 Exams at the end of statutory school age (key stage 4) are graded and reported

differently for the two countries. For English schools, we reported per cent of students achieving

grade 5 or above in both English and Maths General Certificates of Secondary Education, and for

Welsh schools we reported per cent of students achieving grade C or above in English/Welsh, Maths

and Science GSCEs.

The baseline questionnaires are included in Appendices 1 and 2.
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Outcome data collection process
Teacher self-report outcome questionnaires were completed during staff meetings at baseline

(May–July 2016), T1 (May–July 2017) and T2 (May–July 2018). Those who were absent from the data

collection session were offered the option of completion via an online survey. Data on teacher absence,

retirement and leaving for other reasons were collected via routine data recorded by the schools.

Student mental health outcomes were gathered via self-report questionnaires at baseline and T2,

completed by all students in year 8 (aged 12–13 years at baseline), during tutor groups or lesson time.

Where fewer than five students were absent, questionnaires were left with school for those students.

Where five or more students were absent, a second data collection was arranged with schools. School-

level student absence and attainment were collected using government statistics published online.

Teacher routine outcomes (school-reported absence and leavers data) and all student outcomes were

measured at baseline and T2 only. This was for practical reasons, and also because the intervention’s

logic model implied that teacher mental health would need to improve before changes to student

mental health were maximised.

The study team planned to attend all data collections, introduce the questionnaires, answer any

questions and take them away at the end. However, three schools at baseline did not manage to secure

meeting time to conduct the data collections. In these schools, the team briefly introduced the questionnaires

in a meeting, but left them with staff along with envelopes in which questionnaires could be sealed and then

either posted or returned via a box left at the school.Two of these schools followed the same process at both

T1 and T2, despite attempts by the study team to organise meeting time.

Compliance and loss to follow-up
We encouraged the schools to set the dates for data collection sessions far in advance to try and ensure

maximum attendance. We built in time to follow up those who were absent, either in person or by

leaving questionnaires in named envelopes, which the research team collected once completed.We also

made an online version of the questionnaire available to teachers who missed the data collection session.

We incentivised schools to remain part of the study by providing them with their own school-level data

from each time point at the end of the study. We also offered control schools a payment at the end of

the study, which they could choose to spend on the intervention if it was found to be effective. This

payment was contingent on a response rate of at least 80% at follow-up among teachers and students.

Sample size
The study was powered to detect a mean change of 3 points on the WEMWBS (i.e. the primary

outcome measure). This difference was chosen as the minimum meaningful change discussed in a

WEMWBS user guide.70

A change of 3 points was also close to the difference in mean WEMWBS scores between staff in the

highest- and lowest-ranked schools in the pilot study.

It was estimated that each school would have approximately 60 teachers and 150 year 8 students,

depending on size. The sample size took account of clustering. In the pilot data, the teacher WEMWBS

intracluster correlation coefficient (ICC) at baseline was 0.01 (95% CI 0.00 to 0.03) and at follow-up it

was 0.00 (95% CI 0.0 to 0.02). We assumed a mean of 50 (83%) teachers followed up per school (with

a coefficient of variation of sample size of 0.5) and a standard deviation (SD) for WEMWBS of 8.4

(based on the pilot data). A sample size of 24 schools (i.e. 12 intervention schools and 12 control

schools) would achieve 83% power for an ICC of 0.05. This would rise to 98% if the ICC is 0.02, and

fall to 65% for an ICC of 0.08. Sample sizes were calculated using the clustersampsi command in Stata.

For the tests for interactions (see Main outcomes analysis), we would have 80% power to detect an

interaction that is twice as big as the main effect, and 30% power to detect an interaction that is the

same size as the main effect.71
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Blinding and breaking of blind
Allocation to study arm took place after baseline data had been collected to ensure blinding among all

parties during this first data collection. It was not possible for the schools, teachers or students to be

blind to intervention status (although students were likely to be unaware of the intervention). The

research assistants/associates leading outcome data collection also collected the process data, which

prevented blinding among the study team.

Clustering
All statistical analyses took account of clustering by school using robust standard errors and, where

appropriate, by using random-effects models with schools as a random effect. Analyses were conducted

using Stata.

Main outcomes analysis

Primary analysis
The primary analysis was carried out under the intention-to-treat principle, analysing participants

as randomised without the imputation of missing data. Repeated-measures (random-effects) models

were used to examine pattern of change in primary outcome over baseline, T1 and T2, adjusted for

stratification variables, sex and years of experience. This included a random effect for individual

participants and another for school. This model included every teacher who had at least one measure

of the outcome (i.e. at baseline, T1 or T2). Using a maximum likelihood estimator, this analysis was

robust to data that are missing at random (MAR).72,73 Results are presented in Chapter 3 as mean

difference in the primary outcome between the trial arms over the follow-up period, with associated

95% CIs and p-values.

The primary analysis was repeated with a treatment by time interaction term added to the model.

This allowed estimation of treatment effect at T1 and T2 separately.

Secondary analyses
Analysis of secondary outcomes included linear, ordinal and logistic regression models, dependent on

the nature of the outcome variable being analysed (continuous, ordinal or binary, respectively).

For secondary individual-level outcomes that are measured at baseline, T1 and T2 (e.g. PHQ-8),

repeated-measures models were used and these models included random effects for clustering by

individual (because of repeated measure) and by school. All individuals with at least one observation of

the outcome measure were included in the model for that outcome using maximum likelihood under a

MAR assumption. For each secondary individual-level outcome that was measured at baseline, T1 and T2,

three models are presented:

1. Unadjusted model (model 1): repeated measures of the outcome regressed on treatment arm,

accounting for clustering because of repeated measures and by school (using random effects).

2. Partially adjusted model (model 2): model 1 plus adjustment for stratification variables.

3. Fully adjusted model (model 3): model 2 plus additional adjustment for the covariates sex and years

of teaching experience.

For each secondary individual-level outcome measured at baseline and T2 only, three models

are presented:

1. Unadjusted model (model 1): outcome at T2 regressed on treatment arm and baseline value of the

outcome, accounting for clustering by school (using a random effect).

2. Partially adjusted model (model 2): model 1 plus adjustment for stratification variables.

3. Fully adjusted model (model 3): model 2 plus additional adjustment for sex and ethnicity

as covariates.
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For each secondary school-level outcome measured at baseline and T2 only, two models are presented:

1. Unadjusted model (model 1) – outcome at T2 regressed on treatment arm and baseline value of the

outcome (no need for any adjustment for clustering).

2. Adjusted model (model 2) – model 1 plus adjustment for stratification variables.

Missing data
We assessed the impact of missing data and non-response on teacher WEMWBS and PHQ-8 outcomes

and student WEMWBS and SDQ outcomes using multiple imputation. The multiple imputation model73

included all outcomes at baseline, T1 and T2, variables included in the primary analysis model and

baseline characteristics associated with missingness. Analyses were repeated on the imputed data sets

and results were combined using Rubin’s rules. We also used sensitivity analyses to examine the impact

of potential missing not at random (MNAR) data by incorporating a scaling parameter that was allowed

to differ between arms (i.e. allowing the missing data mechanism to differ between arms).74 This was

carried out by imputing under the MAR assumption and then multiplying imputed values of the outcome

by a scaling parameter. For example, a scaling parameter of 0.95 in the control arm and 0.90 in the

intervention arm implies that missing WEMWBS scores in the control arm are assumed to be 5% lower

than estimated under a MAR assumption, whereas scores in the intervention arm are 10% lower.

Sensitivity analyses
We re-ran the primary analysis without identified outliers (defined as a WEMWBS score > 3 SDs from

the mean) to assess the effect of outliers on the main outcome.

Subgroup analysis
We used a complier-average causal effect (CACE) approach (using instrumental variable analysis)75 to

examine the impact of MHFA training on follow-up WEMWBS and PHQ-8 scores, comparing those

who completed the 1 or 2 days, training in the intervention schools with those in the control schools

who would have completed the training, had they been offered it. For each participant, we calculated

a summary score of the two outcomes and used the summary score to account for the repeated

measurements (therefore reducing the two measures to a single measure). If only a single measure

was available then we used just the single measure. We included robust standard errors to account for

clustering at the school level.

Tests for interactions
The effect of the intervention on teacher WEMWBS and PHQ-8 score was tested for interaction with

baseline well-being/depression score (grouped as above or below the bottom quartile of the WEMWBS,

or with a score of ≥ 10 on the PHQ-8), geographical area (Wales/England), school-level FSM and sex.

The effect of the intervention on student WEMWBS and SDQ score was tested for interaction with

baseline well-being/SDQ score (grouped as above or below the bottom quartile of the WEMWBS and

a score of ≥ 20 on the SDQ), geographical area, school- and individual-level FSM, sex and ethnicity.

p-values were interpreted with caution because of the low power and number of interactions being

tested (we used Bonferroni corrected or permutation p-values).

Exploratory analysis: mechanisms of change
To explore the study’s logic model and hypothesised mechanisms of change, we collected data in the

teachers’ questionnaires regarding stress and satisfaction at work, support given/received at school,

school’s perceived attitude to staff and student well-being, and perceived quality of relationships in

school. These questions were asked with a series of Likert responses (see Appendix 2 for full wording

and response options). Logistic regression models were used to compare binary measures of these

variables between arms at follow-up adjusted for baseline scores, school-level FSM and geographical

area. We examined whether or not baseline measures of these variables, which provide indicators of

school psychosocial context, moderate the effect of the intervention by including interaction terms

between these baseline variables and intervention arm in the analysis model.
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Appropriate mixed models were applied as for the primary analysis, but, additionally, these measures

were included as covariates. We assessed the degree to which the estimated treatment effect

attenuated compared with our chief analysis model (substantial attenuation would indicate the

proposed mechanisms of change are indeed acting as such).

Exploratory analysis: level of intervention
Data from the process evaluation [i.e. training participant evaluation forms, peer supporter feedback

meetings, peer supporter logs of support and follow-up questionnaires (see Process evaluation for more

detail)] were used to divide intervention schools into ‘low’ or ‘high’ implementation groups. Factors,

measured as binary variables, that were used for this analysis were as follows.

Dosage

l At least 8% of teachers completed the 1-day MHFA for schools and colleges training (vs. < 8%

of teachers).
l At least 8% of staff in the school completed the 2-day standard MHFA training and went on to

become a peer supporter (vs. < 8% of staff).

l At least 8% of staff in the school still acting as peer supporters by T2 (vs. < 8% of staff).

Reach

l At least 75% of teachers attended the 1-hour awareness training (vs. < 75% of teachers).
l Higher than study mean for those who select ‘staff peer supporter’ in response to the question ‘if a

work-related problem was making you stressed or down who would you talk to about it at school?’

in the follow-up questionnaires.

Fidelity

l 100% of course attendees indicated that all topics were covered in the 1-day MHFA for schools and

colleges training and 2-day standard MHFA training (vs. < 100%).

l The peer supporters set up a confidentiality policy for the service (vs. no policy).

l The peer support service was advertised in three or more ways initially (vs. advertised in two or

fewer ways).

l The peer support service was re-advertised at the beginning of the 2017–18 academic year

(vs. not re-advertised).
l The peer support service had been championed by a member of the senior leadership team

(vs. not championed).

Correlation between all the implementation measures was poor and so we were unable to determine

one composite binary measure ‘low/high implementer’. Instead, we scored each school on each factor

and split the schools based on their total scores, with the six highest being high implementers and the

six lowest being low implementers. We then compared primary outcomes among intervention schools

that were high implementers with those that were low implementers. We repeated this analysis with

implementation as a continuous variable. Adjustment was made for both school- and individual-level

covariates, as in the primary analysis.

Economic evaluation

Measurements
The economic analysis took a public sector perspective, calculating the financial and opportunity costs

to schools of participating in the WISE intervention. We collected self-reported information on the

impact of teachers’ health on absenteeism and presenteeism during the previous 4 weeks at T1 and T2.
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However, in common with other school-based interventions,76 we elected not to track teacher

health-care use at T1 or T2.

Data were collected on the resources used for the following four activities: (1) the HSC MHFA

instructor training (which was relevant for Welsh schools only); (2) the 2-day standard MHFA training;

(3) the in-service day MHFA training for schools and colleges; and (4) the awareness raising session.

In each case, the project team completed a pro forma after the training session, documenting the

resources used and expenses claimed.

As noted in Chapter 1, in Wales, Public Health Wales paid for a course to train seven HSCs as MHFA

instructors who could then deliver the MHFA training to teachers in Welsh schools. The course

included 6 days of training with a MHFA trainer and 2 additional days of independent preparation for

the HSC trainees. The costs comprised HSCs’ time (estimated based on salary costs), actual travel

expenses incurred, MHFA course fees, MHFA trainer expenses and course refreshments. The venue

was provided at no cost by Cardiff University (Cardiff, UK).

The resources used during the 2-day standard MHFA training comprised MHFA trainer fees, trainer

travel expenses (in English schools this was sometimes included in the trainer fee), MHFA manuals,

refreshments (in most schools) and the time of the teachers being trained as peer supporters

(a minimum of five teachers and a maximum of 16 teachers). There were no venue costs for training,

as this happened either on the school site or at a university. Several schools provided estimates of the

cost of hiring supply teachers to cover the teaching commitments of staff attending the MHFA training.

We used these estimates to impute the opportunity cost of staff time at all schools.

The resources used for the 1-day MHFA schools and colleges training comprised MHFA trainer fees,

trainer travel expenses (in English schools this was sometimes included in the trainer fee), MHFA

manuals and the time of the teachers attending training (a minimum of seven teachers and a maximum

of 18 teachers). As training took place during in-service days, no supply teachers were necessary and

staff costs were estimated based on anonymised salary information provided by the schools. When

salary information was not provided by the school (n = 1), these costs were imputed based on the

number of attendees and the mean salaries of attendees from other schools.

The resources used for the 1-hour awareness raising session for all teachers comprised the trainer

fees, and travel costs and the staff costs for the teacher and support staff attending. For the English

schools, staff costs were estimated from the number of staff attending (a minimum of 31 staff and a

maximum of 85 staff) and estimated salaries were based on salary band information provided by

schools. The mean school staff costs in England were used to impute the staff costs in Welsh schools,

where data on staff attendance was not available.

All resource use was valued in monetary terms using published UK unit costs (Table 2) or participant

valuations estimated at the time of analysis (2016/17). Support staff salaries were obtained by asking

schools/individuals for this information. Teachers’ salaries were estimated using national pay scales

after confirming participants’ pay bands.

Cost–consequence analysis
The economic evaluation is a cost–consequence study that provides evidence on whether or not the

incremental costs of the intervention are justified because of improved teacher or student outcomes.

The potential benefits of the intervention are multifaceted and affect multiple agents (e.g. staff, students

and schools), even those not directly observed in the study (e.g. students in other years). Therefore, a

cost–consequence framework that tabulates costs against several outcomes for staff and students is

appropriate, rather than a more reductive cost-effectiveness or cost–utility analysis that attempts to

summarise efficiency in a single ratio.77 It provides a more complete analysis for policy-makers than a

‘cost per unit improvement in WEMWBS score’, which has no easy interpretation. Previous research
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has demonstrated limited correlation and overlap between the WEMWBS well-being scores and

health-related utility scores (such as the EuroQol-5 Dimensions, three-level version) used to estimate

quality-adjusted life-years.78 As quality-adjusted life-years are unlikely to be sensitive to small changes

in well-being, we did not include the EuroQol-5 Dimensions or other preference-based health-related

quality-of-life measures.

Subgroup analysis
Subgroup analysis is reported by country to investigate any differences in findings between England

and Wales. This is important, given that the costs and, potentially, the outcomes will differ because of

the different use of MHFA trainers in England and Wales.

TABLE 2 Unit costs used in estimating the intervention cost

Description Unit cost Source

HSCs MHFA instructor training (Wales only)

MHFA course fee £11,632 Expenses recorded

Trainer’s costs £79.43 per day plus
subsistence and parking

Expenses recorded

HSC time £18.40–20.47 per hour Estimate based on HSC salaries

Travel/parking Variable Trainer and trainee expense forms

Catering £58.80 per day Based on expenses recorded

2-day peer supporter MHFA training

HSC time (Wales only) £18.40 per hour Estimate based on HSC salaries

MHFA manuals (Wales only) £18–20 per manual Total cost based on number of peer
supporters trained

MHFA trainer fees including
manuals (England only)

£420–650 per day Based on expenses recorded

Catering £60 per day Based on expenses recorded

Travel/parking Variable Trainer and trainee expense forms

Teaching cover Variable Based on school reports of expenses paid
to supply teachers

In-service day MHFA for schools and colleges training

HSC time (Wales only) £18.40 per hour Estimate based on HSC salaries

MHFA manuals (Wales only) £18–20 per manual Total cost based on number of peer
supporters trained

MHFA trainer fees including
manuals (England only)

£600–750 per day Based on expenses recorded

Travel/parking Variable Trainer and trainee expense forms

Awareness raising session fees

HSC time (Wales only) £18.40 per hour Estimate based on HSC salaries

MHFA trainer fees (England only) £260–350 per session Based on expenses recorded

Travel/parking Variable Trainer expense forms
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Process evaluation

Aims
A mixed-method process evaluation was integrated into the outcome and economic evaluations,79

following a ‘nested’ design.80 The primary aim of the process evaluation was to support the

interpretation of the outcome data and further refine the programme theory.81 The process evaluation

had five central objectives, which, for the purpose of the study, were categorised as domains of inquiry.

These were as follows.

Implementation
The aim was to assess the implementation of the intervention, using a multicomponent framework.

Implementation is assessed separately for the MHFA for schools and colleges and standard MHFA

training courses provided for schools, and the delivery of the peer support services. For the training,

the aim was to assess (1) reach (i.e. the number who attended), (2) dose (i.e. the completion of the

training), (3) fidelity to the course and adaptations undertaken, (4) variations in fidelity between

schools in England and Wales, and (5) quality of training delivery. For delivery of the peer support

service, the aim was to assess (1) reach (i.e. the proportion of teachers who make use of the peer

support service), (2) fidelity to the peer support service model and adaptations undertaken, and

(3) contextual characteristics that determined barriers to and facilitators of implementation.

Mechanisms of change
The aim was to explore if the intervention’s hypothesised mechanisms of change were activated as

intended, and the extent to which these mechanisms were modified through their interaction with

contextual characteristics. Postulated mechanisms, refined through the feasibility and pilot phase of

intervention evaluation, are depicted in the logic model (see Figure 1). We also considered unintended

consequences and, in particular, unanticipated harms and the pathways by which these may have occurred.82

Programme differentiation and contamination
The aim was to understand usual practice to assess programme differentiation and ascertain if

contamination had occurred in control schools.

Sustainability of the intervention
The aim was to assess the extent to which the intervention is sustainable and its scope to become

routinised as part of usual practice outside a trial setting.

Acceptability
The aim was to explore participants’ perceptions of and interactions with the intervention components,

and how this differed across school contexts and across the course of delivery. The purpose of exploring

intervention acceptability was to understand if and in what ways its acceptability to participants

influenced the operationalisation of the mechanisms of change. Therefore, it is explored as an embedded

theme throughout the process evaluation results in Chapter 4, rather than as a discreet theme.

Research questions
Table 3 lists the research questions that the process evaluation addressed and outlines the domain of

inquiry to which each one was aligned.

Sample
Four intervention schools and four control schools were purposively sampled to serve as ‘case

study schools’, in which more extensive process evaluation was undertaken (e.g. focus groups and

observations). To sample the case study schools, all study schools were stratified by trial arm allocation

(intervention vs. control), site (England vs. Wales), administrative region (educational consortia vs. local
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authority) and proportion of students eligible for FSM (high/low vs. the national average). One intervention

school within each stratum was then purposively sampled to achieve variation across the cases in school

size and assessment ranking by the educational inspectorate. One control school was selected within each

stratum to match the intervention cases as closely as possible. Table 4 presents the final sample of case

study schools.

Data sources
The process evaluation adopted a mixed-methods approach and used both quantitative and qualitative

data sources. The different types of data collected from the study schools, and how they relate to the

research questions, are summarised in Report Supplementary Material 3.

TABLE 3 Process evaluation research questions

RQ Process evaluation domain

RQ1. Are the intervention’s mechanisms of change operationalised
as hypothesised?

RQ2. How is the operationalisation of the mechanisms of change influenced
by contextual factors?

RQ3. Does the interaction of the mechanisms of change with contextual
factors give rise to unintended effects?

Mechanisms of change

RQ4. Is the WISE intervention differentiable from ‘usual practice’ and does
this differentiation change during the study?

RQ5. Is there contamination of usual practice in control schools by receipt of
the WISE intervention or similar approaches?

Programme differentiation and usual
practice

RQ6. What is the reach of the WISE training components (e.g. 8% of staff
attending standard MHFA)?

RQ7. How many targeted staff complete the WISE intervention training (dose)?

RQ8. Are the WISE training components delivered with fidelity and what is
the nature of any modifications undertaken?

RQ9. Are there differences in the delivery of the WISE training components
between England and Wales, and what gives rise to any differences?

RQ10. How well are the WISE training components delivered?

Implementation (WISE training
components)

RQ11. What proportion of teachers receive support from the peer
support service?

RQ12. Is the peer support service delivered with fidelity and what is the
nature of any adaptions undertaken?

RQ13. What are the barriers to and facilitators of the implementation of the
peer support service?

Implementation (peer support service)

RQ14. Is the WISE intervention acceptable to funding organisations,
intervention trainers, head teachers, teachers and students?

Acceptability

RQ15. How likely is the WISE intervention to be sustainable and what factors
might ensure sustainability?

Sustainability

RQ, research question.
Adapted with permission from Evans et al.80 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
The table includes minor additions and formatting changes to the original table.
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Teacher and student questionnaires
The teacher and student questionnaires that were designed to collect the main outcome data also

contained questions relating to the mechanisms of change domain of inquiry. As already noted in

Main outcomes, the teacher questionnaires asked about stress and satisfaction at work, quality of

relationships between teachers and students and between staff, whether or not the school cares

about teacher well-being and how much individuals had given support to colleagues over the previous

year. The questionnaire also asked about perceptions of how much their school cared about student

well-being and the extent to which they had supported students in the previous year. Follow-up

questionnaires in the intervention group only also examined intervention reach (i.e. the numbers who

had completed MHFA training and who had received support from the peer supporters) as part of the

implementation domain of inquiry. The student questionnaires asked about perceptions of the extent to

which the school and teachers cared about students, how often individuals had asked a teacher for

help over the previous year and whether or not this had been useful.

Audit of school policies and interventions
Participating schools were audited at baseline and T2 (see Report Supplementary Material 4 for a

copy of the audit questions). The main contact teacher for each school reported on existing policies

and interventions within the school in relation to the mental health and well-being of teachers and

students. The baseline audit allowed for comparison of pre-existing activities in intervention and

control schools to explore possible baseline imbalances and to understand the general context in which

the intervention was being delivered. The T2 audit captured relevant policies or interventions that had

been introduced during the study period. It therefore enabled exploration of programme differentiation

from usual practice in intervention schools and assessment of contamination in the control schools by

identifying any new activities that were similar to components of the WISE intervention. An additional

question was included in the follow-up audits that asked about any key events that had occurred

during the study that were likely to have an impact on mental health and well-being. This, again,

enabled consideration of the impact of the context on any intervention effects.

Attendance records for the Wellbeing in Secondary Education intervention training
The MHFA course instructors completed an attendance record for each training course, which enabled

an assessment of reach of the training. Instructors also conducted a head count of staff attending the

1-hour awareness raising session; however, some schools opened this session to all teaching and

non-teaching staff, and, therefore, it was not possible to calculate the proportion of teaching staff that

attended these sessions.

TABLE 4 Sample for case study schools

School Trial status Site
Administrative
region FSM eligibility School size Inspectorate assessment

1 Intervention England 1 Low Large Good

2 Intervention England 2 High Small Requires improvement

3 Intervention Wales 3 High Small Adequate

4 Intervention Wales 4 Low Large Good with outstanding
features

5 Control England 1 Low Large Requires improvement

6 Control England 2 High Small Good

7 Control Wales 3 High Small Adequate

8 Control Wales 4 Low Large Good

Adapted with permission from Evans et al.80 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
The table includes minor additions and formatting changes to the original table.
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Observations of the Wellbeing in Secondary Education intervention training
In the four intervention case study schools, two members of the research team observed the 1-hour

awareness raising session, the 2-day MHFA training course for peer supporters and the 1-day MHFA

for schools and colleges course. Standardised observation schedules (see Report Supplementary Material 2

for an example of a template) were completed to quantitatively assess coverage of materials (yes/no for

each topic), quality of delivery and participant engagement (5-point Likert scales). Observers also

qualitatively documented any information relevant to understanding the quantitative assessment and

other issues of importance not covered by the quantitative scale, including course adaptations and

general contextual observations. This generated data relating to the implementation and acceptability

domains of inquiry.

Post-mental health first aid training course fidelity checklist
In all 12 intervention schools, participants completed a checklist recording whether or not key topics

were covered (yes/no), and rating the instructors knowledge and skills (5-point Likert scale). An

example checklist is included in Report Supplementary Material 5. This enabled further consideration of

the training implementation.

Training evaluation forms
Attendees of all MHFA training in the 12 intervention schools completed standardised MHFA

evaluation forms. These forms recorded self-assessed knowledge and confidence to support others

before and after the course, and views on course quality (5-point Likert scale).

Attendees of the 1-hour awareness raising session completed a study-specific evaluation form

(see Report Supplementary Material 6) which asked them to rate how much their knowledge had improved

(no impact, a small increase, a large increase) in relation to six topics and how highly they rated the

instructor (5-point Likert scale). These data illuminated the mechanisms of change domain of inquiry.

Peer supporter logs and feedback sessions
The peer supporters completed a termly electronic log that documented delivery of support to colleagues

during the previous 2 working weeks (see Report Supplementary Material 7). To mitigate the risk of seasonal

bias (e.g. stress associated with end of term examinations), peer support logs were issued at different times

during the academic term. The log assessed the reach (i.e. how many colleagues received support), the role

of the staff members supported, the type of problem addressed (e.g. work or personal life), time of day and

length of support episode, and the outcome of the interaction. The logs also invited peer supporters to

provide any information about difficulties they had experienced as a peer supporter to allow monitoring of

any harms. The log was used to record when peer supporters had left the school.

In addition, one or two peer supporters in all 12 intervention schools were invited to a feedback

session approximately 6 months and 18 months after their training had been completed. The purpose

of the feedback sessions was to assess the extent to which the peer support service guidelines had

been adhered to, again shedding light on the implementation domain of inquiry. The sessions took the

form of structured interviews (see Appendix 3 for the questions asked), with responses audio-recorded.

Interviews with mental health first aid instructors
As noted above, the 2-day, 1-day and 1-hour training sessions were delivered by independent MHFA

instructors to English schools, and by HSCs employed by Public Health Wales or local authorities to

Welsh schools. Semistructured interviews were conducted with the three MHFA instructors in England

and a subgroup of three of the seven HSCs in Wales. The HSCs were purposively sampled to ensure

that a representative from each of the six intervention schools was interviewed (HSCs delivered the

intervention in pairs). Topic guides explored experiences of training delivery, including barriers to and

facilitators of delivering a successful session, the extent to which instructors adhered to the course and

motivations for any adaptations undertaken. In addition, the perceived acceptability of the training to

course participants was also explored.
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Interviews with head teachers
Semistructured interviews were conducted with the head teachers from all 25 schools. Topic guides

explored the perceived role of schools in addressing the mental health and well-being of staff and

students, the acceptability of usual practice, motivations to take part in the study, and the barriers to and

facilitators of supporting teacher and student mental health. These data contributed to understanding

of the acceptability and sustainability of the intervention.

Interviews with peer support service users
In the four intervention case study schools, we had planned to conduct semistructured interviews with

teachers who had utilised the peer support service. However, despite trying a number of methods to

recruit volunteers (e.g. the peer supporters asking colleagues they had helped, putting reply slips in

the teacher questionnaires) we had only one volunteer and so we did not complete this part of the

data collection.

Focus groups with peer supporters and recipients of mental health first aid for
schools and colleges training
In the four intervention case study schools, focus groups were conducted with peer supporters and

with teachers who had attended the MHFA for schools and colleges training. A focus group was

conducted with each group within 6 months of training delivery, and a second focus group was

conducted with each group approximately 18 months after training delivery. For the selection of

participants for the focus groups, convenience sampling was used (i.e. all trainees in the case study

schools were invited to attend and the actual make up of each group was determined by availability).

Focus groups comprised four to eight participants.

Focus groups with peer supporters explored the acceptability of MHFA training and attendees’

preparedness to become peer supporters, the acceptability of delivering support, barriers to and

facilitators of implementation of the peer support service, fidelity to the guidelines and reasons for

adaptations undertaken, and sustainability of the intervention. Focus groups with 1-day MHFA for

schools and colleges trainees covered the acceptability of and potential improvements to the training,

impact of the training on how participants interacted with and supported students, and sustainability of

the intervention. At the second time point, 18 months after training delivery, one-to-one interviews

were conducted in place of a focus group in one school because of logistical difficulties in organising a

focus group, but the same questions were explored.

Focus groups with teachers not in receipt of the mental health first aid training
It was planned to conduct one focus group in each of the four intervention and four control case study

schools with teachers who did not receive any MHFA training, approximately 18 months after training

delivery. For selection of the focus groups, random sampling was used (i.e. all teachers in the school

were stratified according to sex and department, and participants were randomly selected from each

stratum using random number generation software). If someone declined to participate, a replacement

was randomly selected from the same strata until eight participants had been confirmed. Each focus group

comprised six to eight teachers. In one intervention school, a one-to-one interview was held, as a focus

group was too difficult to organise. In the intervention schools, focus groups explored participants’ views

of the peer support service (including comparison with ‘usual care’), perceived barriers to and facilitators

of uptake, and potential service sustainability. In the control schools, focus groups explored evidence of

contamination, perceptions of ‘usual practice’ and views on a hypothetical peer support service.

Focus groups with year 10 students
In all eight case study schools, one focus group was held with a group of year 10 students (aged

14–15 years), approximately 18 months after training delivery. For selection of students, lists of all

students in year 10 split by sex were used. Six names were selected using random number generation

(three from each sex). Those students were invited to participate and were asked to also invite a friend to

participate. As the target number for each focus group was six to eight, we did not need all students to
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consent to participate or to bring a friend. This methodology was used to help ensure that participants felt

comfortable to talk during the focus groups. Each focus group comprised 3–12 students (although we had

aimed for six to eight attendees, actual numbers were determined by those who actually attended on

the day for whom we had been able to obtain parental consent). In all case study schools, the student

focus groups followed a topic guide that explored participants’ views of teacher–student relationships

and provision of mental health and well-being support in their schools. Given that the intervention

was directed towards staff, students in the intervention schools were unlikely to have known about

the intervention, and, therefore, were not asked directly about it. The data generated contributed to

understanding of whether or not the mechanisms of change had been activated in the intervention

schools and whether or not there was any indication of contamination in control schools.

Interviews with funding organisation representatives
Semistructured interviews were conducted with a representative from each funding organisation that

contributed to intervention costs (n= 3). Interviews assessed fit with existing organisational priorities and

the feasibility of sustained resource allocation to the WISE intervention, if it was found to be effective.

All topic guides are included in Appendix 4.

Analysis
Process evaluation data were analysed independently of the trial outcome data. Findings were then

integrated following the completion of outcome data analysis so that the process evaluation could

inform the interpretation of these data, specifically by explaining how the mechanisms of change

worked (or did not work) in context and how the intervention had been implemented.

Qualitative analysis of the process data
All interviews and focus groups were audio-recorded, and recordings were transcribed and uploaded to

NVivo version 11 (QSR International, Warrington, UK) for data storage and management. We followed

Braun and Clarke’s83 thematic analysis approach in which emergent themes (codes) are identified and

organised into an analytic framework (a coding frame). Separate frameworks for each data set were

initially constructed (e.g. one for peer supporter focus groups, one for service user interviews, one for

head teacher interviews, etc.). For each data set, two members of the research team independently

coded two transcripts and then discussed and agreed the coding frame. A priori codes that mapped

onto the process evaluation domains were included in the initial coding frameworks, along with novel

codes that emerged from the data. One of the team then analysed the remaining transcripts within

that data set according to the coding framework, with refinements being made to the frameworks as

new themes emerged. A second team member coded 10% of the remaining transcripts to ensure

intercoder reliability. All discrepancies and refinements to the coding framework were discussed

between the two coders until an agreement framework was reached.

Once the frameworks were complete, common and contrasting themes across the different data sets

were examined. The themes, pertinent to questions of reach, contamination/differentiation, fidelity,

acceptability, mechanisms of change and sustainability, were drawn together and used to construct

interpretation of the study’s impact on the main outcomes. Integration and triangulation of data

adopted a complementary approach, whereby all participant narratives were equally privileged in the

generation of new theoretical and empirical insights.83

Quantitative analysis of the process data
Descriptive statistics (totals, means and SDs) were produced for all checklists, evaluation forms,

records of materials used, peer supporter logbooks and feedback reports, audits and observational

data. Teacher questionnaire data regarding use and views of the peer support service and other

support services were also summarised descriptively. When appropriate, logistic or linear regression

models were conducted to examine the difference between groups.
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Patient and public involvement

During the development of the intervention, senior leaders at schools and public health professionals

working with schools were consulted about the intervention design and plans for evaluation. Findings from

the pilot trial were discussed at a workshop with school teachers and leaders and, as a result of these

discussions, changes were made to the peer supporter guidelines, training delivery was built into in-service

time and the target population was changed from all staff to teachers. In the present trial, two senior

leaders from local schools were part of the advisory group, and an employee of the Education Support

(London, UK) was part of the Trial Steering Committee. We consulted the Centre for the Development

and Evaluation of Complex Interventions for Public Health Improvement’s (DECIPHer’s) young people’s

advisory group twice,84 once to obtain comments on the student questionnaire and topic guide and a

second time to discuss implications of the findings from the perspective of young people. We also

conducted two workshops at the end of the study, one in England and one in Wales, with representatives

from participating schools, local public health teams, Public Health Wales and third-sector organisations

to share the findings and discuss implications for practice and future research.

Ethics considerations

Ethics approval for the study was granted by the University of Bristol’s Faculty of Health Sciences

Research Ethics Committee (reference 28522).

Informed consent
The head teachers at all participating schools were given an information leaflet and had up to 1 month to

confirm participation. At this point, they signed an agreement consenting to the school’s participation (or

another senior leader signed with the head teacher’s consent), confirming that they would comply with all

intervention and data collection requirements. All teachers and student participants were given information

sheets at least 2 weeks before each questionnaire data collection, outlining the right to opt out of

participation, the purpose of the study, any potential benefits or harms in taking part, details about

data storage and details about what the data would be used for. The information sheets also contained

contact information for the study team. Letters containing the same information were posted or e-mailed

to parents by schools (in accordance with their usual procedures for communicating with parents) at

least 1 week before student data collection, accompanied by opt out forms. Any student whose parent

returned the opt out form did not take part in the questionnaire data collection. Consent was assumed

from participants who completed a questionnaire. Written consent to participate was obtained from all

staff peer supporters and from all participants who agreed to take part in an interview or focus group.

We attempted to obtain parental written consent for students invited to take part in a focus group, but,

where this was not returned, the school contact obtained verbal parental consent over the telephone.

Safety reporting procedures
School contacts and those delivering the intervention (i.e. MHFA trainers, HSCs and those trained as

peer supporters) were asked to contact the study team within 2 working days if any untoward incident

or adverse event (AE) occurred to a student or member of staff (1) as a direct result of taking part in

the WISE study or (2) because of changes that had occurred in the school environment because of

participation in the WISE trial (e.g. heightened awareness among staff of mental health problems, leading

to inappropriate referrals to specialist help sources for ‘normal’ student behaviour). In these cases,

study-specific AE/incident forms were completed, recording information on the event. Members of the

research teams in Bristol and Cardiff were also required to complete a form about any incidents or AEs

that they encountered during data collections. All AE/incident report forms were discussed with the

principal investigator to assess seriousness and to explore causality. All AEs deemed to be ‘serious’ [i.e. a

serious adverse event (SAE)] were to be reported to the sponsor within 24 hours. All AEs and SAEs not

deemed to be related to the study were reported to the Trial Steering Committee at the next scheduled

meeting. There were no SAEs reported that were suspected to be related to the intervention.
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All student questionnaires were checked on return to the university for any indication of serious harm.

If a student had written something on their questionnaire indicating that they were at risk of serious

physical or emotional harm, the principal investigator (Bristol) or study manager (Cardiff) was to be

informed and they would contact the child protection officer at the school to report the concern.

No such issues arose, possibly because the questionnaire did not directly ask about things indicating

risk of serious harm.

If a teacher wrote something on their questionnaire indicating that their life may be in danger

(e.g. ‘I would like to bring an end to it all’), the plan was for the study team to break anonymity and

write to the individual at their school, in an envelope marked confidential, expressing concern and

recommending seeking help. The teacher participant information sheets made clear the circumstances

in which we would break anonymity and the action that would be taken. No such action was needed

during the course of the study.

DOI: 10.3310/phr09120 Public Health Research 2021 Vol. 9 No. 12

© Queen’s Printer and Controller of HMSO 2021. This work was produced by Kidger et al. under the terms of a commissioning contract issued by the Secretary of State for
Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in
professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial
reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House,
University of Southampton Science Park, Southampton SO16 7NS, UK.

25





Chapter 3 Main trial results and economic
evaluation

Main trial results

Final sample of schools
We recruited one extra school than was needed to allow for school dropout. The final total was,

therefore, 25 schools (12 intervention schools and 13 control schools). Not enough schools could be

recruited at each geographical site in each FSM level, partly because of the distribution of schools

by FSM status in each area. We therefore merged strata for recruitment and randomisation, where

necessary, to maintain balance across the study overall. In England, the lower two strata were merged

and in Wales, the top two strata were merged.

The final distribution of recruited schools by geographical area and FSM strata is shown in Table 5.

Participant response rates
All 25 schools remained in the trial until the end and participated in all three data collections. Overall,

teacher and student response rates at each time point are shown in Table 6.

Participant flow through the trial is shown in the Consolidated Standards of Reporting Trials (CONSORT)

flow diagram (Figure 2). As can be seen in Figure 2, teacher response rates were slightly lower in

intervention schools at both follow-ups than in control schools. At each time point, a proportion of

teachers and students were not eligible for inclusion and, therefore, were not given a questionnaire to

complete (e.g. those who were on maternity leave, had left the school, had parental consent withdrawn

or were on long-term absence, such that they would not be in school during the intervention period).

Reasons for non-completion at each time point were absence from all data collection sessions and

returning a blank questionnaire (which those not consenting to participate were asked to do).

TABLE 5 Distribution by geographical area and FSM strata

FSM eligibility

Total in geographical area, n Intervention, n Control, n
Total in the
sample, nEngland Wales England Wales England Wales

Low 23 35 3 1 4 1 9

Medium 28 24 2 2 2 2 8

High 12 29 1 3 1 3 8

Total 63a 88 6 6 7 6 25

a Data not available for one school.

TABLE 6 Response rates at each time point

Participant

Response rates, % (range)

Baseline T1 T2

Teachers 87.1 (41.3–100) 85.0 (45.0–100) 83.3 (65.8–100)

Students 94.8 (79.1–100) 88.1 (63.1–100)
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Schools randomised

Reasons for teacher

non-eligibility

(n = 39)
• Long-term sickness, n = 12

• Parental leave, n = 24

• Sabbatical, n = 2

• Secondment, n = 1

Reasons for student

non-eligibility

(n = 23)

• Long-term sickness, n = 2

• Parent withdrew

    consent, n = 18

• Special educational

    needs, n = 1

• School refuser, n = 2

Reasons for student

non-eligibility

(n = 29)

• Long-term sickness, n = 4

• Parent withdrew

    consent, n = 19

• Special educational

    needs, n = 2

• School refuser, n = 4

Reasons for student

non-eligibility

(n = 220)

• Long-term sickness, n = 2

• Parent withdrew

    consent, n = 9

• Special educational

    needs, n = 3

• School refuser, n = 16

• Left school, n = 190

Reasons for student

non-eligibility

(n = 238)

• Long-term sickness, n = 13

• Parent withdrew

    consent, n = 22

• Special educational

    needs, n = 2

• School refuser, n = 12

• Left school, n = 189

Secondary schools in Bristol/surrounding areas of Bristol and South East and South Central Wales

(n = 152)

Bristol/surrounding areas secondary schools

(n = 64)

South East and South Central Wales secondary schools

(n = 88)

Schools excluded

(n = 51)

• Did not meet inclusion criteria, n = 8

• Refused to participate, n = 8

• Not selected, n = 0

• No response, n = 35

Schools excluded

(n = 76)

• Did not meet inclusion criteria, n = 1

• Refused to participate, n = 17

• Not selected, n = 25

• No response, n = 33

Reasons for teacher

non-eligibility

(n = 32)
• Long-term sickness, n = 6

• Parental leave, n = 25

• Sabbatical, n = 1 

• Secondment, n = 0
Intervention

baseline data collection

• Schools, n = 12; teachers,

    n = 702; students, n = 1737

• Average teacher cluster

    size, n = 58.5 (range 27–94,

    SD 17.5)

• Eligible teachers, n = 663

    and students, n = 1714

• Completed questionnaire:

    • Teachers, n = 560 (84.5%)

    • Students, n = 1641 (94.5%)

Control

baseline data collection

• Schools, n = 13; teachers,

    n = 726; students, n = 1911

• Average teacher cluster

    size, n = 55.8 (range 30–97,

    SD 19.4)

• Eligible teachers, n = 694

    and students, n = 1882

• Completed questionnaire:

    • Teachers, n = 622 (89.6%)

    • Students, n = 1767 (92.5%)Reasons for teacher

non-eligibility

(n = 129)

• Long-term sickness, n = 17

• Parental leave, n = 23

• Sabbatical, n = 2

• Secondment, n = 2

• Withdrew consent, n = 3

• Left school, n = 80

• No longer teacher, n = 2

Reasons for teacher

non-eligibility

(n = 269)

• Long-term sickness, n = 7

• Parental leave, n = 14

• Sabbatical, n = 0 

• Withdrew consent, n = 2

• Left school, n = 240

• Retired, n = 4

• No longer teacher, n = 2

Reasons for teacher

non-eligibility

(n = 291)

• Long-term sickness, n = 6

• Parental leave, n = 25

• Sabbatical, n = 3

• Withdrew consent, n = 1

• Left school, n = 254

• Retired, n = 1

• No longer teacher, n = 1

Reasons for teacher

non-eligibility

(n = 140)

• Long-term sickness, n = 6

• Parental leave, n = 30

• Sabbatical, n = 1

• Secondment, n = 2 

• Withdrew consent, n = 0

• Left school, n = 100

• No longer teacher, n = 1

T1

• Schools, n = 12

• Teachers, n = 827

• Eligible, n = 698

• Completed questionnaire,

    n = 558 (79.9%)

• Schools, n = 13; teachers,

    n = 985; students, n = 2077

• Average teacher cluster

    size, n = 56.1 (range 33–93,

    SD 15.8)

• Eligible teachers, n = 694

    and students, n = 1839

• Completed questionnaire:

    • Teachers, n = 607 (87.5%)

    • Students, n = 1643 (89.3%)

T2

• Schools, n = 12; teachers,

     n = 916; students, n = 1903

• Average teacher cluster

    size, n = 55.8 (range 37–93,

    SD 17.7)

• Eligible teachers, n = 647

    and students, n = 1683

• Completed questionnaire:

    • Teachers, n = 510 (78.8%)

    • Students, n = 1460 (86.8%)

T2

T1

• Schools, n = 13

• Teachers, n = 852

• Eligible, n = 712

• Completed questionnaire,

    n = 640 (89.9%)

Baseline data collection

• Schools, n = 25

• Teachers, n = 1428

• Students, n = 3648

Completed questionnaire

• Teachers, n = 1182

• Students, n = 3408

Final analysis

• Teachers, n = 806

• Students, n = 1278

Final analysis

• Teachers, n = 916

• Students, n = 1422

FIGURE 2 The CONSORT flow diagram. Reproduced with permission from Kidger et al.60 This is an Open Access article
distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0) license, which permits others to
distribute, remix, adapt and build upon this work, for commercial use, provided the original work is properly cited. See:
http://creativecommons.org/licenses/by/4.0/. The figure includes minor additions and formatting changes to the original figure.
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The total number of teachers included in the primary analysis was 1722. This was well above the mean

of 50 teachers per school assumed within the power calculation. The total number of teachers in any

secondary individual-level analysis ranged from 1533 to 1739. The total number of students included

in the analysis with well-being as the outcome was 2700. The total number of students included in any

individual-level analysis ranged from 2700 to 2703.

Baseline characteristics
Baseline teacher demographic data (Table 7) were similar between study arms, with the majority being

white female participants. This reflects the wider teaching workforce. Figures for 2018 in England

showed that 64.3% of full-time state-funded secondary school teachers were female and 82.6% were

white.85 Figures for 2019 in Wales showed that 75.5% of all teachers were female and 90.5% were

white.86 Participating teachers had much poorer well-being than the general working population, whose

mean score is 51.4.62 Similarly, participant median scores on the PHQ-8 suggest a higher level of

depressive symptoms than population prevalences reported in other studies.65,87 Around one-third of

participants self-reported experiencing a previous mental health problem, and the vast majority had

not received previous mental health training. Most participants reported good relationships between

teachers and students and between staff at their school, and just under half had provided support to a

colleague more than once a month in the previous academic year.

TABLE 7 Baseline characteristics for teachers

Variable (teacher)

Control Intervention

n Mean/median/% SD/IQR n Mean/median/% SD/IQR

Male, % 221 36 205 37

WEMWBS mean score 619 46.8 8.2 559 46.8 8.6

PHQ-8 median score 615 5 3–9 556 5 3–9

Presenteeism median score 508 1 0–3 461 1 0–3

Median days absent in past 4 weeks 617 0 0–0 554 0 0–0

Ever absent in the previous 4 weeks, % 516 16 471 15

Previous mental health problem, % 223 37 189 34

Previous mental health training, %

No 597 96 546 98

Yes 11 2 7 1

Cannot remember 14 2 7 1

Job satisfaction, %

Very satisfied 70 11 73 13

Satisfied 278 44 243 44

A little dissatisfied 172 28 157 28

Dissatisfied 84 14 66 12

Highly dissatisfied 18 3 19 3

Job stressfulness, %

Not at all stressful 4 1 11 2

Mildly stressful 96 15 93 17

Moderately stressful 259 42 232 42

continued
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Baseline student characteristics (Table 8) were well balanced between arms, although the mean total

difficulties score was slightly higher among control school students. Students were predominantly

white, reflecting the population ethnicity in which the study was conducted. The mean well-being score

was lower than the population mean WEMWBS score of 51.7, reported for 11- to 19-year-olds in

England in 2017.1 This difference may reflect poorer well-being among our particular geographic

sample, but it may also be partly due to the narrower age range in the current study. The baseline SDQ

scores also indicate higher total psychological difficulties than UK norms for 11- to 15-year-olds.88

TABLE 7 Baseline characteristics for teachers (continued )

Variable (teacher)

Control Intervention

n Mean/median/% SD/IQR n Mean/median/% SD/IQR

Very stressful 215 35 185 33

Extremely stressful 48 8 36 6

Experience with school environment (years), %

< 1 41 7 24 4

1–2 42 7 30 5

3–5 79 13 68 12

6–10 133 22 122 22

> 10 319 52 315 56

Ethnicity, %

White 591 97 539 97

Mixed 9 1 8 1

Asian or Asian British 7 1 2 < 1

Black or black British 2 < 1 5 1

Chinese or other 0 0 1 < 1

Provided support to a colleague, %

Never 39 6 39 7

Less than once a month 289 47 251 45

More than once a month 262 42 246 44

Every day 26 4 23 4

Good relationship between students and teachers, %

Strongly disagree 2 < 1 2 < 1

Disagree 14 2 17 3

Agree 394 64 344 62

Strongly agree 208 34 194 34

Good relationship between staff, %

Strongly disagree 6 1 3 1

Disagree 42 7 40 7

Agree 397 64 371 67

Strongly agree 173 28 142 26

IQR, interquartile range.
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Again, this may indicate poorer mental health in this particular sample or it may reflect wider

population changes since these norms were established in 2004. The majority of students at baseline

reported good relationships between teachers and students in their school, and just under half had

never gone to a teacher for help in the previous academic year.

Schools were also well balanced by most baseline characteristics across arms (Table 9). Intervention

schools had a considerably higher mean number of teachers leaving during the year leading up the

baseline measures for reasons other than retirement, and a higher percentage of schools in this group

had equal to or above the national average in student attainment.

TABLE 8 Baseline characteristics for students

Variable (student)

Control Intervention

n Mean/% SD n Mean/% SD

Male, % 918 47 884 49

SDQ mean score 1753 12.7 6.1 1631 12.0 6.0

Student WEMWBS mean score 1746 47.0 9.4 1629 47.5 9.0

In past year, regularity of going to a teacher for help with social/personal problem, %

Never 593 34 505 31

Once or twice 621 36 624 38

Once a term 67 4 41 3

Once a month 40 2 34 2

More than once a month 104 6 105 6

I have not had any problems 318 18 321 20

Regularity of wanting to ask for help from teacher but unable to in last year, %

Never 580 43 553 45

Once or twice 419 31 389 32

Once a term 57 4 54 4

Once a month 38 3 34 3

More than once a month 100 7 82 7

I have not had any problems 144 11 115 9

Good relationship between students and teachers (%)

Strongly disagree 77 4 62 4

Disagree 440 26 345 21

Agree 1053 61 1067 66

Strongly agree 154 9 142 9

Ethnicity, %

White 1668 85 1448 81

Mixed 147 8 147 8

Asian or Asian British 69 4 91 5

Black or black British 45 2 78 4

Chinese or other 24 1 23 1

Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
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Primary analysis
Table 10 shows the teacher WEMWBS scores by arm at each follow-up time point and the results for

the primary analysis. There was no evidence of a difference between arms in mean teacher mental

well-being (WEMWBS score) over the course of follow-up (adjusted mean difference –0.90, 95% CI

–2.07 to 0.27; p-value 0.130).

Secondary analyses

Primary outcome
The primary analysis was repeated with a time by allocation interaction term included in the analysis model.

There was no evidence that treatment effect varied over time (p-value for interaction term 0.654).

TABLE 9 Baseline school variables for academic year just completed (2015–16), pre intervention

School-level variable

Control Intervention

n Mean/median/% SD/IQR n Mean/median/% SD/IQR

Teacher–student ratio, median 13 0.33 0.31–0.36 12 0.35 0.31–0.39

Teachers retired, median % 12 1.7 0.7–3.2 9 0 0–1.8

Teachers left for other reasons,
median %

12 14.6 7.3–21.4 9 21.6 11.7–25.0

Number of teachers in the whole
school, mean

13 60.1 33–95 12 60.0 27–101

FSM tertile, n (%)

Low 13 3 (23) 12 6 (50)

Middle 6 (46) 2 (17)

High 4 (31) 4 (33)

Number of students in the whole
school, mean

13 834.3 484–1203 12 907.2 389–1584

Teacher absence, median % 12 6.1 3.7–12.8 8 4.0 3.5–10.1

Student attendance, median % 13 93.6 93.4–94.8 12 93.7 93.2–94.8

Student attainment (N schools
≥ average), n (%)

13 4 (30) 12 5 (42)

IQR, interquartile range.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.

TABLE 10 Primary end-point summary and results of primary analysis

Variable (teacher)

Control Intervention
Adjusteda difference in means
(95% CI)b (n= 1722) p-valuen Mean SD n Mean SD

WEMWBS score (baseline) 619 46.8 8.2 559 46.8 8.6 –0.90 (–2.07 to 0.27) 0.130

WEMWBS score (T1) 634 48.1 8.7 556 47.4 9.4

WEMWBS score (T2) 607 48.4 8.4 505 47.5 8.6

a Adjusted for region, FSM, sex, years of experience and time.
b Control group as reference.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
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Secondary outcomes
Table 11 shows the teacher outcomes at each follow-up by arm.

There was no evidence of a difference between intervention and control groups in teacher depression

(PHQ-8) or presenteeism over the course of follow-up when these outcomes were treated as continuous,

binary or categorical outcomes. There was weak evidence of a difference between groups in self-reported

absenteeism over the course of follow-up, whereby the number of days of absence was 4% higher for

teachers in the intervention group than for those in the control group (ratio of geometric means 1.04,

95% CI 1.00 to 1.09; p-value 0.042). Results for the fully adjusted models are shown in Tables 12–14.

Appendix 5 shows the unadjusted and partially adjusted model results, which follow a similar pattern.

Table 15 shows the student outcomes at baseline and T2 by arm. As shown in Table 16, there was no

evidence of a difference in student mental health outcomes (WEMWBS or SDQ) between intervention

and control groups at T2 (see Appendix 6 for unadjusted and partially adjusted models for these

outcomes, which show the same null effect).

There was also no evidence of a difference between intervention and control groups in any of the

school-level outcomes (i.e. teacher absenteeism, teacher resignation/redundancy, teacher retirement,

student attainment and student attendance) (Table 17), although there was a weak tendency towards

TABLE 11 Secondary end-point summary for teacher outcomes

Variable (teacher)

Control Intervention

n Median/% IQR n Median/% IQR

PHQ-8 median score (baseline) 615 5 3–9 556 5 3–9

PHQ-8 median score (T1) 631 5 2–9 550 5 2–9

PHQ-8 median score (T2) 605 5 2–8 497 5 2–9

Median days absent past 4 weeks (baseline) 617 0 0–0 554 0 0–0

Median days absent past 4 weeks (T1) 631 0 0–0 547 0 0–0

Median days absent past 4 weeks (T2) 604 0 0–0 506 0 0–0

Presenteeism median score (baseline) 508 1 0–3 461 1 0–3

Presenteeism median score (T1) 526 1 0–3 432 1 0–3

Presenteeism median score (T2) 495 1 0–3 427 1 0–3

Absence (ever/never) (baseline), % 516 16.0 471 15.0

Absence (ever/never) (T1), % 631 15.4 547 19.9

Absence (ever/never) (T2), % 604 17.4 506 14.8

Teacher absence (school level) (baseline), median % 12 6.1 3.7–12.8 8 4.0 3.5–10.1

Teacher absence (school level) (T2), median % 9 4.8 3.4–7.6 6 7.9 2.2–9.9

Teachers retired (school level) (baseline), median % 12 1.7 0.7–3.2 9 0 0–1.8

Teachers retired (school level) (T2), median % 6 0.7 0.0–2.2 2 8.4 3.6–13.2

Teachers left for other reasons (school level)
(baseline), median %

12 14.6 7.3–21.4 9 21.6 11.7–25.0

Teachers left for other reasons (school level) (T2),
median %

6 14.0 10.4–20.0 2 43.9 3.6–84.2

IQR, interquartile range.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
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greater teacher absence in the intervention schools. There was also a weak tendency towards more

teachers retiring in the intervention schools, but also towards participants having taught for longer

in intervention schools (p = 0.027 for years spent teaching at T2, with a higher number of years in

intervention schools). Therefore, teachers in the intervention group may have been slightly older and

nearer retirement age. In addition, data were missing from 17 schools for teacher retirement and left

for other reasons, and data were missing from 12 schools for school-level teacher absence, which

means that caution is required when interpreting these results. For student attainment, data were

available for all 25 schools, but, in this analysis, some observations had to be omitted because of issues

of perfect prediction and collinearity. Appendix 7 shows the results for school-level outcomes from the

unadjusted models, which showed similar effects.

TABLE 12 Results for teacher PHQ-8

Fully adjusted modela n

Ratio of geometric meansb

intervention/control (95% CI) p-value

PHQ-8: continuous 1719 1.00 (0.92 to 1.10) 0.964

PHQ-8: binary 1719 1.27 (0.82 to 1.97) 0.279

PHQ-8: categorical 1719 1.06 (0.70 to 1.60) 0.790

a Fully adjusted models adjusted for region, FSM, sex and years of experience.
b Ratio of geometric means reported because of violation of model assumptions.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.

TABLE 13 Results for teacher self-report absence

Fully adjusted modela n

Ratio of geometric meansb

intervention/control (95% CI) p-value

Absence: continuous 1717 1.04 (1.00 to 1.09) 0.042

Absence: binary 1717 1.22 (0.90 to 1.67) 0.203

Absence: categorical 1717 1.45 (0.98 to 2.14) 0.063

a Fully adjusted models adjusted for region, FSM, sex and years of experience.
b Ratio of geometric means reported because of violation of model assumptions.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.

TABLE 14 Results for teacher presenteeism

Fully adjusted modela n Difference in meansb (95% CI) p-value

Presenteeism: continuous 1539 0.12 (–0.13 to 0.37) 0.361

Presenteeism: binary 1539 1.00 (0.67 to 1.49) 0.988

Presenteeism: categorical 1539 1.02 (0.71 to 1.45) 0.935

a Fully adjusted models adjusted for region, FSM, sex and years of experience.
b Control group as reference.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
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TABLE 16 Results for student SDQ and WEMWBS

Fully adjusted modelsa n Difference in means (95% CI)b p-value

Student SDQ 2702 0.27 (–0.18 to 0.73) 0.241

Student WEMWBS 2700 –0.35 (–1.35 to 0.66) 0.500

a Fully adjusted models adjusted for region, FSM, sex and ethnicity.
b Control group as reference.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.

TABLE 15 Secondary end-point summary for student outcomes

Variable (student)

Control Intervention

n

Mean/
median/% SD/IQR n

Mean/
median/% SD/IQR

SDQ mean score (baseline) 1753 12.7 6.1 1631 12.0 6.0

SDQ mean score (T2) 1628 13.5 6.0 1439 13.3 5.9

WEMWBS mean score (baseline) 1746 47.0 9.4 1629 47.5 9.0

WEMWBS mean score (T2) 1628 44.9 9.7 1445 45.0 10.0

Attendance (school level)
(baseline), median %

13 93.6 (93.4–94.8) 12 93.7 (93.2–94.8)

Attendance (school level) (T2),
median %

13 93.5 (92.8–94.2) 12 93.2 (92.6–94.5)

Attainment (N schools
≥ average) (baseline), n (%)

13 4 (30) 12 5 (42)

Attainment (N schools
≥ average) (T2), n (%)

13 3 (23) 12 4 (33)

IQR, interquartile range.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.

TABLE 17 Results for school-level outcomes

Fully adjusted modela n Difference in means (95% CI)b p-value

Teacher absence 13 3.69 (–1.72 to 9.11) 0.151

Teacher retirement 8 10.78 (–2.17 to 23.73) 0.070

Teacher left for other reasons 8 47.36 (–148.39 to 243.11) 0.407

Student attainment 9 1.12 (0.03 to 38.71)c 0.407

Student attendance 25 0.17 (–0.60 to 0.95) 0.645

a Fully adjusted models adjusted for region and FSM.
b Control group as reference.
c Odds ratio (95% CI).
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
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Subgroup and sensitivity analyses

Outliers
The primary analysis model was repeated after the exclusion of any data points that were identified as

potential outliers with respect to the primary outcome (i.e. a WEMWBS score > 3 SD from the mean).

Ten potential outliers were removed. The interpretation of the results of this analysis does not differ

from that of the primary analysis model (i.e. there is no evidence of a difference in teacher WEMWBS

score between the intervention and control groups over the course of follow-up) (Table 18).

Missing data
Multiple imputation was carried out under a MAR assumption; potential MNAR was explored by

incorporating a scaling parameter that was additionally allowed to differ between arms (i.e. allowing

the missing data mechanism to differ between arms). This was carried out by imputing under the MAR

assumption and then multiplying imputed values of the outcome by a scaling parameter (e.g. a scaling

parameter of 0.95 in the control arm and 0.90 in the intervention arm implies that missing WEMWBS

scores in the control arm are assumed to be 5% lower than estimated under a MAR assumption,

whereas scores in the intervention arm are 10% lower).

Tables 19 and 20 show the results of the analyses for teacher WEMWBS and PHQ-8.

TABLE 18 Primary analysis repeated with potential outliers removed

Primary outcome n

Adjusted difference in means
(95% CI)a,b p-value

Teacher WEMWBS 1712 –0.87 (–2.00 to 0.26) 0.130

a Adjusted for region, FSM, sex, years of experience and time.
b Control group as reference.

TABLE 19 Results from imputed models for teacher WEMWBS outcome

MNAR rescaling parameters Adjusted difference in means (95% CI)a p-value

1.00, 1.00 –0.79 (–1.96 to 0.39) 0.190

1.00, 0.95 –1.75 (–2.96 to –0.53) 0.005

0.95, 1.00 0.08 (–1.10 to 1.25) 0.899

0.95, 0.95 –0.88 (–2.09 to 0.32) 0.152

0.95, 0.90 –1.84 (–3.09 to –0.59) 0.004

0.90, 0.95 –0.02 (–1.23 to 1.19) 0.973

0.90, 0.90 –0.98 (–2.23 to 0.27) 0.125

1.00, 1.05 0.17 (–0.98 to 1.33) 0.767

1.05, 1.00 –1.65 (–2.83 to –0.46) 0.006

1.05, 1.05 –0.69 (–1.85 to 0.47) 0.246

1.05, 1.10 0.28 (–0.88 to 1.43) 0.639

1.10, 1.05 –1.55 (–2.72 to –0.37) 0.010

1.10, 1.10 –0.59 (–1.75 to 0.57) 0.322

a Fully adjusted models adjusted for region, FSM, sex and years of experience.
Reproduced with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of
the Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
The table includes minor additions and formatting changes to the original table.
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Under a MAR assumption, there was no difference in conclusions drawn from the analysis of the

imputed data compared with the primary analysis (i.e. no evidence of a difference in outcome between

arms), which was as expected given the primary analysis model is robust to an assumption of MAR.

Using scaling parameters to allow for potential MNAR, there was no evidence of a difference between

arms when the same scaling parameter was used in each arm. There was evidence of a difference

between arms if the scaling parameters differed between arms and the rescaling parameter was

‘worse’ in the intervention arm, whereby WEMWBS score was lower in the intervention group than in

the control group over the course of follow-up.

Tables 21 and 22 show the results for the student WEMWBS and SDQ outcomes.

There was no difference in the conclusions drawn from any of the missing data sensitivity analyses

compared with the analysis of the student data before imputation (i.e. there was no evidence of a

difference between arms in student WEMWBS or SDQ).

Complier-average causal effect analysis
As shown in Table 23, there was no evidence of a treatment effect in those who attended the MHFA

training, although there was a weak effect in the direction favouring participants in the control schools.

There was also no evidence of a treatment effect in higher implementing schools, although there was a

weak tendency towards higher well-being among lower implementing schools.

Exploratory analyses

Effect modification by demographic variables
There was no evidence of modification of the effect of the intervention on teacher WEMWBS or PHQ-8

by baseline well-being, depression, geographical area, school-level FSM or teacher sex (Table 24).

TABLE 20 Results from imputed models for teacher PHQ-8 outcome

MNAR rescaling parameters
Ratio of geometric meansa

intervention/control (95% CI)b p-value

1.00, 1.00 1.00 (0.91 to 1.10) 0.961

1.00, 0.95 0.97 (0.88 to 1.06) 0.494

0.95, 1.00 1.03 (0.94 to 1.13) 0.478

0.95, 0.95 1.00 (0.91 to 1.09) 0.974

0.95, 0.90 0.96 (0.88 to 1.06) 0.431

0.90, 0.95 1.03 (0.94 to 1.13) 0.518

0.90, 0.90 0.99 (0.91 to 1.09) 0.905

1.00, 1.05 1.04 (0.94 to 1.14) 0.448

1.05, 1.00 0.97 (0.88 to 1.07) 0.556

1.05, 1.05 1.01 (0.91 to 1.11) 0.902

1.05, 1.10 1.04 (0.94 to 1.15) 0.424

1.10, 1.05 0.98 (0.88 to 1.08) 0.624

1.10, 1.10 1.01 (0.91 to 1.12) 0.849

a Adjusted for region, FSM, sex and years of experience.
b Ratio of geometric means reported because of violation of model assumptions.
Reproduced with permission from Kidger et al.60 This is an Open Access article distributed in
accordance with the terms of the Creative Commons Attribution (CC BY 4.0) license, which
permits others to distribute, remix, adapt and build upon this work, for commercial use,
provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
The table includes minor additions and formatting changes to the original table.
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TABLE 22 Results form imputed models for student SDQ outcome

MNAR rescaling parameters Adjusted difference in means (95% CI)a p-value

1.00, 1.00 0.06 (–0.56 to 0.67) 0.859

1.00, 0.95 –0.08 (–0.68 to 0.52) 0.800

0.95, 1.00 0.17 (–0.45 to 0.78) 0.589

0.95, 0.95 0.04 (–0.56 to 0.63) 0.907

0.95, 0.90 –0.10 (–0.68 to 0.48) 0.739

0.90, 0.95 0.15 (–0.45 to 0.74) 0.622

0.90, 0.90 0.02 (–0.56 to 0.59) 0.959

1.00, 1.05 0.19 (–0.45 to 0.83) 0.562

1.05, 1.00 –0.06 (–0.68 to 0.57) 0.859

1.05, 1.05 0.08 (–0.57 to 0.72) 0.816

1.05, 1.10 0.21 (–0.48 to 0.87) 0.540

1.10, 1.05 –0.04 (–0.69 to 0.61) 0.914

1.10, 1.10 0.10 (–0.58 to 0.77) 0.780

a Adjusted for region, FSM, sex and ethnicity.
Reproduced with permission from Kidger et al.60 This is an Open Access article distributed in
accordance with the terms of the Creative Commons Attribution (CC BY 4.0) license, which
permits others to distribute, remix, adapt and build upon this work, for commercial use, provided
the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/. The table
includes minor additions and formatting changes to the original table.

TABLE 21 Results from imputed models for student WEMWBS outcome

MNAR rescaling parameters Adjusted difference in means (95% CI)a p-value

1.00, 1.00 –0.04 (–1.17 to 1.09) 0.946

1.00, 0.95 –0.43 (–1.55 to 0.70) 0.456

0.95, 1.00 0.29 (–0.83 to 1.41) 0.613

0.95, 0.95 –0.10 (–1.21 to 1.01) 0.861

0.95, 0.90 –0.48 (–1.60 to 0.63) 0.394

0.90, 0.95 0.23 (–0.88 to 1.33) 0.684

0.90, 0.90 –0.16 (–1.27 to 0.95) 0.783

1.00, 1.05 0.35 (–0.80 to 1.50) 0.549

1.05, 1.00 –0.37 (–1.52 to 0.78) 0.530

1.05, 1.05 0.02 (–1.15 to 1.19) 0.969

1.05, 1.10 0.42 (–0.78 to 1.62) 0.494

1.10, 1.05 –0.31 (–1.50 to 0.89) 0.613

1.10, 1.10 0.09 (–1.14 to 1.31) 0.888

a Adjusted for region, FSM, sex and ethnicity.
Reproduced with permission from Kidger et al.60 This is an Open Access article distributed in
accordance with the terms of the Creative Commons Attribution (CC BY 4.0) license, which
permits others to distribute, remix, adapt and build upon this work, for commercial use, provided
the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/. The table
includes minor additions and formatting changes to the original table.
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Similarly, there was no evidence of modification of the effect of the intervention on student SDQ

or WEMWBS by baseline well-being, psychological difficulty, geographical area, FSM, or sex. There was,

however, evidence of potential treatment effect heterogeneity on student WEMWBS (but not SDQ) by

ethnicity, whereby there was a greater reduction in WEMWBS score in black students or mixed-ethnicity

students who received the intervention than in white students. These results are shown in Table 25.

Intervention effect on self-report measures of school context
There was no evidence of a difference between intervention and control groups with respect to stress and

satisfaction with work, school’s perceived attitude towards staff and student well-being, perceived quality

of relationships between staff or between staff and students, or the amount of support given (Table 26).

Effect modification by self-report measures of school context
The variables stress at work, satisfaction at work, staff relationships, teacher–student relationships,

perception of how much the school cares about teacher well-being and perception about how much

the school cares about student well-being were included as treatment by baseline variable interaction

terms to investigate potential treatment effect modification. The results are shown in Table 27. There

was evidence of potential effect modification by perceived school attitude to student well-being.

However, the interaction term was negative (–4.45, 95% CI –8.38 to –0.53). This suggests that the

effect of the intervention was more negative among teachers who were more likely to agree that

their school cares about students at baseline.

TABLE 24 p-values for interaction terms for teacher outcomes

Teacher outcome p-value

WEMWBS

Baseline well-being 0.802

Baseline depression 0.603

Geographical area 0.306

FSM 0.932

Sex 0.570

PHQ-8

Baseline depression 0.929

Baseline well-being 0.799

Geographical area 0.540

FSM 0.860

Sex 0.663

TABLE 23 Results from the CACE analysis for the teacher WEMWBS

Explanatory variable n Adjusted mean difference (95% CI)a p-value

Attended MHFA trainingb 940 –2.26 (–4.93 to 0.40) 0.096

Implementation score: continuousc 1494 –0.24 (–0.51 to 0.04) 0.089

Implementation: high/low (binary) 1494 –2.04 (–4.87 to 0.78) 0.156

a Adjusted for region, FSM, sex and years of experience.
b Control group as reference.
c Lower implementing group as reference.
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TABLE 26 Comparison of teacher-reported indicators of school context by study arm

Teacher-reported indicator n Adjusted OR (95% CI)a,b p-value

How stressful job is 694 1.02 (0.63 to 1.67) 0.931

How satisfied at work 693 0.84 (0.52 to 1.37) 0.496

School cares about teacher well-being 675 0.58 (0.29 to 1.19) 0.137

School cares about student well-being 689 0.48 (0.14 to 1.61) 0.232

Staff–staff relationships 688 0.49 (0.22 to 1.10) 0.084

Staff–student relationships 657 1.17 (0.35 to 3.92) 0.795

Frequency of providing emotional support to a distressed colleague 687 1.06 (0.67 to 1.68) 0.799

OR, odds ratio.
a Fully adjusted models adjusted for region, FSM, sex and years of experience.
b Control group as reference.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.

TABLE 25 p-values for interaction terms for student outcomes

Student outcome p-value

WEMWBS

Baseline well-being 0.152

Baseline SDQ 0.451

Geographical area 0.289

FSM 0.421

Sex 0.676

Ethnicity

Mixed 0.076

Asian/Asian British 0.689

Black/black British 0.023

Chinese or other ethnic group 0.692

SDQ

Baseline well-being 0.350

Baseline SDQ 0.137

Geographical area 0.695

FSM 0.658

Sex 0.830

Ethnicity

Mixed 0.536

Asian/Asian British 0.120

Black/black British 0.895

Chinese or other ethnic group 0.518
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The same variables were included in the primary analysis model as time-varying covariates (Table 28).

In certain cases, this did cause a reduction in the estimate of the regression coefficient of the intervention.

However, as there was no evidence of an effect of the intervention in the primary analysis, it is difficult to

draw any clear conclusions about potential mediation, particularly as the CIs still included zero.

Cost analysis

The average cost of the intervention was £9103 per intervention school (Table 29). The cost was slightly

lower in English schools (£8263) than in Welsh schools (£9943), primarily because of the upfront cost of

training the HSC in Wales. Staff salaries and costs for supply teachers (£5566) accounted for the majority

(61%) of the total cost of the intervention. As reported above (see Tables 10, 12–14 and 16–17), there

was no evidence that this additional cost was justified by improvement in teacher well-being, depressive

symptom scores, presenteeism or absenteeism, or by any of the student-reported outcomes.

TABLE 27 p-values for interaction terms for school context measures

Interaction term n p-value

Treatment group by stress interaction 1174 0.092

Treatment group by satisfaction interaction 1175 0.362

Treatment group by staff–staff relationships interaction 1169 0.414

Treatment group by staff–student relationships interaction 1170 0.862

Treatment group by school cares about staff well-being interaction 1156 0.752

Treatment group by school cares about student well-being interaction 1168 0.026

Treatment group by support given to a colleague interaction 1171 0.095

TABLE 28 Primary analysis adjusted for school context variables

WEMWBS n

Adjusted mean
difference (95% CI)a,b p-value

Primary analysis 1722 –0.90 (–2.07 to 0.27) 0.130

Effect of allocation after adjusting for stress 1718 –0.98 (–2.05 to 0.09) 0.072

Effect of allocation after adjusting for satisfaction 1719 –0.74 (–1.65 to 0.17) 0.111

Effect of allocation after adjusting for staff–staff relationships 1717 –0.46 (–1.50 to 0.58) 0.385

Effect of allocation after adjusting for staff–student relationships 1717 –0.55 (–1.53 to 0.43) 0.270

Effect of allocation after adjusting for attitude to staff well-being 1715 –0.29 (–1.29 to 0.70) 0.563

Effect of allocation after adjusting for attitude to student well-being 1720 –0.73 (–1.84 to 0.37) 0.193

Effect of allocation after adjusting for support given to a colleague 1719 –0.82 (–1.96 to 0.31) 0.156

a Adjusted for region, FSM, sex and years of experience.
b Control group as reference.
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TABLE 29 Cost of the intervention

Resource use n Mean cost (£) SD (£) Range (£)

HSCs instructor training

Training feesa 12 1749.11 1826.88 0.00–3498.21

2-day standard MHFA training

Training fees and manualsb 12 933.37 366.85 379.20–1380.00

Travel costs 12 50.51 33.37 0.00–108.30

Refreshments 12 34.90 48.15 0.00–147.24

Teacher and support staff cover 12 1351.23 473.59 568.00–2000.00

In-service day MHFA training for schools and colleges

Training fees and manualsb 12 556.03 162.02 263.60–750

Travel costs 12 23.21 24.67 0.00–73.62

Teacher and support staff salaryc 12 2257.68 709.43 1341.77–3406.01

Awareness raising session

Training fees 12 179.97 143.17 35.27–350.00

Travel costs 12 9.91 13.16 0.00–36.81

Teacher and support staff salaryc 12 1957.54 1018.70 841.5–4961.20

Total cost 12 9103.44 1882.69 5378.97–12,026.73

Total cost: England 6 8263.07 2218.52 5378.97–12,026.73

Total cost: Wales 6 9943.82 1086.82 8855.81–11,960.32

a This cost was £0 in English schools that used external MHFA trainers.
b In some schools, manual costs were not distinguishable from training fees.
c Annual salaries were inflated by 25.4% to account for pensions and National Insurance,87 and these figures were

divided by 195 for a daily rate and 1265 for an hourly rate.
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Chapter 4 Process evaluation results

This chapter presents the results of the mixed-methods process evaluation. It begins by reporting how

well the intervention was implemented in terms of the training components and the peer support

service. This is followed by exploration of the extent to which the mechanisms of change in the logic model

were activated, evidence of harm, and the extent of contamination and differentiation from usual practice.

Evidence regarding acceptability of the intervention is woven through these sections, as it was integral to

understanding implementation and the extent to which the mechanisms of change were activated. The

chapter ends with a brief consideration of sustainability, although in the light of the null findings it is

unlikely that schools or funders will be looking to roll out the intervention. In quotations throughout this

chapter, P[n] indicates which participant is talking and Q indicates that the researcher is talking.

Implementation

Implementation of Wellbeing in Secondary Education training components
To measure the reach and dosage of the MHFA training, the number of teachers and other school staff

attending and completing the courses were recorded. Reach of the 1-hour awareness raising course

was measured by recording the number of staff that attended it; however, we could not identify how

many of these staff were teachers and how many were other staff, such as teaching assistants or

learning mentors. Fidelity to the training delivery plan and quality of the training was measured

drawing on the training observations, checklists and evaluation forms completed by training attendees,

and trainer interviews (see Chapter 2 for the description of these data sources). Response rates to the

checklists and feedback forms were high (Table 30).

Dose
In eight (66.7%) of the 12 intervention schools, the prespecified intervention dose for the 2-dayMHFA

training (i.e. at least 8% of school staff attending the course and becoming a peer supporter) was achieved.

One additional staff member would need to have been trained in each of the remaining four schools to reach

that prespecified dose. In nine (75.0%) of the intervention schools, the prespecified 8% of teachers attended

the 1-day MHFA for schools and colleges training. Of the three schools not reaching this prespecified dose,

an average of two additional teachers would need to have been trained to do so. Reasons for schools not

achieving the prespecified dose included researcher error, nominated staff being unable to attend at the

last minute and trained staff leaving the school shortly after training and therefore not becoming peer

supporters. Of all those trained, 92 (81.4%) peer supporters were still employed by the schools at T2.

Reach of training
Across the 12 schools assigned to the intervention arm, 113 teachers and support staff attended and

completed the 2-day standard MHFA training, and 146 teachers and support staff completed the 1-day

MHFA for schools and colleges training. A total of 666 (54.5%) teachers and other school staff attended

the 1-hour awareness-raising session.

TABLE 30 Response rates for participant checklists and training evaluation forms

Course

Response rate, n (%)

Checklist Evaluation form

1-hour awareness session 494 (74.2)

1-day MHFA for schools and colleges 118 (80.8) 142 (97.3)

2-day MHFA for peer supporters 108 (95.6) 110 (97.3)
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Fidelity to training components and adaptations
In all four of the case study intervention schools, observers assessed that the fidelity of training

delivery was consistently high for each of the items of assessment (i.e. instructor knowledge of

materials, presentation skills, facilitation and support of the learning, interest from the group and

coverage of materials). There was little variation in mean scores on these items for the 1-day MHFA

for schools and colleges [range 3.9–4.3 (out of 5)] or the 2-day standard MHFA training (range

4.1–4.4), although mean scores were slightly lower for the 1-hour mental health awareness raising

session (range 3.4–4.1) (Table 31).

Turning to the participant checklists, most attendees scored trainers highly for knowledge of materials,

presentation skills, diversity of learning materials, communication skills, use of a range of teaching

approaches and ability to keep the course focused and relevant. There was little variation in the mean

scores for each of the instructor qualities for the 1-day MHFA for schools and colleges (range 4.6–4.7)

and 2-day standard MHFA (range 4.6–4.7) training courses (Table 32).

Despite their diversity in relation to their experience of delivering MHFA sessions, all six trainers

interviewed reported high levels of fidelity in terms of ensuring key content was delivered:

No, we didn’t leave bits, we didn’t leave bits out, we had the time for each section we did . . . Yes, trying to

think it through, to see where we’ve got, like if it said, optional to show a film clip, then we didn’t show it.

One-to-one interview, trainer 6

I have to make sure that I cover all of those slides that are in there. The only kind of flexibility that there

is, is that sometimes there are up to three different videos, which talk about the same subject.

One-to-one interview, trainer 1

But yes, as far as the content and delivering the course was concerned, obviously, that was sort of, you

know, drummed into us how important it was to sort of stick to it, so that’s what we did. But it was just

little bits here and there and we thought, right, if we can just, rather than about 15 minutes for that

activity, we’ll probably get it done in 10, so then we’d got actually 5 minutes to play with, you know,

different things like that, but not much. We stuck to pretty much what it told us to do, you know.

One-to-one interview, trainer 2

However, three main factors appeared to present a challenge to that fidelity, requiring trainers to be

flexible in course delivery, while still ensuring all key content was covered.

TABLE 31 Observer rated fidelity and quality of delivery of the MHFA training package at case study schools (mean
scores for both observers and across all sections of the course)

Observer checklist forma

1-day MHFA for schools
and colleges (n= 7)

2-day standard MHFA
training (n= 8)

Awareness raising
session (n= 7)

Mean (SD) Range Mean (SD) Range Mean (SD) Range

Knowledge of materials 4.2 (0.9) 2.8–5.0 4.4 (0.7) 3.0–4.9 4.1 (0.7) 3.3–5.0

Presentation skills 4.3 (0.6) 3.5–5.0 4.1 (0.6) 4.0–5.0 3.8 (0.7) 2.8–4.9

Facilitation and support of
the learning

4.0 (0.8) 2.5–5.0 4.1 (0.7) 3.0–4.9 3.6 (0.6) 3.1–5.0

Interest from the group 3.9 (0.3) 3.5–4.3 4.3 (0.5) 3.7–5.0 3.4 (0.4) 3.0–4.1

Coverage of material
(% saying yes)

94.0 85.6–100.0 96.3 84.2–100.0 100.0 100.0

a Items measured using a 5-point Likert scale.
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Needs of the group
Trainers discussed the need to re-evaluate choice of materials or ordering of exercises as the course

went along, depending on the needs of the group or the dynamics that they had picked up:

You’re not meant to go off the planned route really but I just think, if the room is slumping slightly,

you know, if you can kind of get them sort of re-energised for a little while and get them involved

in something.

One-to-one interview, trainer 5

I think it’s a general thing about watching your group, seeing how they’re interacting, and making sure

that they are interacting about the subject matter.

One-to-one interview, trainer 3

Location of the mental health first aid training delivery
Having the training on-site for most of the schools resulted in interruptions to the delivery in some

cases, due to competing priorities of school staff (such as resolving student incidents), performance

management meetings and break duties:

There was an incident in the school that afternoon, which required several members of staff to have to

leave in the afternoon and go and do things and come back. I guess that’s just the nature of life inside

a school.

One-to-one interview, trainer 2

TABLE 32 Participant-assessed quality of training and fidelity of the MHFA training package

Evaluation item

1-day MHFA for schools and
colleges (n= 146)

2-day standard MHFA training
(n= 113)

n Mean (SD) n Mean (SD)

MHFA training evaluation formsa

Overall 138 4.6 (0.5) 110 4.5 (0.6)

Presentation slides 140 4.4 (0.6) 109 4.3 (0.6)

Video clips 140 4.7 (0.5) 110 4.5 (0.6)

Manual 123 4.7 (0.5) 110 4.7 (0.5)

Learning exercises 136 4.4 (0.6) 110 4.5 (0.6)

Environment 138 4.1 (0.7) 107 3.8 (0.9)

Structure 140 4.4 (0.6) 109 4.4 (0.7)

Content 140 4.6 (0.6) 109 4.6 (0.6)

Participant fidelity checklist formsa

Knowledge of materials 106 4.6 (0.7) 103 4.7 (0.5)

Presentation skills 107 4.7 (0.6) 103 4.7 (0.6)

Diversity of learning materials 107 4.6 (0.7) 103 4.6 (0.6)

Communication and interaction 107 4.7 (0.6) 103 4.7 (0.6)

Facilitation and support of the learning 107 4.7 (0.6) 102 4.6 (0.6)

Relevance of content and discussion 107 4.7 (0.6) 103 4.7 (0.5)

Flexibility of use of most relevant materials 107 4.7 (0.6) 103 4.7 (0.6)

a Items measured using a 5-point Likert scale.
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Frequently I was having to move the day around or rejig, to make sure they covered the most

important points.

One-to-one interview, trainer 3

In the MHFA evaluation forms, participants had the opportunity to write open-ended comments about

their experience of the training and a number of participants commented that having it off-site would

have been better.

Scheduling mental health first aid training within the school timetable
The school timetable was the third factor that presented challenges to the trainers maintaining fidelity

during training delivery. Some trainers reported a reduction in the time they were expecting to have,

with set break and lunchtimes and other scheduled school events being prioritised:

We couldn’t start at eight thirty because it was an [in-service] day and the principal wanted staff to come

and join the main assembly for a talk. So that pushed it beyond 9 o’clock.

One-to-one interview, trainer 4

We’re not going to be pedantic about time scales . . . we’ll just go with the flow of the school day and just

stop and start when it, you know, sort of automatically fits.

One-to-one interview, trainer 6

When faced with the challenges outlined above, the trainers appeared adept at thinking on their feet

and ensuring that they still covered the essentials, which demonstrates the importance of having

trainers that are skilled at working flexibly when delivering mental health training to schools.

Quality of training component delivery
Overall mean scores for the MHFA evaluation sheets were generally high (see Table 31). For the 1-day

MHFA for schools and colleges training, mean ratings ranged from 4.4 to 4.7, with the exception of the

environment rating, which was slightly lower (4.1, SD 0.7). Mean scores for the 2-day standard MHFA

course were also high (range 4.3–4.7), with lower scores again observed for environment (3.8, SD 0.9).

In the open-ended text space on the evaluation sheets, there were a few suggestions for improvement,

including spending less time on the more serious but less common mental disorders, allowing more

time for the course and changing the venue. However, the comments were overwhelmingly positive

regarding the value and quality of the training, indicating a high level of acceptability for this part of

the intervention:

This is the most interesting and engaging training I’ve had in years. One instructor talking all day and

holding the audience? Amazing!

1-day evaluation sheet, school 1D

Longer would have been amazing but the instructor tackled some very complex and challenging topics

with care and huge knowledge.

1-day evaluation sheet, school 1I

This course has been useful. I feel that all staff could benefit from the training to enable a whole-

school approach.

2-day evaluation sheet, school 3P

. . . despite the topics being ‘dark’, I found the course really informative and interesting. I feel more

confident at helping and supporting colleagues now, so thank you.

2-day evaluation sheet, school 4V

PROCESS EVALUATION RESULTS

NIHR Journals Library www.journalslibrary.nihr.ac.uk

46



For the 1-hour awareness raising session, 85% of attendees rated the overall delivery of this session to

be good or very good on the evaluation sheets, again, indicating good acceptability. In the free-text

section, comments were generally positive, with words such as ‘enjoyable’, ‘interesting’, ‘informative’

and ‘useful’ being used. However, there were some observations that the session needed to be more

interactive, to focus less on statistics and more on strategies, and to not be delivered at the end of the

school day. In addition, two participants noted that staff should have been warned about the content,

as it could have been difficult for some of them. There was also confusion from some participants

about the MHFA training, suggesting that the intention to explain the study had not always worked well.

Overall, there were no discernible patterns of difference in dose, fidelity or quality of training between

England and Wales, despite the different models of delivery used. This suggests that newly qualified

and more experienced MHFA trainers delivered very similar training experiences, and that there were

no systematic overall context differences by country that interacted with training implementation.

Implementation: peer support service
Reach of the peer support service was assessed using information from the teacher questionnaires

regarding use of the peer support service, the peer supporter logs recording support given and peer

supporter focus group data. As described in Chapter 2, all peer supporters were asked to complete an

electronic log each academic term (three times a year). Of the 113 peer supporters trained, an average

of 60.6 (53.6%) peer supporters completed logs at each of the five time points, and each supporter

completed a mean of 3.1 (SD 1.5) logs. Just over half the peer supporters completed the log at each of

the five time points, although 14.5% did not complete one at any time point.

Fidelity of the peer support service delivery was assessed through the peer supporter feedback

meetings (described in Chapter 2). A feedback meeting was successfully held in all 12 intervention

schools at 6 months, but was held in only 10 schools at the 18-month follow-up, despite multiple

attempts to organise this in all the schools.

Reach of peer support service
At T1, 34 (6.1%) of 557 teachers indicated that they had accessed the peer support service in the previous

12 months. Of those teachers, most indicated they had used the service once or twice (n = 16, 47.1%) or

once a term (n= 9, 26.5%). At T2, a similarly small proportion (n = 30, 5.9%) of the 510 teachers indicated

that they had accessed the peer support service in the previous 12 months (Table 33). Of those who did

use the service a large majority reported that it helped them.

Across all time points combined, peer supporters reported that they had supported a mean of 1.7

(SD 1.8) colleagues in the previous 2 weeks, of which, on average, 0.7 (SD 0.8) were judged to be in

addition to colleagues whom they may have supported prior to being trained. In fact, in the feedback

meetings and focus groups, it was clear that peer supporters found it difficult to distinguish what were

additional episodes of support, partly because of the informal way in which support was often given

within existing relationships:

So I don’t think it’s a matter of showing them the list [of peer supporters] and going, oh, so and so,

I’ll just go and have a chat with him. It’s much more of an organic process than that, where certain people

will come, and not necessarily in the context of school, just odd times. It can be a conversation will strike

up at an odd moment and it will lead to some sort of offloading of some issue.

Intervention group, peer supporters, phase 2, school 4N

It is possible that those receiving support had a similar difficulty in deciding when something would

be ‘counted’ as support given, which may partly explain why there was a discrepancy between the

amount of support reported by the peer supporters and the number of teachers reporting receiving

such support.
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Most often, the support reported in the logs was provided to each person once [the mean number of

colleagues at each time point helped once was 23.8 (40.8%) and helped twice was 18.8 (32.2%)]. Just

over half (53.1%) of those supported were teaching staff. Support was most often provided during

lunchtime (35.1% of help episodes) and problems were predominantly work related (50.9% of help

episodes). Usually, peer supporters spent between 5 and 15 minutes assisting their colleague (42.1%

of help episodes) and this was usually through face-to-face contact (42.4, 68.6%). The most common

outcomes were no further action (39.5% of help episodes) or the peer supporter checking in with the

colleague at a future agreed time (25.0% of help episodes) (Table 34).

TABLE 33 Teacher-reported use of the staff peer support service at T1 and T2

Use of staff peer support in previous year T1 (N= 557), n (%) T2 (N= 510), n (%)

Yes 34 (6.1) 30 (5.9)

No 523 (93.9) 480 (94.1)

Frequency of use

Once or twice 16 (47.1) 13 (43.3)

Once a term 9 (26.5) 6 (20.0)

Once or twice per month 5 (14.7) 8 (26.7)

More than once per week 4 (11.7) 3 (10.0)

Usefulness of service

Not at all helpful 1 (2.9) 2 (6.9)

It helped 18 (54.6) 14 (48.3)

It helped a lot 14 (42.4) 13 (43.3)

TABLE 34 Features of delivery of the staff peer support service

Feature
Mean number of colleagues across
all time points, n (%)

Colleagues supported 1.7 (1.8)

Colleagues supported who would not have been otherwise 0.7 (0.8)

Frequency of support provided

Once 23.8 (40.8)

Twice 18.8 (32.2)

Three times 9.0 (15.4)

Four times 3.6 (6.2)

Five or more times 3.2 (5.5)

Characteristics of colleagues supported

Teachers 30.8 (53.1)

Non-teaching staff 12.6 (21.7)

Classroom support 9.2 (15.9)

Senior leadership team 3.4 (5.9)
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Fidelity to peer support model and adaptations
At the first peer supporter feedback meetings, nine of the groups indicated that support had already

been provided to colleagues by peer supporters. Peer supporters at the majority of schools had met as

a group to discuss the set-up of the staff peer service (n = 9), with a smaller number (n = 5) indicating

that they had held regular update meetings since then. All schools had set up a ‘buddy’ system,

although this was reported to be fairly informal in all but one school. Five of the schools had set up a

confidentiality policy for the peer support service. All schools offered service users the choice of which

peer supporter they contacted and senior leaders were perceived to have helped raise the profile of

the peer support service in eight schools.

TABLE 34 Features of delivery of the staff peer support service (continued )

Feature
Mean number of colleagues across
all time points, n (%)

When support was provided

Lunchtime 25.0 (35.1)

Before and after school day 23.6 (33.1)

Teaching time 15.6 (21.9)

Off-site 7.0 (9.8)

Type of problem

Work related 33.6 (50.9)

Home life 20.0 (30.3)

Other 12.4 (18.8)

Length of time support provided (minutes)

< 5 3.8 (6.3)

5–15 25.4 (42.1)

15–30 19.0 (31.5)

30–60 7.8 (12.9)

> 60 4.4 (7.3)

Type of support offered

Face to face 42.4 (68.6)

Text messaging 8.6 (13.9)

E-mail 5.0 (8.1)

Telephone 5.8 (9.4)

Actions resulting from support

No further action 24.0 (39.5)

Discussion of available referral services 14.2 (23.4)

Subsequent action in agreement with colleague 7.4 (12.2)

Agreement to check-in with colleague 15.2 (25.0)
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One or two schools considered creating a specific space and time when staff could access peer support

because of the difficulties of finding such safe space on an ad hoc basis. However, this proved difficult,

as one peer supporter reflected on later:

I mean when we first did it, there was talk about having like a drop in, and then we were going to kind of

have a rota and do that. But, you know, people are just so busy that it’s hard to ask people to give up

their free time.

Intervention group, peer supporters, phase 2, school 1D

All schools had used advertising to launch the peer support service. Methods most commonly used for

this included posters provided by the research team and staff briefings, e-mails and posting information

in staff pigeonholes were additional methods used in a few schools.

By the time of the second feedback meeting, conducted in 10 of the 12 intervention schools, none still

met as a group; rather, participants said that they discussed any issues with other peer supporters

informally, if needed. Three of the schools had re-advertised the service, by e-mail (n = 3), posters

(n = 1) and through a staff newsletter (n = 1). At this second feedback meeting, peer supporters at

only four schools indicated that they had senior leadership commitment. The need for better formal

recognition of the peer supporter work was discussed in some of the case study school focus groups:

I think that maybe needs to be addressed because we want to have more of an impact. Then actually, we

need to have that recognition, as to the role that we are playing. And perhaps sitting down with the head

[head teacher] and, as a group of people, and actually, this is our plan, like how do you, how will you

support us, kind of thing, because it is really important.

Intervention group, peer supporters, phase 2, school 2L

P1: We have had, at the beginning of this year also, performance management targets given that didn’t

take into account any of the WISE work . . . So we now, more than any year before, have more time

before, after school and during break times taken for meetings and additional work, which means that

we’re drowning . . . So it’s a bit like the woodcutter analogy they used in the training, no one’s got time to

sharpen the axe and it’s got to the point where this isn’t a, this isn’t an advertised or discussed or talked

about initiative anymore, so it’s kind of fallen by the wayside I would argue.

Q: And that’s just because of lack of time?

P1: Yes, lack of time and support by SLT [Senior Leadership Team]. They haven’t argued for it or made it

a place or kept it in mind or encouraged those who do it.

Intervention group, peer supporters, phase 2, school 1D

Again, there were no discernible differences by country in the extent to which the guidelines were

followed. Looking at the implementation measures used in the exploratory CACE analysis described in

Chapter 3, Subgroup and sensitivity analyses, the total implementation score for English schools was 29

and for Welsh schools it was 28, suggesting remarkably little difference in how well dose, reach and

fidelity were met.

Summary
The different components of the WISE intervention (i.e. the three different training sessions and the

setting up of a peer support service) were delivered in all of the intervention schools. Generally, the

training was delivered as planned, although the specified dose was not reached in all schools and

the trainers did experience challenges in the school context. The peer support services were variable in

their fidelity to the guidelines, with a majority not writing a confidentiality policy or feeling supported

by senior leadership in the longer term. The significance of these issues will be returned to in the

following section.
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Mechanisms of change

Having established that the intervention was delivered in all intervention schools, a key question asked

within the process evaluation was did the intervention work as hypothesised within the logic model

(see Figure 1)? In the following sections, we consider the evidence for each hypothesised mechanism of

change within the logic model in turn.

Did teachers have access to support and advice?
As a peer support service was set up in each intervention school, all teachers did at least, in theory,

have access to increased support and advice. However, as reported in Chapter 4, Reach of peer support

service, the teacher questionnaire data indicated that only a small number of teachers actually accessed

the peer support service. The questionnaire also asked those who had not used it why they had not

accessed the service. At both time points, the most frequent reasons given were help was not needed,

a preference for talking to other colleagues and a lack of knowledge about the service (Table 35).

Other reasons mentioned by fewer participants were lack of time, having access to support elsewhere,

not wanting to talk to the particular individuals involved, believing that it would not help and concerns

about confidentiality.

In keeping with the results from the peer supporter logs reported in the previous section (see Table 34),

comments from the peer supporter focus groups did indicate that some teachers were using the service:

I rate the project, I think it’s in the forefront of people’s minds to talk to you. The volume at which they’re

talking to you and sharing, I think it’s had an impact.

Intervention group, peer supporters, phase 2, school 4N

Yes, and likewise, the staff room, as you said, is really good. Because I had a member of staff who came

and sat and spoke to me about quite a difficult thing that was going on, and would come and sit

by me every break to talk about, and really, you know, we got to know each other through that, just

when she’d started to talk and felt comfortable. And it went on and I followed that process right through.

And I think somebody just listening to you and empathising with you, is often really, really powerful, even

though they’re going through the most awful situations. And I think that’s where actually, if there is that

opportunity to have tea and cake, yes, it’s great, it’s just currently, I don’t think that that, there is any

room for people to manoeuvre within that because of everything that’s going on. Hopefully, when we get

to a good place, I think that would be a good thing to try and initiate, you know.

Intervention group, peer supporters, phase 2, school 2L

TABLE 35 Reasons given for not using the peer support service by teachers at schools assigned to intervention arm

Reasona T1 (N= 506), n (%) T2 (N= 463), n (%)

Did not need to 230 (38.2) 205 (36.8)

Prefer to talk to other colleagues 89 (14.8) 89 (16.0)

Lack of knowledge about the service 73 (12.1) 73 (13.1)

Not enough time at work 34 (5.6) 35 (6.3)

Access to support outside school 39 (6.5) 28 (5.0)

Would not approach those particular people 35 (5.8) 22 (3.9)

Did not think it would help/not professionals 24 (4.0) 22 (3.9)

Concerns about confidentiality 18 (3.0) 21 (3.8)

a When teachers gave more than one reason, all reasons were counted separately.
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Furthermore, there was evidence that the 2-day standard MHFA training had improved the quality of

support that those acting as peer supporters could provide because of a better awareness of mental

health problems and how to respond:

Those high-end issues, the signs to look out for, the symptoms, you know, it’s certainly improved my

awareness of lots of different areas.

Intervention group, peer supporters, phase 1, school 1D

And as you were doing the sessions you were kind of thinking, oh that conversation I had with that

person the other day, that kind of needs to be followed up because of a reason or something like that.

Intervention group, peer supporters, phase 1, school 1D

I think it has changed my language which is a weird way of describing it because you can be supportive

without suggesting and I have stopped necessarily suggesting and it is about – what do you think will help

you, what do you think your next step is? It is about not trying to solve the problem and I think just the

change in language has helped.

Intervention group, peer supporters, phase 2, school 3P

Participants also highlighted the limitations of the service and the potential difficulty of providing the

initial support but then having nowhere to signpost the person on to:

The other thing is have you have got the services that help and support and help people to move on to

access the right things. Sometimes the right thing is we have had a whinge and it has made me feel

better but sometimes it is not enough and it is about making sure that they can access other things.

I have had one person talk to me over a period of time about coming back after a long term absence

and he still feels that actually people don’t look at him in the same way because of his issues. But he is

struggling and he could do with extra support in terms of school but you can’t really do it as well as

perhaps you would like to.

Intervention group, peer supporters, phase 2, school 3P

In addition, comments from both peer supporters (focus groups and logs) and other teacher focus

groups identified similar barriers to using the peer support service as those identified in the teacher

questionnaires (see Table 32). Lack of understanding about how to access support, a general concern

about confidentiality, a preference for using other informal or formal supports and a lack of time for

both those needing support and the peer supporters themselves were all raised:

I’d struggle to tell you who was involved in it or where to go.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 2, school 3P

P1: So when I did have issues with mental health, I thought about all of the people there that I would

speak to. So one was my line manager, I didn’t want to speak to her about it because it felt like a conflict

of interest. Several of the people on there I think would have told other people, so I didn’t talk to them.

Q: So you didn’t trust the confidentiality?

P1: No. And then, so I did e-mail one person and we were going to meet but then I was actually worried

about people seeing me with her and then being like, well you would never, what reason do you have to

speak to her, and putting two and two together, so I just didn’t speak to her.
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Q: So you were just worried about other people finding out?

P1: Yes, because I think it’s frowned upon that, you know like for me, if I take my mental health issues to

my employer and they kind of fob it off and they’re not bothered, it just left me, that’s what happened,

and then it left me in quite an insecure place. So I just felt like I was, and I guess, which is typical of

mental health, I felt like I was very much on my own with it and I felt quite paranoid when, you know,

like actually, now I’m in a little bit of a better place, that seems even silly saying it, but at the time.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 2, school 1D

I feel I’ve got people I can talk to about things and be honest about, especially my line manager.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 1, school 3P

P3: Yes, like people can’t come because they’re running after school sessions. People are working so hard

and I think they just think that’s part of the job now, they just don’t think that coming to talk to us is

going to make a lot of difference. I think they all just, people are right up here, aren’t they?

P4: Yes, which is probably the worst time, everyone probably needs more support, but actually, putting

your hand up and think, you know, I need that support now but I haven’t got time to do that.

P3: Yes, and I think we haven’t got the time to give them the time that they need really.

Intervention group, peer supporters, phase 2, school 2L

Therefore, although teachers in the intervention schools did have access to a new form of advice and

support and some made use of this, there were significant barriers to uptake that appeared to result in

relatively few teachers consciously making use of the service.

Did teachers have increased insight into their own mental health and did mental health
have a raised profile in schools?
There was evidence of increased mental health awareness and skills among those who had attended the

MHFA training. The MHFA evaluation sheets showed improvements following the course in self-assessed

personal confidence to help [change to mean scores: 2.8 (1-day MHFA for schools and colleges) and

3.7 (2-day standard MHFA); p < 0.001] and knowledge and understanding [change to mean scores:

3.1 (1-day MHFA for schools and colleges) and 4.1 (2-day standard MHFA); p < 0.001] (Table 36).

TABLE 36 Attendees’ self-rating of key skills pre- and post-course completion

Key skill n

Before training After training Change to score

Mean (SD) Range Mean (SD) Range Mean (SD) p-valuea

MHFA for schools and collegesb

Personal confidence to help 134 5.3 (1.9) 1–10 8.1 (1.2) 3–10 2.8 (1.8) < 0.001

Knowledge and understanding 133 5.2 (1.9) 1–10 8.3 (1.1) 5–10 3.1 (1.8) < 0.001

2-day standard MHFA

Personal confidence to help 99 4.2 (2.1) 0–10 7.9 (1.1) 4–10 3.7 (2.0) < 0.001

Knowledge and understanding 98 4.0 (2.2) 0–10 8.1 (1.1) 5–10 4.1 (2.1) < 0.001

a p-values derived from t-tests.
b Items measured using a 10-point Likert scale.
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Many focus group participants who had attended both the 1-day MHFA for schools and colleges and

the 2-day standard MHFA training courses discussed increased awareness of the need to look after

themselves and how to do this, and also when to seek support. Some reflected that this was important

to ensure that they were better equipped to support those around them:

I think you’re a bit more aware of like thinking about yourself, making sure you care about yourself. And

that we have such roles that are so, like so demanding and there’s so many different things going on, just

to make sure that you yourself are OK and you’re in the right place to support others, because otherwise

you can’t. I think that’s, I took that away from it.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 1, school 2L

There’s so much pressure on you as teachers that I think having that awareness of the mental health

training from a personal point of view, as well as being able to support each other as a staff is really

important, because I think that if we are anxious and we are stressed, and we are finding it difficult to

manage or to cope in some way, or we are experiencing mental health issues, then that does impact on

the children as well. So having this training is important not only in the way we deal with the pupils, but

the way we manage our jobs for ourselves. Because otherwise, if we let things get on top of us . . . It’s nice

to know there are people we can talk to about it or there are things that we can do to try and think

actually, I need to handle this situation better.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 1, school 3P

The majority of attendees of the 1-hour awareness raising session also reported a small increase in

knowledge and understanding in relation to all the topics asked about (Table 37).

Some focus group participants perceived a greater openness to talking about mental health in their

schools, although it was not always clear how much this was down to the WISE intervention or how

much it was influenced by a perceived growing awareness in society:

It is definitely a conversation that we’re all having. Members of staff are not frightened of using the words

and having the conversations. Children are more and more asking for help, and maybe that’s because they

need help, maybe that’s because we’re raising awareness.

Intervention group, peer supporters, phase 2, school 1D

I think there’s a better understanding of mental health, certainly, amongst the students, and there’s a lot

of work on that, in terms of the knowing what it is and perhaps recognising it. As I say, the next steps

now are, can we prevent it, and that side of things. I think there’s certainly an increase in the awareness

of it and it’s just much more open, isn’t it I think, not just in schools but nationally as well. So that helps

and it’s in the media and things like that, like those case studies and examples to be able to use and talk

about when you do . . .

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 2, school 2L

P2: I’d say staff attitudes have changed. I think it’s a lot more acceptable, or accepted from my

perspective at any rate. I sort of see some attitudes around the school which before it was like you

couldn’t even talk about one individual member of staff and now it’s like, oh he’s doing so much better,

he’s come such a long way. From that perspective I think there has been a little bit of a shift.

P1: I’d agree with [P2]. Just in terms of I think you mentioned acceptable versus accepted I think it has

become more acceptable to discuss mental health and we are more accepting of mental health and what

that involves. I think there is a slight shift that we’re going through that I think is being mirrored to a

certain extent in society as well. I think it’s going hand and hand in some ways and at various rates but

I think that is happening outside of the school environment as well which will obviously feed into our

school culture then.

Intervention group, untrained teachers, school 3P
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The teacher questionnaires did not ask about openness to discussing mental health; however, as reported

in Chapter 2, they did ask about perceptions regarding how much the school cares about teacher well-

being, the quality of relationships among staff and how often participants had given help to a colleague

in the past academic year. As Table 23 shows, there was no evidence of a difference in these ratings by

study arm at T2. Therefore, it appears that there were no large improvements to the perceived culture

around support in the intervention schools as a result of the intervention.

In the student focus groups, participants were asked whether or not there had been any changes in

the way that teachers at their school talked about mental health and well-being, to try and capture any

increased openness that the students were aware of. Across all case study schools, and regardless of

study arm, students reported that little had changed from their perspective:

Q: So have you noticed any change in the way the teachers in this school talk about mental health and

well-being over the past sort of year?

[Shaking heads.]

P6: We don’t do much on this.

Intervention group, student focus group, school 1D

TABLE 37 Participants’ perceptions of knowledge increase following 1-hour awareness
raising session

Impact of session on knowledge of . . . (N= 494), n (%)

Magnitude of mental health problems and their impact on young people

No impact 69 (14.0)

Small increase 333 (67.7)

Large increase 90 (18.3)

Magnitude of mental health problems and their impact on teachers

No impact 84 (17.1)

Small increase 316 (64.4)

Large increase 91 (18.5)

How to improve mental health and well-being

No impact 87 (17.7)

Small increase 326 (66.1)

Large increase 80 (16.2)

How to support someone in mental health difficulty

No impact 110 (22.3)

Small increase 298 (60.5)

Large increase 85 (17.2)

Knowledge of sources of help

No impact 73 (15.0)

Small increase 247 (50.6)

Large increase 168 (34.4)

Knowledge of the WISE intervention

No impact 28 (5.7)

Small increase 200 (40.8)

Large increase 262 (53.5)
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Q: . . . Do you think anything’s changed, in terms of things being talked about in school, over the last

year? . . .

P7: About the same.

Control group, student focus group, school 2C

Did trained teachers have increased confidence and skills in supporting students?
As already shown in Table 35, the MHFA evaluation sheets showed an increase in self-assessed

knowledge and confidence to help among those attending both the 1-day MHFA for schools and

colleges and 2-day standard MHFA training courses. Focus group discussions indicated that teachers

who had attended either course found that they had been able to provide better one-to-one support

to students and were also able to raise their awareness about mental health and well-being (e.g.

through using the materials at assemblies and tutor time). Aspects of the course that were particularly

highlighted as having been used with students were methods for dealing with anxiety, the concept of

the ‘stress bucket’ and being able to identify when a student might need further help:

Some of the techniques and things they talked about, especially with the anxiety I found really useful just

coming up, especially with some of the change in this school in the past year it’s been quite unsettling to

some of the pupils.

Intervention group, 1-day MHFA training for schools and colleges trained teachers, phase 1, school 3P

Using the stress bucket when supporting them [students] one to one, they really find that they can relate

to that. That makes a lot of sense for them. So when they’re trying to articulate how they’re thinking and

feeling and why they’re thinking and feeling that, when we refer to that, it just helps them, ‘ah yes, no,

that’s exactly what I’m feeling.’ ‘I get that now’ . . .

Intervention group, 1-day MHFA trained teachers, phase 1, school 2L

I have used some of the training skills with a number of kids because I would say it is almost like you

have opened a wound and the number of children who are now comfortable with saying – I have issues,

has gone up I would say. They come and see us when they are feeling a little anxious or a little of this or a

little of that rather than letting it build up and up until there is some sort of explosion. We are seeing kids

who are willing to say – I can’t cope right now.

Intervention group, peer supporters, phase 2, school 3P

It’s easier to spot signs of people dealing with anxiety and depression. You can refer with a bit more

confidence to the pastoral team, you pick up on the nuance I suppose of dealing with those people.

Intervention group, peer supporters, phase 2, school 4N

One teacher from an untrained teacher focus group commented that they were impressed by the skills

they had seen in trained colleagues regarding panic attacks:

I’ve seen different members of staff deal with panic attacks. The ones who are trained are phenomenal,

I have full admiration, I’m watching and I’m thinking wow, they’re keeping their composure, erm, taking

away the emphasis and working on their breathing and that’s fantastic.

Intervention group, untrained teachers, school 4N

Some participants did not feel that the training had given them new knowledge or skills, but generally

still felt that it had reinforced what they were already doing, which helped improve confidence:

P1: I think a lot of us, because we work within the pastoral team, are well aware of some of the aspects

of the training. And I think the training basically clarified some of the aspects of what we do on a day to

day basis. It’s stuff we undertake on a daily basis anyway.
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Q: Do others feel that’s a fair reflection or . . .?

P3: Yes, I think it reinforced things we need to be looking out for. I don’t think I learned anything new

per se from the training, but it was definitely a reinforcement of things, to support how you go about

supporting young people.

P4: Yes, I’d agree with that, yes.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 1, school 4N

I found it really useful, in terms of validating what you already do and knowing you’re doing it right, and

giving me a bit more confidence as well really in having those conversations. And to know that you are

sort of like using the right skills and kind of giving them the right tools, so that was quite nice to have

that sort of confirmation.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 1, school 2L

Did teachers have trained colleagues to offer advice in supporting students?
Although there was good evidence that those who completed the training had improved skills and

confidence, there was little evidence of this learning being shared or of untrained staff asking trained

colleagues for advice on supporting students. Only one teacher mentioned being approached by

another member of staff for advice in supporting a student and another described being more

proactive in supporting colleagues:

I think it just makes you more aware of, for example I knew when I took a pupil back to a class and the

teacher was really struggling, and I was really concerned. Then I checked back and said – I was really

concerned are you OK? I think that member of staff was quite shocked that I had actually bothered to go

and see him to make sure he was OK.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 2, school 3P

The lack of knowledge-sharing may be because of contextual barriers, for example the limited time

in schools to share learning and failure to embed any learning in the wider school processes

(something that is discussed further in Chapter 4, Contextual challenges to the Wellbeing in Secondary

Education intervention).

Did staff and student relationships improve?
Both the teachers and students were asked about teacher–student relationships in the questionnaires.

At baseline and T2, the vast majority of teachers in both study arms agreed that their school cares

for student well-being and has good teacher–student relationships (Table 38). A similar majority in

both study arms reported providing emotional support to a distressed student at least once a month,

with this proportion increasing slightly at T2. At T2, there were no strong differences by study arm in

these variables.

In the case study, school teachers talked about having good-quality relationships with students in

both intervention and control schools, with no obvious differences by study arm and no comments

indicating that the intervention had led to improved teacher–student relationships:

I think we’ve got pretty good relationships with most of the students in the school as well, and it’s the sort

of nurturing culture that we’ve got here, where we do encourage pupils, if there is an issue, speak up. And

I think they’re pretty comfortable in doing that, which I think is the first step towards finding out what

the problem is, making that initial contact.

Control group, untrained teachers, school 3O
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We’re there for anybody who wants us, we do our job, we listen, and we do our best to help anybody,

really. And that’s adults or children, or the pupils, really. And I do feel like they feel comfortable coming to

speak to us.

Intervention group, peer supporters, phase 1, school 3P

The logic model was based on the assumption that if teachers have improved support for their own mental

health then they would feel better able to then maintain positive relationships with students, a logic

endorsed by teachers in both intervention and control schools. Given the lack of improvement in overall

teacher mental health following the intervention, it is perhaps not surprising if there is a lack of difference

by study arm in the perceived quality of teacher–student relationships by the end of the study.

Turning to the students’ perspective, Table 39 shows that at T2 students in the control arm had more

favourable perceptions of the quality of teacher–student relationships and whether or not teachers

care about or listen to students than those in the intervention arm. Generally, perceptions had become

more negative across both arms for these variables, but this change had been more pronounced among

the intervention group. There were no large differences by arm regarding whether or not the school

cares for student well-being, whether or not teachers are there when the student needs them and

whether or not teachers are interested in the student.

In the student focus groups, observations regarding quality of teacher–student relationships were

remarkably similar between study arms. Both groups reported that relationships tended to be variable,

with good relationships dependent on the individual teachers and the qualities they exhibited:

Q: Do you think that teachers and students at your school have a good relationship?

P2: It depends who the teacher is.

P4: Yes, it’s all about who it is.

Intervention group, student focus group, school 2L

I know some teachers will ask to see you at the end of the lesson and some do ask if you’re like alright,

if you’ve been upset in the lesson . . . but it’s not like all teachers. It’s only like certain teachers you get

along with.

Control group, student focus group, school 2C

TABLE 38 Teacher-reported teacher–student relationships by study arm

Questionnaire items

Baseline T2

Adjusted ORa,b

(95% CI) p-value
Control,
n (%)

Intervention,
n (%)

Control,
n (%)

Intervention,
n (%)

School cares about
student well-being

587 (95.1) 522 (93.9) 350 (93.8) 294 (91.3) 0.48 (0.14 to 1.61) 0.23

Good teacher–student
relationships

602 (97.4) 538 (96.6) 359 (96.0) 312 (96.9) 1.17 (0.35 to 3.92) 0.80

Supported a distressed
student at least once
a month

426 (68.7) 369 (66.4) 438 (72.5) 370 (72.7) 0.90 (0.73 to 1.10) 0.29

OR, odds ratio.
a Adjusted for baseline, FSM entitlement and region.
b Reference group: control arm.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
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Some students acknowledged that the quality of relationships is shaped by both parties, highlighting

poor student behaviour towards teachers and also the way vicious circles are created:

Some of the students like are hard to handle . . . Like some of them just, they just always act up for no

reason . . . It’s only sometimes now but when we were younger, it was more often . . . before, when we was

in a class, there was the teacher and this kid went mental at her and she started crying.

Control group, student focus group, school 1K

Some students are really disrespectful, they’ll tell them to ‘f off’ and calling them the ‘c word.’ It’s disgusting the

way they talk to them, and I feel bad for them in that sense because they can’t really do much, and they’re too

soft on them I think. Fair enough they’ll call down on them and call the head [head teacher], they’ll exclude

them for a couple of days for it, but I think there should be more in place for that, because it’s not acceptable.

Control group, student focus group, school 3O

I think it’s just whether you have a good relationship with your teacher or not, you have to have a

good relationship to be able to work, like I don’t have a good relationship with him [maths teacher],

I don’t like maths whatsoever. I do play up in maths I’ll admit that, because I don’t like him. If I had a

better relationship with him, I think I’d do better.

Intervention group, student focus group, school 4N

Some students in both arms described extremely negative relationships with teachers and noted that

this would put them off seeking help from a teacher:

P4: Most of us, we’re scared of the teachers.

P6: There’s some people that are, like I am scared.

TABLE 39 Student-reported teacher–student relationships by study arm

Questionnaire items

Baseline T2

Adjusted ORa,b

(95% CI) p-value
Control,
n (%)

Intervention,
n (%)

Control,
n (%)

Intervention,
n (%)

School cares for student
well-being

1213 (85.7) 1119 (87.4) 1097 (76.9) 959 (75.0) 0.88 (0.72 to 1.08) 0.22

Good teacher–student
relationships

1007 (71.2) 977 (76.3) 1023 (72.3) 854 (67.5) 0.80 (0.66 to 0.96) 0.02

Teachers care about
students

1211 (85.6) 1154 (90.0) 1158 (81.8) 1016 (79.9) 0.79 (0.64 to 0.99) 0.04

Teachers listen to the
students

1065 (75.5) 986 (77.5) 934 (66.3) 745 (58.9) 0.64 (0.53 to 0.77) < 0.01

Teachers there for me
when I need them

1043 (74.7) 994 (78.6) 994 (71.5) 899 (71.3) 1.02 (0.84 to 1.25) 0.83

Teachers are interested
in me and my life

649 (45.9) 634 (50.2) 605 (42.8) 555 (43.4) 1.03 (0.86 to 1.23) 0.74

Asked teacher for help
with a personal problem

649 (45.4) 625 (48.5) 557 (38.8) 524 (40.6) 1.11 (0.92 to 1.33) 0.28

Teacher was helpful
when asked for help

551 (86.2) 548 (86.1) 454 (82.1) 433 (83.4) 1.21 (0.79 to 1.86) 0.38

OR, odds ratio.
a Adjusted for baseline, FSM entitlement and region.
b Reference group: control arm.
Adapted with permission from Kidger et al.60 This is an Open Access article distributed in accordance with the terms of the
Creative Commons Attribution (CC BY 4.0) license, which permits others to distribute, remix, adapt and build upon this
work, for commercial use, provided the original work is properly cited. See: http://creativecommons.org/licenses/by/4.0/.
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Q: What are you scared of?

P6: Like, I don’t know, like say in a lesson the teacher asks me a question, like in front of the class,

I would always say the wrong answer because I’m like, like would she shout? Like the teacher tells us,

guess. And when we do guess then she says it’s wrong and then she makes fun out of us.

Intervention group, student focus group, school 1D

. . . some teachers like, I don’t know, like if they’re like having a bad day . . . they’ll just shout at us for not

getting it. And there was one teacher who called another student . . . I wasn’t in the lesson, but they called

him a . . . douche or something like that.

Control group, student focus group, school 1K

My tutor scares me. No, like honestly, whatever he says, he actually scares me. Like I wouldn’t go to him

whatsoever, he’d be the last person to go to.

Intervention group, student focus group, school 2L

In a number of discussions, students noted their belief that teachers cared much more about their

academic performance than their well-being:

P6: I don’t think teachers really, I know it sounds really bad, but care, I don’t think they really care . . .

P1: It doesn’t feel like they care anyway.

P6: They would rather you succeed than have a good mind-set on stuff.

Intervention group, student focus group, school 4N

They just generally don’t listen to the students, like they don’t want to, I don’t know how to explain it,

they just don’t want to listen. They only tell us, do your work and, you know, the negatives . . . They don’t

care about anything else.

Intervention group, student focus group, school 1D

These perceptions of teachers’ priorities are likely to reflect the wider context in which teachers

work, which is considered further in Chapter 4, Contextual challenges to the Wellbeing in Secondary

Education intervention.

Did students receive improved mental health support?
Chapter 4, Summary presented evidence that trained staff had improved skills and confidence in

supporting students. However, this did not appear to translate into more support being provided in the

intervention schools relative to the control schools (see Table 38).

Similarly, results from the student questionnaire showed that the number of students asking a teacher

for help with a personal problem and proportion of those students finding the teacher helpful were

similar between study arms at T2 (Table 40). In both cases, just under half of all responding students

had asked for help and a majority found the interaction helpful when they did.

For students in the intervention schools to be more likely to seek help from teachers, their perceptions

regarding teachers as a good source of support would have needed to change. The student focus group

data did not show any evidence of this, with a number of examples shared where students felt that

appropriate and timely support had not been given:

I can probably count the amount of teachers that would help on like one hand really, because I don’t

really feel like they do anything. Someone in this school . . . was very depressed . . . there was always this

constant look on his face every single day, literally, screaming, I want someone to talk to, I want someone
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to help me . . . it took his best friend to run to him to actually talk to him, from helping him to stop

something that he would have done. And instead, it was meant to really be a teacher’s job to really make

him sit down and say, are you OK, do you need someone to talk to?

Intervention group, student focus group, school 1D

I think they could do better, in acknowledging the signs of it more. Cos’, like, I saw a year 7 girl who’s mum

had to physically pick her up and carry her up the stairs, and this was like a month or two into term, if the

teachers had noticed ‘why doesn’t she want to come into school’ before, then they could have avoided all

of that. Like we were walking to lessons and all we could hear this girl screaming, I felt really bad.

Control group, student focus group, school 3O

Although some students were able to name staff or processes by which they could seek help, barriers

to doing so were noted, which had similarities to the barriers teachers cited to using the peer

support service:

I’d rather someone who, well who’s never been to the school and no one’s ever really seen because usually,

if like a teacher that’s been here for a while decides to take up that job, it would kind of be, people would

kind of get the wrong idea and expect, know what they’re going to say, if that teacher has a reputation of

maybe shouting at a student. When they sat down there with that teacher, she’ll say, oh you can talk to

me. They’ll say, oh obviously not, since, for what you’ve done in the past.

Intervention group, student focus group, school 1D

On the back of everybody, all the teacher’s badges they’ve got numbers and stuff for people but again the

people that you’re meant to go to I don’t feel comfortable. There are people, other teachers that I’d feel

comfortable going to but not the ones I’m meant to.

Control group, student focus group, school 4W

I wouldn’t talk to my teacher. I feel like they judge you and then they will tell their teacher friends.

Intervention group, student focus group, school 2L

That’s the thing with school I think there’s so many students I don’t think they can just focus on one that

has probably the same thing that most students have, because with exams and everything, probably half

of the school has like a mental issue, it’s just the way it is these days, most teenagers do.

Intervention group, student focus group, school 4N

On the other hand, there were positive comments made in both intervention and control groups indicating

that it could be helpful to talk to teachers in school about mental health. In addition, students felt that they

TABLE 40 Student-reported help from teachers by study arm

Questionnaire items

Baseline T2

Adjusted ORa,b

(95% CI) p-value
Control,
n (%)

Intervention,
n (%)

Control,
n (%)

Intervention,
n (%)

Asked teacher for help
with a personal problem

832 (47.7) 804 (49.3) 637 (39.1) 580 (40.0) 1.11 (0.92 to 1.33) 0.28

Teacher was helpful
when asked for help

707 (86.2) 691 (86.7) 521 (82.2) 484 (84.0) 1.21 (0.79 to 1.86) 0.38

OR, odds ratio.
a Adjusted for baseline, FSM entitlement and region.
b Reference group: control arm.
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could do this confidentially. Sometimes that person was their tutor, but the most important criterion was

that it was someone with whom the student felt that they had a good relationship:

P4: Sometimes when you feel sad or something you just want to tell someone to get it out of the way . . .

And so telling a teacher is probably better, like it feels better because you know they’re an adult, and

you can trust them but if it’s not really something like that bad, it’s something that’s just blown out

of proportion.

P1: Yeah, I’d either go to the head of year, or a teacher that I feel like I can trust, that I have a really

good relationship with . . . one that you feel like that you can talk to. It doesn’t matter if you have them

for tutorial . . .

Intervention group, student focus group, school 3P

Tutors tend to be like the most understanding and the one you trust the most. I mean, you know, we’ve

done like the whole school, every morning you see them in school.

Intervention group, student focus group, school 2L

Was teacher stress related to supporting students alleviated?
As noted by students in Chapter 4, Did staff and student relationships improve?, one source of teacher

stress is poor student behaviour; therefore, if support for students were strengthened by the intervention,

leading to improved behaviour, then this may reduce this source of work-related stress for teachers.

In addition, feeling better equipped to support students (through skills learnt on the training courses

and having access to better support for themselves) may also reduce stress.

The teacher questionnaires did not ask specifically about stress relating to student support, but they

did ask more generally about stress and satisfaction at work. As shown in Table 6, at baseline, a small

majority of teachers were satisfied with their work, and just under half found their work very or

extremely stressful. The results of the exploratory analysis comparing these outcomes by arm found

no difference between intervention or control schools at follow-up (see Chapter 3, Table 23). Given

that there was no strong evidence that support for students at the whole-school level had materially

changed, and teacher well-being and mental health had not improved, it is unsurprising that stress or

satisfaction levels had not improved in intervention schools.

In the focus groups, there was evidence that teachers found supporting students stressful. Staff talked

about a perceived increase in problems among students, which might be expected to lead to increased

stress among teachers:

If you’re a counsellor, you have no choice but after a certain amount of time to be supervised by another

counsellor in terms of to offload, to clear your own mental health and likewise in the school environment,

we’re never given that opportunity and I think especially with the heads of year or pastoral, he does, they

can deal with a phenomenal amount of issues ranging from the trivial friendship, to suicidal. Now if it’s a

Friday afternoon and they’ve dealt with, I know from experience . . . Friday afternoon they may deal with

three suicide attempts, and then it’s right OK, go back to see the kids and off I go, and then all weekend,

absolutely fixated on those three students, hoping that in the next 48 hours nothing happens and yet

there’s no well-being for those members of staff to actually offload that on someone else, if you see what

I mean.

Intervention group, untrained teachers, school 4N

It’s going to become a bigger and bigger and bigger issue in schools for staff and for students. And actually,

staff being able to help students is going to become more important because we need students to be more

resilient, because what they’re being asked to do is so much more difficult. It’s at a time when curriculums

are being squeezed into subjects that are thought of as important and, therefore, you know, expressive arts,
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things like that, are being squeezed. Everything that’s written in the press. So, you know, I think it’s tough

being a student between the ages of 11 and 18, it’s tough being a teacher.

Intervention group, peer supporter, phase 1, school 1D

Yes, and access to people like Off the Record [young person’s mental health charity, Bristol, UK] and stuff,

I don’t think it’s that straightforward. I’ve had students that have self-harmed and their parents have tried

to contact Off the Record, and there’s another one as well I think, at CAMHS, and they’ve heard nothing

back from them. And that’s, I know that it’s, obviously, an organisation that’s voluntary but, you know,

there’s only so much that I can talk to a child about that kind of stuff, and they do need some more

expert help with that. And sometimes, I think, those organisations, people slip through the cracks I think,

and that’s really unfair.

Control group, untrained teachers, school 2C

There was no indication from the data that the WISE intervention was effective in addressing this

important source of stress.

Contextual challenges to the Wellbeing in Secondary Education intervention
In understanding why the mechanisms in the logic model had or had not been activated, it is important

to consider the context in which the WISE intervention took place. Many of the focus group discussions

and head teacher interviews in both intervention and control schools highlighted the difficult job that

teachers do, and a perception that the profession is becoming more challenging. In addition to the stress

caused by student behaviour and concern about student well-being discussed already, another key issue

talked about was workload and the consequential impact on teachers’ mental health and well-being:

As times goes on I think people will always say the teaching is becoming more and more stressful I think

if you look at lots of public service jobs whether that’s in health care or police or whatever. Resources are

being cut, demands are going up, targets are being set left, right and centre. And it’s fair to say that

people are finding it more and more difficult.

Intervention group, headteacher one-to-one interview

P1: Workload.

P5: . . . in the last few years we’ve had an increase in workload so we’ve had fewer free lessons. We’ve lost

I think three now over 5 or 6 years. Plus more initiatives and bullshit, excuse my French. So it’s just

getting worse and worse and worse and next year we’re losing another lesson. Yeah. People are just sort

of on the floor.

Intervention group, peer supporters, phase 1, school 4N

Yes, my first year of teaching felt, it was just like, at the end of the day, just like lying on the floor being

like, I’ve just had so many battles today, and you don’t battle with anybody anymore. It’s like you put your

head on the desk and you collect your pens and now you leave.

Control group, untrained teachers, school 1K

I think the sense of guilt in our job is massive. It’s like we’ve all been there before and dragged ourselves

into work barely able to stand and I know for myself I’ve had one period of sickness since I’ve been in this

school and that was literally, well my face was out here and there was no way I could come into school,

but by the time I came back, the first person I met was like, oh my God, you’re back, thank God for that.

You can’t go off on the sick again and I had that all day, because of the kids I work with, that sense of

guilt is enormous.

Intervention group, untrained teachers, school 3P
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Part of the workload pressure came from teachers being held accountable for students’ results and

having to meet unrealistic student attainment targets, often without consideration of the broader

context. Teachers were aware that this could be at the detriment of student well-being and offered

an explanation as to why, as discussed above, students perceived teachers to be primarily concerned

about their performance over and above their mental health:

I think perhaps in the sort of last 10 years or so there’s been an increase in how, yes, it’s not enough

just to be a student and do your best. It’s about actually having this very, sometimes quite, well very

challenging in many cases, facilitate unrealistically challenging targets to try and attain. And there’s not

that wider appreciation of a particular student’s context that can be applied to that data to make it a bit

more real. And I think that’s sometimes very, very difficult to balance off as a teacher as well because

you’re kind of, I know this child is doing their best, they may well not get this particular grade, but I know

that we’re doing all we can, they’re doing all they can, and yet, there’s that kind of relentless expectation

to keep on pushing and keep on pushing. And it’s that danger, kind of being aspirational versus being

unrealistically, or being unrealistic, isn’t it?

Control group, untrained teachers, school 2C

As described in this chapter, the WISE intervention had high acceptability in this context.

The majority of participants who attended the training were enthusiastic about the MHFA training

courses and their potential value. Most participants were also positive about the peer support service

in principle. A number of head teachers reflected on the dynamism and enthusiasm displayed by

training attendees following course completion:

Yes, I mean staff were really excited, they were really bubbly, they were really enthusiastic about it. And

they’ve had a couple of meetings as a group of staff to talk about, right, we’ve done the training, it was

brilliant, really useful, how are we going to impact on staff, as well as on students?

Intervention group, head teacher one-to-one interview

This high level of initial acceptability could be explained as schools having reached a ‘tipping point’,

where they had become increasingly aware of the need to address staff mental health and well-being.

A number of participants reflected that schools’ well-being agenda had historically focused on students,

whereas the needs of school staff had remained largely invisible. For example, one teacher made this

observation about the school’s pastoral support:

I’d like to have access to a counsellor as well. I mean I’ve actually, I’ve suffered from, I’m not ashamed to

say, I’m diagnosed with depression, and I actually went to the school nurse and the school counsellor and

said, is there any opportunity for me to have some counselling? They were like, oh you can phone this

number or such and such, go and see your GP [general practitioner]. But it was, no, you can’t come and

talk to me, only the children can. I thought, that’s a shame.

Intervention group, peer supporters, phase 1, school 2L

The emergent prioritisation of staff well-being was not only because of its inherent value, but also

because of a perceived link to teachers’ ability to undertake their professional role and mitigating the

risk of burnout or absence:

I think the peer training that took place at the start of this term, to have staff in school who are

accessible for other staff within school and not members of the leadership team I think gives us a far

better conduit to deal with issues than perhaps otherwise would have been the case. It is about making

sure that our staff feel valued really and if your staff feel valued, they tend to be happier, if there is such

a thing. It can have an impact on staff absence and that, in turn, has an impact on outcomes. You know I

don’t think we can divorce the two. We are an outcomes driven organisation but it is about ensuring that
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the workforce feel valued and if the workforce feels valued and supported, the likelihood is that they are

more likely then to fulfil the goals of the organisation aren’t they.

Intervention group, head teacher one-to-one interview

There was specific acknowledgement of the current sociopolitical context of ‘austerity’ that schools

were operating in, where sustained and increasing resource cuts were reducing the availability of

external support (e.g. youth workers, educational psychologists). The WISE intervention was considered

an innovative and necessary approach in strengthening teachers’ resilience so they could shoulder this

extra burden:

I’m glad it’s being addressed because I think with services being cut and less options to have to refer

students, I can see why they’re making, like putting it in schools because they’re kind of replacing services.

And then one thing we do need is to have a replacement for it, so I think that’s really good.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 1, school 1D

. . . how schools move to up-skill staff now is absolutely vital in terms of what we’re talking about, in

terms of the mental health, in terms of the well-being of students. Do you know what I mean? It is, you

know . . . we’re not going to be able to employ, because we haven’t got the budget, a raft of educational

psychologists. So it’s whether or not there are certain interventions or certain training schemes.

Control group, headteacher one-to-one interview

However, some participants reported what they felt was a tokenistic approach to teacher well-being

and mental health, as opposed to genuine investment and commitment from senior leadership, with a

few hinting that this may have been the approach taken to the WISE intervention:

The one thing I would say in this school context, is it has to be valued by senior management or it’s not

going to go anywhere. Quite often things are tick-box exercises and they’re not committed to and they’re

not evaluated and they’re not valued and there’s so many initiatives that they’re like, let’s have a go at

this, let’s have a go at this. I would hate something as important as this, or potentially as important as

this to just be, oh well there we are, we’ve just ticked another box. It’s got to be meaningful.

Control group, untrained teacher, school 4W

I think a lot of the things we do here is a bottom-up approach, rather than a top-down approach,

so it is . . . the initiative is taken from staff and maybe for me, I think that should be more the role of

leadership or management, and I don’t think that they are that proactive. It comes from the staff body,

so it’s always a bottom up approach.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 2, school 4N

Q: Would you recommend other secondary schools to use mental health first aid training?

P1: I would say, yes, I would, but I think you would have to, it would have to be used in such a way that

it was something the school genuinely wished to do, rather than something, which might have been just

ticking a box and adding on. And I think there’s a danger that, you know, a lot of, not just MHFA but all

sorts of things in a similar manner tick a box, which the school management would like to tick and which

are under pressure to tick. And whether an initiative is genuinely embraced or not is something quite

different to that.

Q: Do you feel that’s the kind of approach this school may have taken, like a tick box?

P1: I’m not really sure I should respond to that.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 2, school 1D
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Perhaps not surprisingly in the light of such observations, a number of teachers discussed their

frustration that the intervention had not become embedded in school life and ongoing processes:

There’s been no, we’ve talked about it again but there’s been, it hasn’t gone into kind of the whole-school

ethos. So there’s been no time to reflect, no time to encourage me to look at like the ALGEE model or how

I’ve used it. There’s been no, it hasn’t been linked to my performance management, you know, like it hasn’t

gone into the ethos of the school, no time’s been given to it and it hasn’t been reflected on, so, therefore,

it just seems like it was a thing we did just for doing sake.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 2, school 1D

Senior leadership were supportive initially but there has not been much interest from them since the set

up. None of them have offered time or leniency with other duties to support the running of the peer

support, or spoken to the team about uptake or usage.

Intervention group, peer supporter feedback meeting, phase 2, school 4S

Such comments indicated that, for at least some participants, the WISE intervention was seen as a

minimally disruptive approach, a tick-box exercise rather than a serious attempt to address the

structural determinants of teacher mental health and well-being. This may have diminished its

acceptability over time, replacing initial enthusiasm with disappointment.

This failure to instigate meaningful change at the school level meant that the peer support service

struggled to really take off, as peer supporters found it difficult to give it the time it needed. Furthermore,

a number of participants described their school environment as characterised by a judgemental and

punitive culture, which left them reluctant to admit any personal or professional challenges:

I don’t often like to admit when I’m struggling. I do feel in this job it’s a judge culture, and I don’t like to

admit when I’m struggling and when I’m finding things really difficult, or difficult to complete, or whether

I’m able to keep up on marking. So whilst it’s there, and as [P3] said, it does raise awareness. Again, I

always have that in the back of my mind.

Intervention group, 1-day MHFA for schools and colleges trained teachers, phase 1, school 4N

This directly impinged on intervention acceptability, manifesting in fears about whether or not the

confidentiality of the peer support service could be retained:

I think it can be good. I think maybe in this instance there were too many. I also think it needs to be, I

was a bit worried because when I look at that list, I see some of the biggest gossips in school on that list.

And I worry, as a member of staff, if it’s meant to be confidential, how confidential would it be? So I

would worry to approach some of the members of staff who are on that list. Now I, obviously, assume, in

the training, that they probably would have been informed that this is a confidential service and that they

should maintain confidentiality. But I think, when I see that list and I know some of the names on that

list, I think, I don’t know if I want to go to that person and give out all of my concerns and issues about

my mental health.

Intervention group, non-trained teachers, phase 2, school 1D

Summary
Although aspects of the logic model were achieved in the intervention schools (notably staff having

access to support and advice, awareness of mental health and self-care being raised and trained staff

having improved skills in supporting students), there was little evidence of whole-school change in terms

of staff and students feeling more supported, and quality of teacher–student relationships improving.

The WISE intervention was delivered against a challenging backdrop of staff feeling overwhelmed with

workload and pressure to perform, a perceived lack of genuine care from senior leaders and a culture of

fear, and there was little evidence that it had addressed any of these issues. Ultimately, these failures to

instigate whole-school cultural change may explain why the intervention did not have a positive effect on
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the outcomes. They may also explain the finding that by T2, according to some measures, control school

participants actually had a more positive view of their school culture relative to the intervention schools,

because they had not had their expectations for change raised. The next section explores other possible

iatrogenic effects of the intervention.

Unintended consequences and potential harms

Did the training cause harm to attendees?
As the training covered many of the common mental health issues and the training’s participatory

nature, there was the potential for it to raise sensitive subjects for the participants. There were two

comments from study team members during observed sessions that indicated one participant became

upset from frustration at the lack of mental health services and another during the section focusing

on suicide:

During the discussion around psychosis one participant became slightly upset at the lack of appropriate

service available to support young people and the school. She gave a personal example when a young

person exhibiting sign of psychosis was referred to inappropriate services and the negative impact on the

young person and their family.

Intervention group, 1-day MHFA for schools and colleges training, observation comment, school 4N

In 2-day observation, in one school [1D] a participant left during the section around suicide. One

participant went out during one of the trainer’s anecdotes about suicide, upset – another participant

followed them to check if OK. Participant then left for the day.

Intervention group, 2-day standard training, observation comment, school 1D

In these cases, the standard MHFA protocol was followed (i.e. trainers ask participants leaving the

room to give a thumbs up if they are OK, otherwise the trainer checks with them whether or not they

need further support).

No participants reported detrimental effects as a result of the training on the feedback forms. In fact,

as noted in Chapter 4, Fidelity to training components and adaptations, the comments on these forms

were overwhelmingly positive, in spite of what trainees acknowledged were difficult topics. During

focus groups, a small number of participants reported that the training activated past experiences and

issues for them, but they were not unduly distressed by this.

Did the peer support service cause harm to peer supporters?
In the peer supporter logs, there were a number of comments indicating that being a peer supporter

could engender positive feelings of self-worth. Peer supporters did not record any major negative

impacts (to themselves or users of the service), but there were a number of comments about the

difficulties in finding time and space to provide support. There were also a smaller number of peer

supporters who indicated feelings of powerlessness (when they did not feel that they could help or

that anything would be changed in school) and upset (because of a very difficult problem or because

they were experiencing something similar themselves):

Just the rushed nature of it; for example one discussion was when I was in the toilet! The colleague

needed to talk so I ended up talking in there and had no break as a result. I didn’t mind but there seems

to be no time to talk properly.

Peer supporter log, school 4V
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I felt a bit helpless as I could see this person was stressed. I spoke to them about practical issues and

ways that they may cut the workload. However, they could not see the wood for the trees in this situation

and it got worse. They are currently off work.

Peer supporter log, school 4Q

Emotional stress and worry for that individual you are concerned about, that come to see you. Lack of

time to spend with staff and follow up.

Peer supporter log, school 2F

Although a buddy system was recommended in the peer supporter guidelines, some peer supporters

still commented on a lack of emotional support for themselves when carrying out the role:

Some staff were visibly upset when talking about the pressures that being a member of peer support staff

puts upon them, especially when considering their own individual situations. The group expressed concern

that with no support ‘above’ them in place (e.g. a counsellor, etc.) to offload upon then the role of PS

[peer supporter] becomes very emotionally draining.

Field notes from peer supporter feedback meeting, phase 2, school 4S

It’s an added difficulty when you’ve got a five-period day and suffer with mental health problems yourself.

It can be a bit overwhelming. It got to the point where I had to avoid someone sometimes just to get a

drink at break. It’s also stressful when a member of staff talks about self harm. While the school business

manager has been very supportive, a number of HOD [heads of departments] under great pressure

themselves have not been.

Intervention group, peer supporter logs, school 2L

The intention was for peer supporters to receive ongoing support from HSCs (Wales) and CAMHS

link workers (England). However, this did not happen because of the trained HSCs not covering the

relevant schools in their day-to-day work and a lack of capacity among local CAMHS teams. If the

intervention was to continue, finding a sustainable way for peer supporters to receive support would

be important.

Did the peer support service cause harm to users?
Unfortunately, we were not able to interview users of the peer support service as planned, despite

attempts to recruit through the peer supporters. In addition, through including direct requests in the

teacher follow-up questionnaires, we received only one volunteer to take part. Therefore, no data were

collected from the user point of view on benefits or harms of using the peer support service. As noted

above, the peer supporters did not log any episodes of harm that they perceived had happened to

users of the service as a result of taking part in the study, although the lack of time and also lack of

safe spaces to provide support may have meant that the experience of using the peer support service

had some negative consequences:

Yes. And it’s like that one where we got interrupted and it was really, that was the end of it that time.

So I made a point of finding them early the next day and sort of saying, sorry, we were interrupted, you

know, I’ve got some time now or we can arrange another time, sort of thing, because I didn’t, because

I felt embarrassed by that, I have to say, because it was just like the moment had gone, so to speak.

And I think it had taken them a bit of time to sort of build up to.

Intervention group, peer supporters, phase 1, school 2L

One person was so anxious about being seen talking to me by certain members of staff, we had to come

up with a cover story so she could feel more relaxed to talk, and then find a remote space where she felt

more comfortable talking.

Peer support log, school 1H
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One peer supporter described the negative consequence of a line manager suspecting support had

been given, showing that concerns about confidentiality described earlier may have been justified in

this school at least:

P2: It was quite a tricky situation with a member of staff, it was only one really particularly, and I was

trying to talk to her about possible actions because of, you know, line management roles and all the rest

of it. And I was making suggestions, which, and it was, and the line manager had a few pops at me, in

terms of, well it’s quite clear you’re supporting that member of staff. And I found that quite difficult,

I mean I rode it off and said, well, I just ignored it really.

Q: So the line manager knew that they’d spoken to you?

P1: Yes, it was uncomfortable really, that was uncomfortable. I mean it wouldn’t stop me doing what

I was going to do and did, because my, because I felt the member of staff was trusting me and I was

trying to advise them, not advise them, trying to say, well you could do this, you could do that, and then

it’s up to you really what you want to do. But that was awkward and I didn’t enjoy that much.

Intervention group, peer supporters, phase 2, school 2L

Possibly resulting from such concerns, the peer supporters in one school identified that since the

formalisation of the support the informal supportive conversations had decreased:

They feel this may impact staff feelings re [regarding] confidentiality and they feel the more informal ‘how

you doing’ conversations have decreased since introducing the service.

Intervention group, peer supporter feedback meeting, phase 1, school 2A

The formalising of support from members of staff, therefore, may have had the iatrogenic effect of

making staff reluctant to approach them to talk about problems, which may have led to a less supportive

environment within the school. However, there were no differences by study arm in perceptions of

how much the school cared for teachers, or the extent of support given to or received by colleagues.

Therefore, the data did not indicate colleagues becoming less supportive towards each other as a result

of taking part in the study.

Programme differentiation and contamination

A final, important series of questions that we explored in the process evaluation were what ‘usual

practice’ entailed, whether or not there was contamination in the control schools and what major

events occurred during the study that may have interfered with the intervention.

The audits were intended to be the main data source with regard to these issues. However, there were

some difficulties with their completion, with key contacts from the school not always being able to

answer all of the questions without consulting their colleagues. Although we invited them to do this, or

to put us in touch with other relevant informants, some data lacked completeness. In addition, some of

the questions were open to interpretation and we were not always able to gather evidence to support

responses. We completed an audit for all schools at baseline, as planned. However, at T2 we managed

to collect audit data from only 18 of the schools, despite several attempts to contact the relevant

staff members.

Usual practice in all schools at baseline
According to the audits, at baseline none of the schools had a specific well-being policy for students,

only one had a policy for staff and another had a ‘stress at work’ policy included in their overall health

and safety policy. However, most schools had some initiatives to improve staff and/or student well-

being, with similar activities featuring in both study arms. For staff, these included mindfulness training,
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well-being groups, addressing workloads (e.g. new methods of marking), flexible working, regular social

times to share food and drink and formal staff support (e.g. through line management and recognition

of good work). For students, initiatives included pastoral care and extra support for vulnerable

students, special assemblies promoting well-being and raising awareness of mental health, mindfulness

lessons, peer mentoring, personal social health and economic education that covered well-being issues.

One school had a pupil well-being group.

In the majority of the schools, informants reported that both students and staff had access to support

services. For staff, this was mostly off-site via a range of providers and included occupational health,

employee assistance programmes and local authority-funded support. For students, counsellors were

generally available on site, either employed directly or working for local organisations. Several schools

reported that these counsellors were available part-time only.

Did the control schools take up similar interventions to the Wellbeing in Secondary
Education study during the study period?
There was no strong evidence in follow-up audits of a large increase in support for staff or students in

the control schools. Data from the head teacher interviews and staff focus groups revealed a range of

initiatives for staff and students that schools had recently implemented, although it was not always

clear whether these had started before or after baseline measures were collected. Those that focused

directly on students included mindfulness training for vulnerable students, a writing project for year 11

students (aged 15–16 years), activities to help students manage stress (including exam stress), student

peer support and homework clubs. One school mentioned that they were co-operating with an external

agency, ‘Kooth’ (London, UK), to provide online mental health support for students:

. . . we’ve got the Kooth pilot . . . which is happening, which has been launched with all our year 7/8/9/10

students at the moment.

Control Group, head teacher one-to-one interview

Some schools described their recent activities to promote student well-being as being big

developments:

The well-being facility is the new thing that we’ve got in this school, so we didn’t have it before and its

being well used, it’s being well used that it’s a big, big development for us . . .

Control group, head teacher one-to-one interview

It’s increased quite considerably this year . . . we did a big push in terms of assemblies and so on. We had

. . . the mental health nurse, talk about the issues surrounding mental health . . . We made the support

mechanisms available to pupils and . . . increased the awareness . . .

Control group, head teacher one-to-one interview

There were also new initiatives to promote staff mental health and well-being, although these were

smaller in number. Some schools had focused on well-being during in-service training days and some

had introduced mindfulness training or activities such as yoga and sports. One had set up a well-being

group for staff and conducted a well-being questionnaire to develop an action plan:

. . . there’s a few things that go on, as a result of that [in-service] day . . . it’s good that it’s on the agenda,

because it wasn’t on the agenda for, I’ve been here 7 years and you’ve been here longer, and I’m pretty

sure it wasn’t on the agenda up until last year, but there’s still quite a lot of work to do with it I think, it’s

probably fair to say.

Control group, untrained teachers, school 1K
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. . . our well-being group for staff has probably been new, we are about to look at the findings of our

well-being survey and look at what we need to do and how the staff action plan related to that.

Control group, head teacher one-to-one interview

One head teacher reported that during the intervention period there had been a shift in the way that

the school thought about staff mental health, resulting in greater consideration of teachers’ well-being

with regard to workloads:

. . . what I would say is I think it’s been far more intrinsic. We’ve been thinking about staff mental health

and well-being in a far more pro-active way, shall we say, in terms of when we’re introducing things, the

work/life balance thing, in terms of what we’re expecting them to do.

Control group, head teacher one-to-one interview

The motivations for the implementation of the different student and staff initiatives by schools were

not clear, apart from an apparent concern to improve well-being of students and staff in the school,

which presumably had motivated the school to sign up to the WISE study.

Is the Wellbeing in Secondary Education intervention differentiable from ‘usual practice’?
As already noted, ‘usual practice’, as identified in the baseline audits, did entail some activities to

support staff and student well-being/mental health. However, components of the WISE intervention

were quite different from the usual practice reported by schools. Post-intervention audits in the

intervention schools revealed some new activities, specifically the employment of a pastoral support

officer to work with year 7 and 8 students (aged 11–13 years), a relaunch of the school council for

students, focus on antibullying and the introduction of a student peer support service. Like the control

schools, some head teachers reported changes that had been instigated recently and, in these cases,

they explicitly put this down to participation in the WISE trial:

. . . during some of the initial [WISE] meetings, it transpired that well-being, because we had a pupil

well-being group but it emerged that there was possibly a staff well-being issue. Issue is perhaps too

strong a word but staff well-being perhaps as an area that wasn’t having enough overt focus as perhaps

was needed.

Intervention group, head teacher one-to-one interview

We’re trying to do things, so for instance, we had the staff who were involved in the project [WISE],

who’ve been trained, we’re now running drop-ins every day after school in the staff room. So there’s free

tea and coffee available every day, there’s posters around the school saying, come along and have

a chat . . .

Intervention group, head teacher one-to-one interview

. . . out of that group of people that have been trained to be peer mentors [through WISE], one of them

came up and said, do you know what, we don’t do enough around staff voice. OK, great, what shall we

do? Well could we have a drop box? So we do . . .

Intervention group, head teacher one-to-one interview

What major events occurred in each study arm?
In many of our study schools, major events and changes that had occurred during the course of the

study were reported in the follow-up audit. Major events were described on the audit forms as things

‘that could have affected teacher and/or student well-being’. Of the 18 schools that provided data

for the follow-up audit, 14 reported at least one major event or change (8/10 control schools and

6/8 intervention schools). The types of incidents are reported in Table 41.
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Schools in both the control and intervention groups experienced some significant events that will have

undoubtably had an impact on staff and student well-being. Schools in both groups experienced most

of the issues, including student deaths, changes in management and staff, and changes to school premises

and structure. However, there were some incidents that were reported in one arm only. In the control

group, three schools reported staff deaths and one school reported two serious incidents where staff

had to intervene to save the life of a student, whereas no such events were reported by intervention

schools. In the intervention group, two schools reported negative feedback from the relevant inspectorate

[Office for Standards in Education, Children's Services and Skills (Ofsted) or Estyn]. One school was given

a ‘requires improvement’ assessment and another was placed in special measures. None of the schools

in the control group reported negative assessments during the study period.

Summary of contamination and differentiation from usual practice
Although the audits indicated that ‘usual practice’ already entailed a certain amount of activity to

support student and teacher mental health, this was broadly similar across both arms. The components

of the WISE intervention were different from usual practice and the control schools did not introduce

components similar to the intervention during the study period. There were a similar number of major

events reported in both study arms, although there were a small number specific to one or other arm.

The possible significance of this is considered in Chapter 5.

Sustainability of the intervention

The findings discussed in previous sections regarding the failure to embed the intervention into ongoing

practice in schools raises questions about how sustainable the intervention would be. Among intervention

funders, there were three issues regarded as important when considering likely sustainability.

One was the extent to which the intervention aligned with the strategic priorities of their respective

organisations, which may affect any future funding, but also the extent to which schools would be

encouraged to take it up:

Yes, it fits well. So you’ll probably be aware that, well I mean we’ve already talked about the sort of

strategic priorities that, you know, are in place. I guess we have also relaunched our healthy schools

programme and the mental health badge, which enables schools to just focus on particularly mental

TABLE 41 Major events reported in audits by control and intervention schools

Major event Number of control schools
Number of intervention
schools

Student death 1 1

Staff death 3 0

Student attempted suicide, rescued by staff 1 0

Child stopped breathing and staff member performed
cardiopulmonary resuscitation

1 0

Change in head teacher 2 2

Changes in leadership team 1 2

Staffing changes and redundancies 3 2

School moved premises, renamed and restructured 1 1

Funding cuts 1 1

Ofsted/Estyn: negative report 0 2

Ofsted, Office for Standards in Education, Children's Services and Skills.
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health, so that they can really dedicate their time to that. It does include an element around the staff

well-being. It does mention mental health first aid training within it. So I mean it’s very well aligned to

that programme of work. And I’d say it’s fairly well aligned to the sort of new policy context and, you

know, developing leads in schools around mental health and sort of teams around mental health.

One-to-one interview, funder 1

. . . one because we recognised that mental health was a priority and looking at the school setting as a

mean of looking at mental health outcomes, secondly, for us it was consistent with our ways of working in

the sense that it was a whole-school model.

One-to-one interview, funder 2

The second was the extent to which the intervention was found to be effective, in a context in which

evidence-informed practice was often considered lacking:

My view would always be if we’ve got interventions that we believe we have an evidence base for and we

believe have a cost effectiveness and they’re working on topics and health outcomes that are important in

a policy and a population perspective, which this one would be, then it’s an easy ask to be honest.

One-to-one interview, funder 2

The third factor was the need to develop an infrastructure so that any future training or rollout could

genuinely stand alone, rather than rely on external support:

The way I would see it being sustainable would be that the various partners/agencies on the ground

commit the resource. If everybody says OK we can give X number of days of so and so’s time in order to

deliver this, then that helps to make it doable. Increasingly now that’s how you make things work. You

provide the opportunity but on the ground people will come together in a coalition to deliver something

under the auspices of one of their local partnerships.

One-to-one interview, funder 2

However, even if these three requirements were met, concerns were still expressed by one of the

funding representatives and some head teachers about difficulty finding the resources needed to

ensure that the intervention became routinised, particularly in terms of providing future training to

replenish peer supporters who may have left the school:

Well I think, unfortunately, the first question that any school would be asking at the moment, is one

based around finance. So, you know, the commitment to the training, for example. So it depends how

that’s funded, how that training is made available. I suppose the other resource cost then is the time that,

the time pressure that it puts on colleagues, in terms of making themselves available.

Intervention group, headteacher one-to-one interview

Given the fact that the intervention was not found to be effective, it is unlikely that funders or schools

would be interested in further exploration as to how to make the intervention sustainable.
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Chapter 5 Discussion

Main findings

TheWISE intervention did not appear to have an effect on the primary outcome of teacher well-being.

There was also no evidence of an effect on teacher depression, student well-being or psychological difficulty,

or on most other individual- or school-level outcomes.There was one small effect for teacher absence as a

continuous variable in the fully adjusted models, but in favour of the control arm.This may indicate that the

intervention actually led to poorer teacher well-being and resultant absence, but it could also mean that

teachers in the intervention schools had become better at identifying when they need to take time off

because of increased awareness of the importance of self-care. Given the number of analyses that were run,

a third explanation could be that this finding was due to chance.There was weak evidence of a change in the

direction that favoured the control schools or lower implementing schools in some of the analyses, which

may indicate harm resulting from the intervention, something explored further below. However, it must be

emphasised that these observed changes were not large and at least some may have been the result of

chance findings due to the number of analyses undertaken.There was also the suggestion of an interaction

between perceptions of school attitude towards student well-being and teacher well-being, with teachers

who were less likely to believe their schools cared about student mental health at baseline having higher

well-being by the end. Other studies have found universal interventions to have heterogeneous effects in

different subpopulations,89 although it must be emphasised that this analysis was underpowered and so

was exploratory. Furthermore, it could be a chance finding, given that we examined a number of different

secondary outcomes.

We found insufficient evidence that the costs of the WISE intervention were justified by any

improvements in staff-, student- or school-level outcomes. The total mean cost per school was

relatively small (£9103). The model of training HSCs to deliver the training used in Wales was slightly

more expensive within the context of this trial. However, it has the potential to be cheaper in the long-

term, as it would mean the MHFA training could be extended to a larger number of schools. It is clear

from the process evaluation that the intervention also has opportunity costs for peer supporters.

Although the proportion of teachers who reported accessing the support was relatively low, the typical

duration of contacts (i.e. 5–30 minutes) and the timing of those contacts (i.e. lunchtime or before and

after school) will have an impact on peer supporters’ time for other activities. Furthermore, there may

be other potential spillover costs, for example increased mental health awareness leading to staff taking

time off for self-care or to seek further help. The intervention also has potential effects on students in

other years, family members and associates of staff that were not captured in the trial. It is also possible

that the full effect of the intervention might become evident over a longer follow-up period. However, we

found no evidence to suggest that either of these factors was likely to have an important impact on our

conclusions. Although there are no direct comparisons with economic evaluations of interventions aiming

to improve the mental health and well-being of teaching staff, several recent trials have evaluated

interventions aimed at improving student social, emotional and mental health.33,77,90 The interventions

evaluated in these trials are diverse and target different aspects of mental health in different age groups.

Nevertheless, some of the economic findings may be generalisable to other school-based interventions to

improve mental health. The choice of valuation method for staff time in intervention training and delivery

is likely to have a strong influence on cost-effectiveness estimates. Interventions that require teachers to

be absent for lengthy training periods will incur costs for the school in obtaining supply teacher cover.

Intervention delivery may have no financial costs for the school, but will have an opportunity cost if it

displaces other aspects of the curriculum. Effect sizes, where present, tend to be small in public health

interventions aimed at the general population of teachers and/or students. Therefore, cost-effectiveness

may be hard to demonstrate within a trial. In this context, it is particularly important for policy-makers to

consider the impact on subgroups of the population (e.g. those with poorer mental health), the sustainability
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of the intervention (e.g. because of high staff and student turnover) and the potential spillover effects

across the school year groups and beyond the school.

It is important to draw on the findings from the mixed-methods process evaluation to understand why

the intervention did not have the hypothesised impact on teacher or student outcomes. Regarding how

well implementation was achieved, fidelity and quality of the 1- and 2-day MHFA training were rated

as good by research team observers, course participants and trainers alike. As has been found in other

studies evaluating MHFA,49 the training improved teachers’ knowledge and confidence to help others.

There were challenges in terms of delivery in the school context, with the risk of interruptions and

timetabling issues. There was no evidence that this had an impact on fidelity or quality because of the

skills of the trainers at working flexibly, but it may have meant that for a few participants they were

distracted or even had to miss parts of the training. The prespecified dosage of the MHFA training

(in total, 16% of all staff in each school) was not achieved in one-third to one-quarter of schools.

A previous RCT found an effect when 15% of the student body was trained to be a peer educator.90

The failure to achieve the target dose in this study may have meant that fewer students or staff received

help from a trained individual, thereby affecting any population-level improvement. Fidelity of the

1-hour awareness session delivered to all teachers was also good and most participants reported

learning gains. However, this session was more variable in terms of acceptability, with some participants

suggesting improvements relating to the focus and delivery approach.

Implementation of the peer support service was more variable. A service was set up in all 12 intervention

schools, and there was evidence that each service was used by some staff. However, peer supporter

dropout created further dosage reductions in some schools, which may have contributed to the lack of

impact. In addition, key aspects of the guidance were not always followed, specifically senior leaders visibly

championing the service and supporting its delivery in practical terms, the establishment of a confidentiality

policy and advertising the service at least once each academic year. These issues were likely to have had an

impact on the key barriers to service use that were highlighted by participants, namely concerns about

confidentiality, concerns that peer supporters did not have time or a safe space to provide support and not

knowing about the service. As a result, although all teachers did have increased access to support, which

was the first step in the logic model, they did not always consider this an acceptable form of support, which

contributed to low service use. This may explain the lack of a population-level impact on staff outcomes.

The importance of having an intervention champion and support from senior management have been

identified as key for success in the child and adolescent health literature.91

Next, we turn to whether or not the mechanisms of change were successfully deployed, as theorised in

the logic model. As already noted, there was evidence that teachers did have improved access to support

if they chose to make use of this, and they also had increased awareness regarding their own and their

students’ mental health and knowledge of how to provide support. According to course attendees,

the MHFA training also improved the quality of support that they were able to provide to students.

However, there was no evidence that this had an impact on the number of students who reported

receiving support from teachers or on their perceptions of how supportive teachers were. This may be

because the number of teachers completing the 1- or 2-day training was too low to see this effect and

there was little evidence of other staff making use of their trained colleagues or learning from them.

However, over half of all teachers received at least 1-hour of awareness raising. An alternative

explanation is that the barriers to seeking help from the student perspective were not addressed.

Specifically, students discussed concerns about confidentiality and a perception that teachers are

interested in their academic performance only.

There was no evidence that the intervention had an impact on the subsequent steps in the logic

model, namely improved teacher–student relationships in the schools and a reduction in stress

related to supporting students. Qualitative findings from the student focus groups in both study arms

included some very negative comments about their relationships with some teachers, although others

acknowledged that students were also responsible for poor-quality relationships, and a majority in the
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student survey agreed that their school and their teachers cared about them. Counterintuitively, some

of the measures in the student surveys showed that students in the control schools had a higher

opinion of teachers’ attitudes towards them and their well-being by T2. This may indicate an unintended

negative effect of the intervention, although the ‘dark logic’ by which this may have come about is

not clear.82 There was some suggestion in the qualitative data of teachers in the intervention schools

becoming disillusioned, which may have affected their commitment to supporting the students, although

there is no evidence from the process evaluation to support this theory. This sense of disappointment

that the intervention did not lead to greater change may also explain the weak tendency towards lower

well-being in the intervention schools and among those trained at the final follow-up than among those

in control schools. It would be important in any future study focusing on teacher well-being to explicitly

monitor this potential for disillusionment and any subsequent implications for teacher or student

outcomes. There was also no evidence that teacher stress had been alleviated or satisfaction at work

improved by the intervention. This is not surprising, as, if quality of relationships had not improved and

large numbers of teachers were not accessing more support, then there would be no reason for stress

to have reduced. Given that many of the mechanisms of change were not activated, at least for large

numbers of the teacher and student populations, the null effect for the main outcomes is perhaps

not surprising.

The final question, which may explain the null finding, concerns the extent to which the WISE

intervention differed from usual practice, and whether there was any indication of contamination, or

of control schools taking up other, equally effective interventions. There was evidence of some new

activity in the control schools to support students and staff over the course of the study. These

activities were not the same as those within the WISE intervention, but this could have diluted any

effects if these activities were equally effective. However, there was also evidence of similar new

activity in the intervention schools, so if the WISE intervention was effective we might have expected

to see this over and above the impact of these other activities. The fact that schools across arms

appeared to remain broadly similar in terms of delivering other activities shows that the WISE

intervention did not have a harmful effect through causing a reduction in other activities supportive of

mental health.

Strengths and limitations

Strengths
To our knowledge, this was the first RCT to evaluate the clinical effectiveness and cost-effectiveness

of an intervention aiming to improve teacher mental health. The prospective collection of cost data

allowed us to evaluate the trade-off between the investment (i.e. of time and money) required of

schools against the potential for improved staff and student health and well-being.

The high response rates from both teachers and students, and the retention of all recruited schools

ensured that the study had sufficient statistical power to identify important differences in mental health

outcomes between study arms. In addition, high response rates and the use of multiple imputation in our

analysis helped limit the risk of reporting bias due to missing outcome data. Collecting baseline data before

randomisation helped to further mitigate risk of bias. The stratified approach to recruitment and sampling

helped ensure that samples were balanced across study arms at baseline, with the exception of student

attainment and teachers leaving for reasons other than retirement, both of which were higher in the

intervention schools. An extensive process evaluation enabled us to answer important questions about

how the intervention was delivered, participants’ experiences of the intervention and the context in which

the intervention was delivered, which helped to shed light on why it did not lead to improvements in

teacher or student outcomes. We successfully achieved delivery of all intervention components in all

intervention schools and, to the best of our knowledge, no control schools took up the intervention during

the study.
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Limitations
The lack of blinding of participants was a limitation, as we cannot be sure that knowing they were in

an intervention school did not affect their responses. Indeed, there were signs that some teachers in

the intervention schools became frustrated by the lack of whole-school change, which may have led

to reporting bias, particularly given that a self-report questionnaire was the main source of outcome

data. A second problem with using self-report measures of well-being and mental health is the risk that

gaining knowledge about mental health may affect how individuals then report their own mental health.

This problem has been discussed in the mindfulness literature, in which those who are more experienced

at mindfulness may paradoxically report themselves as less mindful because of this greater insight.92

An important potential limitation for our economic analysis is that we did not directly collect

information on school staff or student use of mental health services during the follow period. Direct

measurement at 12 months (teachers) and 24 months (teachers and students) would probably have

resulted in recall bias,93 and potentially differential bias between study arms in an unblinded study.

An effective peer support intervention might either increase (because of signposting) or reduce (because

of addressing distress early) health-care use.We know from the log reports that peer supporters discussed

available services in approximately 23% of cases (see Table 31). However, we do not know how many

of these cases were acted on or which help sources were involved. If the trial had demonstrated that

the intervention was effective and efficient from the school’s perspective, it would be less efficient from

an NHS perspective if the peer supporters signposted many more teachers on to general practitioner

and other NHS services. Given that we found no improvement in staff well-being, schools are unlikely

to invest in or sustain the intervention regardless of any possible impact on health services.

Regarding limitations of the process evaluation, it was difficult to confidently measure use of the

peer support service because of the informal way in which it operated, in the context of pre-existing

relationships. It is, therefore, hard to be sure of how extensively the service was used. Furthermore,

because we did not manage to identify enough users of the peer support service willing to take part in an

interview, we were unable to evaluate the quality of the support provided beyond a closed question in the

teacher questionnaire. We did not manage to collect all intended data from all schools; specifically, we did

not collect peer supporter feedback from all schools 1 year after service set up and we did not manage to

complete a T2 audit for all schools.

There were aspects of the intervention that did not go to plan. We did not manage to train the specified

number of teachers in all schools, and numbers reduced further in some cases because of staff leaving.

We were unable to build in more formal external support for the peer supporters from local CAMHS link

workers or HSCs, which may have led to the peer supporters finding the role more challenging and may

also have contributed to the sense that this new role had not been properly acknowledged. Finally, as

discussed above, we were also unable to ensure that the peer support service was delivered as intended,

including, crucially, with support from senior leadership, and with a clear confidentiality policy.

Links to the wider literature

Despite the lack of impact on student mental health, MHFA was viewed as valuable by participants in

terms of improving their knowledge, confidence and skills in responding to the needs of students that

they experienced in their day-to-day roles. It is therefore important to continue to explore effective

ways in which mental health training might be able to be delivered. Building mental health training

into initial teacher training might be one way to ensure that all teachers are equipped to respond

appropriately to vulnerable students in their care, which may lead to greater and more sustainable

changes relating to teacher–student relationships and mental health outcomes. Most MHFA evaluations

have not measured impact beyond 6 months.49 One evaluation of the impact of training parents of

teenagers found improvements in knowledge and confidence were still visible at 2 years, but had
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decreased in effect size.93 Therefore, examining the possibility of delivering regular refresher training

would be important as part of any training delivered to all teachers.

By comparison, the peer support service, although viewed positively as an idea, was not implemented

with the same consistently high fidelity and, partly as a consequence of this, was not well used. Other

evaluations of peer support work have uncovered similar challenges in terms of implementation and

identified the need for such services to have clear expectations around the role and how it fits within

the wider organisation, something that was not always achieved in the WISE intervention.94,95 For such

a service to work well in the school context, it is clear that more work needs to be carried out with

schools and senior leaders to explore where they see this service fitting into the broader context, and

how the role can be more formally recognised as part of the wider work of staff within the school.

In addition, if such an intervention were to be pursued in schools, evidence from the process evaluation

indicates that peer supporters would benefit from more formal supervision, similar to that received by

counsellors. This would of course increase the costs of the intervention.

The failure of the intervention to address barriers to help-seeking expressed by both teachers and

students ultimately meant that there had been no significant change to whole-school culture in relation

to the stigma of seeking help, something reported elsewhere by teachers.24 A theme running throughout

the process data was the difficult job that teachers do and how the situation is worsening. Teachers in

our sample had poor well-being and a high level of depressive symptoms compared with the general

population, and 85% felt that their job was moderately to extremely stressful at baseline. A recent

survey published by the Education Support partnership of educational professionals painted a similar

picture, with 72% of respondents describing themselves as stressed and the sample having a mean well-

being score on the WEMWBS of 44.7.95 Furthermore, resonating again with themes from this study, 60%

of respondents said that they would not feel confident disclosing stress or mental health issues to their

employer and 43% felt that their employer did not support staff mental health adequately. Evaluations of

public health interventions need to take into account the ways in which context may constrain or enable

delivery.96 This wider picture, although confirming the need for interventions to improve support for

teachers, also created a challenging context for the WISE intervention to be implemented in, and to have

a significant and sustainable impact.

Against this backdrop of challenges within the teaching profession, the WISE intervention had initial

high acceptability, as it fitted a wider developing agenda around staff mental health. However, this

acceptability waned over time, as participants realised that it had been minimally disruptive to the

wider, deeply entrenched culture in which they worked,97 characterised by demanding workloads,

high levels of accountability and a fear of asking for support. Hawe98 suggests that the success of an

intervention delivered into a complex system, such as a school, depends on the extent to which that

intervention harnesses and ultimately reconfigures the dynamic properties of that system, including

the social networks therein.98 Schools are complex systems in the sense that they are made up of a

series of interacting subsystems, including the teacher system, the senior leader system, the non-teaching

staff system and the student system. In the case of the WISE intervention, those interactions were not

sufficiently changed to create new customs, norms and expectations within the whole system. Previous

studies have reported that school culture (namely the extent of accountability, how far senior leaders are

seen to care about teacher welfare and connectedness among teachers) can be more influential on teacher

stress and satisfaction than discreet interventions aiming to support them and, indeed, that these school-

level factors can interfere with the successful implementation of such interventions.99–101 In the present

trial, the key initial gains of the WISE intervention (i.e. learning from the MHFA training and provision of a

peer support service) failed to become embedded into ongoing practice in any meaningful way. Therefore,

they did not lead to changes at the system level in terms of the norms regarding expectations made of

teachers and how far mental health is prioritised. The evidence suggested that this led to a certain amount

of disillusionment from teachers who had initially invested willingly and enthusiastically in the intervention,

leaving them with the view that the WISE intervention had been treated as a tick-box exercise. The

difficulties experienced by the peer supporters, particularly regarding role credibility and feeling what they
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were doing was a core part of the organisation, have been reported elsewhere.102 The perceived failure

of senior leadership to prioritise and embed the intervention was raised as a particular sticking point by

participating teachers, and, therefore, future work exploring how to better engage educational leaders in

the task of supporting teachers’ and students’ mental health would be valuable. One recent workplace

RCT delivered mental health training to senior managers within the fire and rescue service, and reported

a positive effect in terms of reduced levels of sickness absence among the staff that they managed.54

Another important avenue to explore is support for senior leaders themselves. The Education Support

survey found that 74% of all education professionals described themselves as stressed and this rose to

84% for senior leaders.95

It was clear from the audit data that a large number of potentially distressing events and changes

can happen in schools over the course of 2 years. However, negative inspections were reported in

intervention schools only, in our sample at T2. Despite regular reports of the stressful impact of an

Ofsted report in the media, there is very little research examining this as a determinant of stress or

poor mental health. Two small-scale studies103,104 have shown associations with increased levels of

stress and sickness absence among teachers during the period just before and just after an inspection.

In addition, one of the studies104 showed that staff morale is generally affected after any inspection,

regardless of the outcome. It is, therefore, possible that this stressor contributed to a particularly

difficult culture among those intervention schools affected, which may have over-ridden any potential

impact of the intervention.

Summary of research recommendations

Future school-based research to improve mental health should focus on the following.

How to fully engage senior leaders in mental health interventions
This may include focusing on training for the leaders themselves, addressing the pressures that they

experience and ways in which these pressures can be alleviated, and identifying facilitators that would

enable them to prioritise mental health. The inclusion of assessment of mental health support for staff

and students in Ofsted inspections may be one way to incentivise senior leaders to give such

interventions the status and investment they require.

How to address the structural determinants of poor teacher mental health, such as high
workload and pressure to perform
The application of systems thinking to public health improvement has become increasingly popular,

in which stakeholders map aspects of the system that influence the outcome of interest and where

change is required. Such an approach could be applied to the school system, with subsequent

evaluation of system-level changes. One characteristic of the system identified in this study is the

culture of silence and stigma around mental health that still pervades much of teachers’ working lives.

Research to understand how this culture is perpetuated and how it can be challenged would be an

important aspect of such system-level work.

How to strengthen relationships within schools (between staff, staff and students, and
staff and senior leaders)
Introducing mental health training to a small group of staff was not enough to see a change in these

relationships. It may be that whole-school changes involving policy and practice are needed to create

more positive and supportive interactions as the norm.

How to build support for schools within the wider mental health services system
In this study, we explicitly planned to set up support for the peer supporters via CAMHS and HSC

teams that were already working in schools, but this proved too challenging in practice. The introduction

of education mental health practitioners to certain local authorities as a consequence of the government’s
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Transforming Children and Young People’s Mental Health Provision: A Green Paper16 may provide a model

in which this can be achieved, although the focus here is on student mental health and not staff mental

health. In the absence of sufficient specialist provision for children and young people’s mental health,

expectations are likely to continue to fall on schools to support ‘low-level’ mental health needs, creating

further stress for busy teachers. One important avenue for future research could be to examine the

feasibility of external services providing formal supervision for school staff to support them in this role.

Whether mental health first aid or other mental health training does have a place within
schools alongside system-level change
The training delivered as part of the WISE intervention was well received by teachers, but there was

evidence that not all knowledge was retained and dosage may not have been sufficient. Future studies

could investigate whether or not the impact increases with a higher dosage and regular top-up sessions.

Consideration could also be given to whether or not particular teachers would benefit most, for example

those who are still in training or newly qualified, and whether or not learning should be more formally

cascaded to colleagues. In addition, ways to more formally recognise the contribution of those who have

received the training to supporting mental health should be explored, for example releasing staff for a

set amount of time each week to engage in support work, although this would add to the costs of the

intervention.

Conclusions

Schools are at a ‘tipping point’. Teacher mental health is becoming increasingly acknowledged as an

important focus for interventions because of high levels of stress and distress, and poor well-being in

this population. The WISE intervention was acceptable, those who engaged with it found it useful and

there was some evidence of a general raising of awareness of the importance of mental health and its

impact in schools. However, it did not have an impact on teacher or student mental health. This is likely

to be because, following the intervention, there was not enough of an increase in support accessed by

staff or students, and there was no evidence of better-quality relationships, reduction in work-related

stress or changes to a school culture characterised by high workload, accountability and fear of asking

for help. Ultimately, the WISE intervention did not create a system-level change.105 Future studies

aiming to support teacher or student mental health need to take a more radical approach that seeks to

understand how to be more disruptive of these systemic, deeply embedded cultural norms. This needs

to include further exploration of how to reduce the stresses faced by senior leaders themselves, and

how to better engage them in supporting sustained and meaningful work towards improved teacher

and student mental health.
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Appendix 1 Teacher questionnaire

 STUDY ID here 

 

 
 

 

 
 

 

 

 

  

  

  

Teacher Questionnaire 
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PART I: Wellbeing at work 
This section asks how you feel about your job, and whether your health (emotional or physical) has affected 
your work recently. 
 

QUESTION A 
1. How satisfied are you with your job as a whole, taking everything into consideration?  Please tick 
one 
 Very satisfied   

 Satisfied       

 A little dissatisfied   

 Dissatisfied   

 Highly dissatisfied   

    

2. In general, how stressful do you find your job? Please tick one 

 Not at all stressful   

 Mildly stressful       

 Moderately stressful   

 Very stressful   

 Extremely stressful   

    

QUESTION B   

In the following questions, health problems refers to any physical or emotional problem or symptom. Please 
fill in the blanks or circle a number, as indicated. 
 
1. During the last four working weeks, how many days did you miss from school because of health 

problems? 

 

  DAYS   

    
    

2. During the last four working weeks, how much did health problems affect your productivity while 
you were working?  
 
Think about days you were limited in the amount or kind of work you could do, days you 
accomplished less than you would like, or days you could not do your work as carefully as usual. If 
health problems affected your work only a little, choose a low number. Choose a high number if 
health problems affected your work a great deal. 
 
 

Health problems had 

no effect on my work 

 
 

Health problems 

completely prevented 

me from working 

0 1 2 3 4 5 6 7 8 9 10 

 

PLEASE CIRCLE A NUMBER 
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PART II: Support at work 
This section asks about providing and receiving support at work. 

 

QUESTION C 
1. How confident would you feel in helping a colleague who appears stressed or down? Please tick 

one 

 Not at all    

 A little bit        

 Moderately   

 Quite a bit   

 Extremely   

    

2. How confident would you feel in helping a student who appears stressed or down? Please tick one 

 Not at all    

 A little bit        

 Moderately   

 Quite a bit   

 Extremely   

    

3. In the past academic year, how often have you provided emotional support to a distressed 
colleague?  Please tick one 
 Never   

 Once or twice       

 Once a term   

 Once or twice a month   

 Once or twice a week   

 Every day   
    

4. In the past academic year, how often have you provided emotional support to a distressed student?  

Please tick one 

 Never   

 Once or twice       

 Once a term   

 Once or twice a month   

 Once or twice a week   

 Every day   
    

5. If a work related problem was making you stressed or down, who would you talk to about it at 

school?  Please tick all that apply 

 I wouldn’t talk to anyone at school        

 A member of the senior leadership team       

 Your line manager (if different)        

 A colleague in a similar role        

 A school counsellor or chaplain         

 Someone else at school         

 Please state their role   
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6. In the past academic year, how often have you talked to a colleague because you were feeling 
stressed or down?  Please tick one 
 Never   

 Once or twice       

 Once a term   

 Once or twice a month   

 Once or twice a week   

 Every day   

 I haven’t felt stressed or down   
    
7. In the past academic year, how often have you wanted to talk to a colleague because you were 

feeling stressed or down but have not felt able?  Please tick one 

 Never   

 Once or twice       

 Once a term   

 Once or twice a month   

 Once or twice a week   

 Every day   

 I haven’t felt stressed or down   
    

Please rate how much you agree with the following statements: 
 
8. This school cares about staff wellbeing 

Strongly agree  

Agree     

Disagree  

Strongly disagree  

 
9. This school cares about student wellbeing 

Strongly agree  

Agree     

Disagree  

Strongly disagree  

 
10. Teachers and students generally have good relationships in this school 

Strongly agree  

Agree      

Disagree  

Strongly disagree  
 

 
11. Staff generally have good relationships with each other in this school 

Strongly agree  

Agree      

Disagree  

Strongly disagree  
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PLEASE GO TO PART III ON THE NEXT PAGE  

12. Are you aware of services to support staff in school? Please tick one 
 Yes   

 No   Please go to Part III on page 6.  

   
13. Please say what services to support staff in school you are aware of. 
  

 

  

 

  

 

 
14. Have you ever used any of these services to support staff in school? Please tick one 
 Yes   

 No   Please go to Part III on page 6.  

   
15. Please say what services mentioned above that you have used. 
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PART III: Your Emotional Health and Wellbeing 
This next section is about how you have been feeling generally in life. 
 

QUESTION D 
Below are some statements about feelings and thoughts.  Please tick the box that best describes your 

experience of each over the last 2 weeks 
 

 

STATEMENTS 
 

 
None of 

the �me 
Rarely 

Some of 

the �me 
O�en 

All of 

the �me 

1 I’ve been feeling optimistic about the future 1 2 3 4 5 

2 I’ve been feeling useful 1 2 3 4 5 

3 I’ve been feeling relaxed 1 2 3 4 5 

4 I’ve been feeling interested in other people 1 2 3 4 5 

5 I’ve had energy to spare 1 2 3 4 5 

6 I’ve been dealing with problems well 1 2 3 4 5 

7 I’ve been thinking clearly 1 2 3 4 5 

8 I’ve been feeling good about myself 1 2 3 4 5 

9 I’ve been feeling close to other people 1 2 3 4 5 

10 I’ve been feeling confident 1 2 3 4 5 

11 
I’ve been able to make up my own mind about 
things 

1 2 3 4 5 

12 I’ve been feeling loved 1 2 3 4 5 

13 I’ve been interested in new things 1 2 3 4 5 

14 I’ve been feeling cheerful 1 2 3 4 5 

 

Warwick-Edinburgh Mental Well-Being Scale (WEMWBS) 

© NHS Health Scotland, University of Warwick and University of Edinburgh, 2006, all rights reserved. 
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QUESTION E 
Over the last two weeks, how often have you been bothered by any of the following problems? (Use “ ” 
to indicate your answer) 
 
 

PROBLEMS 
  

Not at all 
 

Several 
days 

More 
than half 
the days 

 
Nearly 

every day 

1. Little interest or pleasure in doing things 
 

0 1 2 3 

2. Feeling down, depressed or hopeless 
 

0 1 2 3 

3. 
Trouble falling or staying asleep, or sleeping 

too much 
 

0 1 2 3 

4. Feeling tired or having little energy 
 

0 1 2 3 

5. Poor appetite or overeating 
 

0 1 2 3 

6. 
Feeling bad about yourself, or that you are a 

failure or have let yourself or your family down 
 

0 1 2 3 

7. 
Trouble concentrating on things, such as 

reading the newspaper or watching television 
 

0 1 2 3 

8. 

Moving or speaking so slowly that other 
people could have noticed.  Or the opposite – 
being so fidgety that you have been moving 
around a lot more than usual 

 
0 1 2 3 

9. 

 

If you ticked any problems for questions 1-9, how difficult 
have these problems made it for you to do your work, 
take care of things at home, or get along with other 
people?  Please tick one 
 

Not difficult at all0…………. 

Somewhat difficult1…………. 

Very difficult2…………. 

Extremely difficult3…………. 
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PART IV: A bit about you 
In this final section we would like you to tell us a bit more about yourself. 
 

QUESTION F 
   

1. Are you? Please tick one    

 Male   

 Female   

    

2. How old are you? Please tick one   

 25 or under   

 26–35    

 36–45    

 46–55    

 56–65    

 older than 65    

3 Which of the following best describes your teaching post? Please tick one  

 Newly qualified teacher   

 Mainscale teacher   

 Middle leader   

 Senior leadership team member   

 Other   

 Please say what here   

    
    
4. Are you? Please tick one    

 Part time   

 Full time   

    
5. How long have you taught in this school? Please tick one  

 Under a year   

 1–2 years    

 3–5 years    

 6–10 years    

 More than 10 years   

 
6. How long have you been a teacher in schools? Please tick one  

 Under a year   

 1–2 years    

 3–5 years    

 6–10 years    

 More than 10 years   

    

7. Have you yourself ever experienced a mental health problem such as anxiety or depression? 
Please tick one 

 

 Yes   

 No    

    

8. Has anyone in your family ever experienced a mental health problem such as anxiety or 
depression? Please tick one 

 

 Yes   

 No    
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9. Have you ever attended Mental Health First Aid training (MHFA)? Please tick one  

 Yes   

 No    

 Can’t remember   

    

10. Have you ever attended any other training in emotional or mental health? Please tick one  

 Yes   

 No    

 Can’t remember   

    

11. If you answered yes to question 10, please give the name or topic of the training below.  
Please include all that you have attended.  If you can’t remember any details, please state 
“can’t remember”. 

 

   

  

 

 

  

 

 

  

 

 

12. What is your ethnic group? Please tick one   

 White 0  

 Mixed 1  

 Asian or Asian British 2  

 Black or Black British 3  

 Chinese or other ethnic group 4  

    

QUESTION G 
Imagine a peer support service was to be set up in this school, where staff could get advice or support from 
trained colleagues about any concerns to do with work, or with life more generally.  The peer supporters 
would need to be trustworthy, good at listening, and able to offer advice in a non-judgmental way.  Which 
staff members from this school do you think would be good at this job? 
 
Please give up to three names.  Please consider all teaching and non-teaching staff, except members of 
the senior leadership team. Please give a reason as to why you have selected each person if possible. 
 

1a 

 

Name: 

 

 

1b 

 

Reason: 

 

 

2a 

 

Name: 

 

 

2b 

 

Reason: 

 

 

3a 

 

Name: 

 

 

3b 

 

Reason: 
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Thanks very much for your help! 

 

 

 
 

Remember, all the answers you have given are confidential.  If 
you would like to get information or talk to someone about any 
of the subjects in this questionnaire, we have included details 
of relevant websites and helplines on a separate sheet.   
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Appendix 2 Student questionnaire

 STUDY ID here 

 

 
 

 

 

 

  

  

  

Student Questionnaire 
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There are no right or wrong answers to these questions.  If you do not want to 

answer a question you do not have to, just leave it blank and go on to the next one. 

PART I: School staff and you 
Thinking about your life in school right now, please answer these questions.  

 

1. In the past school year, how often have you gone to a teacher to help you out with 

a personal or social problem? Please tick one 

 Never  

 Once or twice  

 Once a term  

 Once a month  

 More than once a mont  

 I haven’t had any 

problems 

 Please go to question 3. 

    
  

 

h  
 Please go to question 4.  

    

2. If you have gone to a teacher for this sort of help, how helpful were they?  Please 

tick one 

 Not at all helpful   

 They helped   

 They helped a lot   

  

 
     

 

  

3. In the past year, how often have you wanted to go to a teacher in school to help 

you out with a personal or social problem, but have not felt able to?  Please tick one 

 Never  

 Once or twice  

 Once a term  

 Once a month  

 More than once a month 

 
     

 

 

  

 I haven’t had any problems   

    

Please rate how much you agree with the following statements: 

4. This school cares about student wellbeing 

 Strongly agree   

 Agree       

 Disagree   

 Strongly disagree   
    
5. Teachers and students generally have good relationships in this school 
 Strongly agree   

 Agree       

 Disagree   

 Strongly disagree   
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PLEASE GO TO PART II on the next page   

6. At my school, teachers care about students 
 Strongly agree   

 Agree       

 Disagree   

 Strongly disagree   
 
7. Teachers at my school listen to the students 
 Strongly agree   

 Agree       

 Disagree   

 Strongly disagree   
 
8. My teachers are there for me when I need them 
 Strongly agree   

 Agree       

 Disagree   

 Strongly disagree   
 
9. Most teachers at my school are interested in me as a person, not just as a 
student 
 Strongly agree   

 Agree       

 Disagree   

 Strongly disagree   
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 PART II: Your Emotional Health and Wellbeing 
QUESTION A 

Below are some statements about feelings and thoughts.  Please tick the box 

that best describes your experience of each over the last 2 weeks 

 

 

 

STATEMENTS 
 

 None 

of the 

time 

Rarely 

Some 

of the 

time 

Often 

All of 

the 

time 

1 
I’ve been feeling optimistic about 
the future 

1 2 3 4 5 

2 I’ve been feeling useful 1 2 3 4 5 

3 I’ve been feeling relaxed 1 2 3 4 5 

4 
I’ve been feeling interested in 
other people 

1 2 3 4 5 

5 I’ve had energy to spare 1 2 3 4 5 

6 
I’ve been dealing with problems 
well 

1 2 3 4 5 

7 I’ve been thinking clearly 1 2 3 4 5 

8 
I’ve been feeling good about 
myself 

1 2 3 4 5 

9 
I’ve been feeling close to other 
people 

1 2 3 4 5 

10 I’ve been feeling confident 1 2 3 4 5 

11 
I’ve been able to make up my own 
mind about things 

1 2 3 4 5 

12 I’ve been feeling loved 1 2 3 4 5 

13 I’ve been interested in new things 1 2 3 4 5 

14 I’ve been feeling cheerful 1 2 3 4 5 

  

Warwick-Edinburgh Mental Well-Being Scale (WEMWBS) 

© NHS Health Scotland, University of Warwick and University of Edinburgh, 2006, 

all rights reserved. 
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QUESTION B 

For each item, please mark the box for Not True, Somewhat True or Certainly True. It 

would help us if you answered all items as best you can even if you are not absolutely 

certain or the item seems daft! Please give your answers on the basis of how things have 

been for you over the last six months 

 

 

 

 

STATEMENTS Not 

True 

Somewhat 

True 

Certainly 

True 

1 
I try to be nice to other people. I care 
about their feelings 

   

2 I am restless, I cannot stay still for long    

3 
I get a lot of headaches, stomach-aches 
or sickness 

   

4 
I usually share with others (food, games, 
pens etc.) 

   

5 I get very angry and often lose my temper    

6 
I am usually on my own. I generally play 
alone or keep to myself 

   

7 I usually do as I am told    

8 I worry a lot    

9 
I am helpful if someone is hurt, upset or 
feeling ill 

   

10 I am constantly fidgeting or squirming    

11 I have one good friend or more    

12 
I fight a lot. I can make other people do 
what I want 

   

13 
I am often unhappy, down-hearted or 
tearful 

   

14 Other people my age generally like me    

15 
I am easily distracted, I find it difficult to 
concentrate 

   

16 
I am nervous in new situations. I easily 
lose confidence 

   

17 I am kind to younger children    

18 I am often accused of lying or cheating    

19 
Other children or young people pick on 
me or bully me 

   

20 
I often volunteer to help others (parents, 
teachers, children) 

   

21 I think before I do things    

22 
I take things that are not mine from home, 
school or elsewhere 
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23 
I get on better with adults than with people 
my own age 

   

24 I have many fears, I am easily scared    

25 
I finish the work I'm doing. My attention is 
good 

   

  

Strengths and Difficul�es Ques�onnaire. © Robert Goodman, 2005 
 

   

 

 

 PART III: A bit about you 

Finally we’d like to know a bit more about you.  We will not be able to tell who you are f

this information. 

 

 1) Are you? Please tick one    

 Male   

 Female   

    

 2) Do you have free school meals? Please tick one  

 Yes   

 No   

    

 3) What is your ethnic group? Please tick one  

 White   

 Mixed   

 Asian or Asian British   

 Black or Black British   

 Chinese or other ethnic group   
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Thanks very much for your help! 

 

Remember, if you would like to talk to someone about 

how you are feeling or any problems you have, you can 

use the list of websites and helplines that you have 

been given. 
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Appendix 3 Questions for peer supporter
feedback meetings

 Have you managed to meet as a whole group?    

  
If yes, how often has this been, who has organised, how it has helped?  

If no,   

a. What has stopped this from happening?  

b. Has a smaller group been able to meet and how many (50% etc?)?  

c. How have you kept the service going without mee�ng?   

  

 Have you set up a buddy system with paired support?  

If yes, has this been working as a method of peer supporters gaining support?  

If no, where do peer supporters get support from if needed? (e.g. school counsellor, other 

support systems in place for staff)   

 If didn’t have one previously, have you set up a confidentiality policy? (obtain a copy if 

possible). Has this worked OK or would you make further changes?  

  
 If did have one, have you made any change to your confiden�ality policy? Has it 

worked OK or would you make further changes?   

  
 Have you re-adver�sed the service?  

a. How have you done this?  

b. Did you use the posters and where did you display them?  

c. If not, why not?   

  

 Do service users choose who they get help from? How do they access the service?  

  

 Do you offer a regular �me/space for people to access help? Or is it all ad hoc? Explore 

where and when if so.  

  

 Is there a senior leader within the school that champions and supports the peer support 

service?  

If yes, how have they done this? Is there anything else you would like them to do?  

If no, why do you think this is? Is there anything you can do to achieve this?  

 Do you think comple�ng the peer supporters log has changed your behaviour as a peer 

supporter? In what ways?  

  

 If this service con�nued at the end of the study, do you think it is likely that you would 

record support given for yourselves? If yes, how would this be done? If not, why not?  

  

 If this service con�nued at the end of the study, can you think of things that could be done 

to mi�gate the impact of peer supporters leaving / dropping out? If they suggest training new 

ones, how likely do you think it is that your school would pay for this?   
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Appendix 4 Topic guides

TOPIC GUIDE - INTERVIEW FOR TRAINERS  
 

Mechanisms of change 

 

For Wales trainers only: 

 What were the strengths and limita�ons of the train the trainer course? 

 If not commented on explicitly How well did the MHFA instructor training prepare you 

to deliver the training to schools? Explore if the same for the 1 and 2 day courses, if 

not, go through each in turn 

 

For all: 

 Can you tell me how delivery of the 1 day training for WISE went?  

o Prompt for what was good and bad 

o Did it vary from one school to another? If so, in what ways? 

o How well do you think this training prepares teachers to support student 

mental health and wellbeing? 

o Is there anything that could be improved to be�er prepare teachers for this? 

 Can you tell me how delivery of the 2 day training for WISE went? 

o Prompt for what was good and bad 

o Did it vary from one school to another? If so, in what ways? 

o England only How did you find delivering the peer support service slides? 

Explore any difficul�es they had with this and what would have helped 

o How well do you think this training prepares school staff to act as peer 

supporters to their colleagues? 

o Is there anything that could be improved to be�er prepare school staff for 

this? 

 Was there evidence of par�cipants gelling as a team? 

 Was there opportunity for them to discuss how to run the PS service? 

 Can you tell me how delivery of the 1 hour MH awareness raising session went? 

o Prompt for what was good and bad 

o Did it vary from one school to another? If so, in what ways? 

o How well do you think this session raises awareness about mental health and 

gives prac�cal pointers to teachers? 

o Is there anything that could be improved to do this be�er? 

 

Contextual barriers and facilitators 

 

 Did difficul�es arise during any of the courses you delivered? Prompt: a�endees 

having to leave, disruptions to the day, lacking equipment, poor space, ge�ng to the 

schools, also non prac�cal e.g. a�tudes of staff…. 

 What if anything could have been done differently to avoid such difficul�es? 

 If not already raised Did you always have enough �me to deliver the courses? Gain 

details of any courses where �mings were too short and how they dealt with this  

o Could the one day course be adapted to fit more easily into a shorter, school 

friendly day? In what ways? If not why not?  

 Were there things that facilitated delivery of the courses? Get details 
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Implementation 

 

For all: 

 As well as MHFA instructor training, what other experiences/training/pre-exis�ng  

personal skills did you draw on to aid your delivery of the courses? 

 How closely do you feel you adhered to the lesson plans/training delivery model in the 

one day courses? 

If applicable 

o What bits did you leave out, add in or change? 

o Why did you undertake these changes?   

 How closely do you feel you adhered to the lesson plans/training delivery model in the 

two day courses? 

If applicable 

o What bits did you leave out, add in or change? 

o Why did/didn’t you s�ck to the model more closely?   

 How closely do you feel you adhered to the slides in the one hour awareness sessions? 

If applicable 

o What bits did you leave out, add in or change? 

o Why did/didn’t you s�ck to the slides more closely?   

 Did your delivery of the course differ across the different WISE schools for the one day 

course?  

If yes 

o In what ways? 

o What caused this? 

 Did your delivery of the course differ across the different WISE schools for the two day 

course?  

If yes 

o In what ways? 

o What caused this? 

 Did your delivery of the course differ across the different WISE schools for the one 

hour session?  

If yes 

o In what ways? 

o What caused this? 

 

For England trainers only: 

 Did your delivery of the 2 day course differ compared to when you have delivered it 

to other se�ngs? In what ways? What caused these differences? 

 Did your delivery of the 1 day course differ compared to when you have delivered it 

at all? In what ways? What caused these differences? 

 How did you decide if someone had successfully completed the course or not? Find 

out if anyone missed any bit of their courses and what happened about this, e.g. passed 

them anyway, sought advice from MHFA or the study team etc.   

 For England trainers only What would usually happen if someone missed some of the 

course?  
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Acceptability 

 

 How well did par�cipants respond to the training? 

o Did this vary from school to school? 

o Did this vary by course – were any more or less popular? 

o What par�cular ques�ons / topics arose? Were you able to address all these? 

Were there any that you couldn’t address? 

o To what extent did par�cipants appear to relate the course to their role in 

schools? Examples 

o To what extent did par�cipants appear to consider their own mental health as 

a result of course a�endance? Examples 

 If you were to deliver the training course to schools again, is there anything you would 

change? If yes, what? 

o Is there anything more the schools could have done to ensure par�cipants 

were adequately prepared for the learning?  

o Is there anything you think schools could do to help par�cipants put their 

learning from the courses into prac�ce? 

 Overall, what is your opinion of the MHFA training and its suitability for school staff? 

 What has your experience been of contribu�ng to the WISE project? 

o Have you experienced any personal benefits or difficul�es through taking part? 

o If you have difficul�es when delivering a course, what support can you access 

from MHFA? 

o For Wales trainers only Can you access any support regarding your MHFA 

delivery for the WISE study via your usual line management/workplace 

support?  

 Is there anything else you want to say about MHFA, or your experience of delivering 

it as part of the WISE project? 
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TOPIC GUIDE - INTERVIEW WITH HEADTEACHER 

Context 

For all:

How long have you been a headteacher at this school? 

What do you think the role of schools is in supporting the mental health and wellbeing

of teachers? 

What do you think the role of schools is in supporting the mental health and wellbeing

of students?

What enables a school to support teachers’ mental health and wellbeing?

What are the barriers to suppor�ng teachers’ mental health and wellbeing? 

What enables a school to support student mental health and wellbeing? 

What are the barriers to suppor�ng student mental health and wellbeing? 

Explore funding, leadership support or not, policy level support or not in the above

four ques�ons if not spontaneously men�oned

What is your view of the things this school currently does to support teacher and 

student mental health and wellbeing? Do they think it is about right, would they like

to do more

Why did your school agree to be involved in the WISE study? [recap what the study is

if necessary, using the info in the headteacher info sheet]

What do you hope the school will gain from being part of the project?

Acceptability of the interven�on and sustainability

For control schools only: 

What do you think of the idea of a peer support service for staff? 

What do you think of the idea of mental health first aid training for teachers to support

students and each other?  

For interven�on schools only: 

– Make sure it is clear that MHFA training and peer support service are two separate 

aspects that we ask about one at a �me.

What do you think of the idea of mental health first aid training for teachers to support

students and each other?  

What if anything have you heard about the mental health training that was delivered 

to staff at this school recently? If needed give a brief summary

Would you like to see more of such training? Why/why not?

o What would help ensure this happened? 

o What might be barriers to this happening? 
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What barriers might prevent this from happening? Explore barriers at individual, 

organisa�onal, and policy level

What do you think of the idea of a peer support service for staff? 

What if anything have you heard about the peer support service in your school, and

how it has been going? If needed give a brief summary

What barriers might arise to it being delivered successfully? 

What will help it to be delivered successfully? 

If found to be effec�ve, what needs to happen to ensure the peer support service in

this school is sustainable? 

Do you think there are any barriers to the sustainability of the peer supporter service? 

If so, what? 

- In the above questions, explore willingness and ability of key individuals, organisa�onal

level factors, policy level factors – prompt them to think about at na�onal level and more

local ini�a�ves (encourage them to be specific about any relevant policies, guidance or

ini�a�ves that they know of) 

Contamination

For all:

Have you introduced any new services/ac�vi�es/events/policies that support teacher 

mental health and wellbeing since September 2016? Explore what, when and why 

they’ve been introduced.

Have you introduced any new services/ac�vi�es/events/policies that support student 

mental health and wellbeing since September 2016? Explore what, when and why 

they’ve been introduced.

Do you have plans to introduce any new services/ac�vi�es/events/policies that

support teacher/student mental health and wellbeing? Explore what, when and why

For all 

Is there anything else you want to say about mental health and wellbeing in schools?

- Explore funding, leadership support or not within the school/academy, policy level support

or not if not spontaneously men�oned

How could the learning from those who a�ended the MHFA training become

embedded in school? 
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TOPIC GUIDE - PEER SUPPORTERS (POST-TRAINING)  
Read through observa�on of this session before conduc�ng focus group and explore anything 

if needed, e.g. key content being missed out, lack of engagement among par�cipants 

 

General 

 

 Collect basic info –how many years in the job, job �tle. 

 

MHFA training for peer supporters 

 

 What did you think of the MHFA training?   

o Coverage of topics, quality of delivery, modes of delivery 

 Which, if any, were the most useful elements of the training? 

 Which, if any, were the elements of the training that could be improved? 

 Which, if any, elements of the training could be given more or less �me? 

 What do you think you learned from the training? (Explore skills, confidence/efficacy, 

knowledge) 

 Have you shared any of the learning with colleagues or students? E.g. staff mee�ngs, 

assemblies 

 How well did the training prepare you for being a peer supporter? 

 Were you given enough informa�on about the peer support service to be able to set 

this up? What else would have helped? 

 Has comple�ng the training had an impact on your own mental health and wellbeing? 

o In what ways? 

 

Find out if they a�ended the 1hour awareness raising session, and if so ask: 

 

 What was your experience of the one hour awareness raising session on mental 

health?  

 Which, if any, elements of the session were useful?  

 How could the session be improved if at all? 

 

Experiences as a peer supporter 

 

 Before becoming a peer supporter, did you already provide much support to 

colleagues?  Please give details.   

 Talk me through what you have done to get the service going since the training 

o What support were you given from school / SLT with this? 

o How is it run – does one person take the lead? Different people take 

responsibility for different aspects? 

 Could you give me some examples of the support that you have offered to colleagues?  

(Type of problems, how they were approached, what they have done to help, any 

par�cular pa�ern in those seeking help e.g. gender, experience in the job, role) 

 Do you think there are par�cular things that help staff approach the service for help?   

 Do you think there are par�cular barriers that make it difficult for staff to approach 

the service for help?  

APPENDIX 4

NIHR Journals Library www.journalslibrary.nihr.ac.uk

120



 Have any difficul�es rela�ng to confiden�ality arisen? Have there been any �mes 

when you’ve had to breach confiden�ality? If so explore details 

 What if anything has been beneficial for you about being a peer supporter? 

 What if anything has been difficult for you about being a peer supporter? (E.g. �me, 

space, lack of support from management, don’t know how to help, emo�onally 

draining – lack of adequate support for themselves) 

o What if anything would address those difficul�es?  

 How have you used the learning from MHFA as a peer supporter? Which aspects? 

Explore content but also quality of support they now provide e.g. more confident/ 

proac�ve, ac�ve listening 

o If not men�oned spontaneously Do you make use of the ALGEE model when 

providing support? 

 Have you used the MHFA training in any other ways? To support colleagues? In other 

roles in school? Support people in personal life? 

 

Into the Future 

 

 Do you have any plans to develop or change the peer support service? Get details 

 How sustainable do you think the service is in your school? 

o What will help it be sustainable? 

o What will get in the way of it being sustainable? 

 Do you think having a peer support service is a good idea for a school? Why/why 

not? 

 What else does the school do to support teachers?  Discuss how useful this is 

 Are there ways teacher support could be improved in this school? 

 Have you no�ced any wider changes in school regarding a�tudes towards mental 

health and wellbeing since the WISE study began (ie. since September 2016)? 

 Is there anything else you want to say about the peer support service or MHFA 

training? 

 Is there anything else you want to say about teacher mental health and wellbeing, or 

mental health and wellbeing in schools generally? 
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TOPIC GUIDE - PEER SUPPORTERS (ONE YEAR ON) 

Experiences as a peer supporter

How has the peer support service been going over the year? 

o What has worked well? 

o What has not worked?

Could you give me some examples of the support that you have offered to colleagues 

over the past year? (Type of problems, how they were approached, what was done to

help)

Do you think the service is used by any par�cular ‘types’ of people? E.g. gender, years 

of experience, role in school.

o Have you tended to be approached by those in the same role? 

o Have you tended to be approached by those who already know you?

Do you think there have been par�cular things that have encouraged staff to

approach the service for help? 

Do you think there have been par�cular barriers that have made it difficult for staff 

to approach the service for help? 

Have any difficul�es rela�ng to confiden�ality arisen? Have there been any �mes 

when you’ve had to breach confiden�ality? If so explore details. 

Has use of the peer support service changed over the past year? In what ways? E.g.

busier as people get to trust it. 

Has anything about the way the service works changed over the past year? E.g. is a 

buddy system s�ll going, how much senior management support the service, explore 

reasons for any changes. 

What if anything has been beneficial for you about being a peer supporter over the 

past year? 

What if anything has been difficult for you about being a peer supporter over the past

year? (E.g. �me, space, lack of support from management, don’t know how to help, 

emo�onally draining – not ge�ng enough support for themselves)

o What if anything would address those difficul�es?

Has being a peer supporter had an impact on your other roles and responsibili�es in

school over the past year?  (Ask about posi�ve and nega�ve impacts)

MHFA training

What do you remember about the MHFA training? 

How have you used the learning from MHFA as a peer supporter over the past year? 

Which aspects? Explore content, but also quality of support e.g. more confident, 

proac�ve, ac�ve listening

o If not men�oned spontaneously Do you make use of the ALGEE model when 

providing support? 

Have you used the MHFA training in any other ways? To support colleagues? In other 

roles in school? Support people in personal life?

Has comple�ng the training had an impact on your own mental health and 

wellbeing? In what ways?

Do you think top up MHFA training would be a good idea for peer supporters?

Why/why not?
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Into the Future

What do you think the main outcomes of the peer support service have been? (for

peer supporters, for individuals receiving help and for all colleagues and students, at

school level?) 

o Do you think there have been any unexpected consequences of the peer

support service (good or bad)? 

Have you no�ced any wider changes in school regarding a�tudes towards mental

health and wellbeing since the WISE study began? (I.e. since September 2016)

How sustainable do you think the peer support service is in your school? 

o Do you think it will con�nue a�er the study finishes? 

o What would make it sustainable?

o What will get in the way of it being sustainable?

How long would you be willing to do this role for? (Reasons)

Do you think having a peer support service is a good idea for a school? Why/why 

not?

What do you think would encourage other schools to take on something like this? 

What else does the school do to support teachers? Discuss how useful this is

Are there ways teacher support could be improved in this school? 

Is there anything else you want to say about the peer support service or MHFA

training? 

Is there anything else you want to say about teacher mental health and wellbeing, or

mental health and wellbeing in schools generally? 
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TOPIC GUIDE - MHFA FOR SCHOOLS TRAINING 
Read through observa�on of this session before conduc�ng focus group and explore anything 

if needed, e.g. key content being missed out, lack of engagement among par�cipants 

 

General 

 

 Collect basic info –how many years in the job, job �tle 

 

Training 

 

 How did you come to a�end the MHFA training? Was asked to a�end, volunteered 

etc. 

 What did you think of the training?  (Did the course meet your expecta�ons/what were 

you hoping to get out of the course?) 

o Coverage of topics, quality of delivery, modes of delivery 

 Which, if any, were the most useful elements of the training? 

 Which, if any, were the elements of the training that could be improved? 

 Which, if any, elements of the training could be given more or less �me? 

 What do you think you learned from the training course? (Explore skills, 

confidence/efficacy, knowledge) 

 Have you shared the learning from the training with colleagues or students? (E.g. 

during team mee�ngs or assemblies) 

 In what ways are you required (formally and informally) to support students’ mental 

health and wellbeing as part of your professional role? 

 How have you used the MHFA training to support students?  Which aspects? Gain 

details of any specific examples – what the problem was, what they did, how it ended. 

o If not men�oned spontaneously Have you made use of the ALGEE model when 

providing support to students? 

 Have you used the MHFA training in any other ways? To support colleagues? In other 

roles in school? Support people in personal life? 

o Has comple�ng the training had an impact on your own mental health and 

wellbeing? In what ways? 

 What else, if anything, would help you support students’ mental health and 

wellbeing?  

 Would you recommend this course to others working in secondary schools?  

Why/not? 

 

Find out if they a�ended the 1hour awareness raising session, and if so ask: 

 

 What was your experience of the one hour awareness raising session on mental 

health?  

 Which, if any, elements of the session were useful?  

 How could the session be improved if at all? 
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Peer support service  

 

 Do you know about the peer support service for staff in your school? If some do and 

some don’t, encourage those who do to tell the others about it. 

 Do you think the peer support service is generally well known about?   

 How has the service been adver�sed? 

 What was your reac�on when you heard about it? Or for those who hadn’t heard 

about it, what do you think of it as an idea?  

 Is the service well thought of / well used in general? 

 Would you ever use it?  Why/not? 

 How it is accessed? Does this work or what improvements could be made to 

accessing it? 

 Are there other ways the service could be improved? 

 Would you ever consider being a peer supporter in the service?  Why/not? 

 

Wider school context 

 

 What else does the school do to support teachers?  Discuss how useful this is 

 Are there ways teacher support could be improved in this school? 

 Have you no�ced any wider changes in school regarding a�tudes towards mental 

health and wellbeing since the WISE study began (ie. Since September 2016)? 

 Is there anything else you want to say about the peer support service or the MHFA 

training? 

 Is there anything else you want to say about teacher mental health and wellbeing, or 

mental health and wellbeing in schools generally? 
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TOPIC GUIDE - MHFA FOR SCHOOLS TRAINING (ONE YEAR ON) 

General 

Collect info about their role. 

In what ways are you required (formally and informally) to support students’ mental

health and wellbeing as part of your professional role? 

MHFA Training

What do you remember about the MHFA training? 

How have you used the MHFA training to support students? Which aspects? Gain

details of any specific examples – what the problem was, what they did, how it ended.

o If not men�oned spontaneously Have you made use of the ALGEE model when

providing support to students?

Have you used the MHFA training in any other ways? To support colleagues? In other 

roles in school? Support people in personal life?

o If not mentioned spontaneously Has comple�ng the training had an impact on

your own mental health and wellbeing? In what ways?

Do you think top up MHFA training would be a good idea? Why/why not?

Do you think offering the training to other colleagues in this school would be a good

idea? Which ones and why / why not?

Would you recommend the course to others working in secondary schools? 

Why/not?

What else, if anything, would help you support students’ mental health and 

wellbeing? 

Peer support service

Do you know about the peer support service for staff in your school? 

o What can you tell me about it? If some do and some don’t, encourage those 

who do to tell the others about it.

o Do you think the peer support service is generally well known about?

How has the service been adver�sed? 

What do you think of it as an idea? 

Is the service well thought of/well used in general? 

Would you ever use it?  Why/not?

How it is accessed? Does this work or what improvements could be made to

accessing it? 

Are there other ways the service could be improved?

Would you ever consider being a peer supporter in the service?  Why/not?
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 Have you no�ced any wider changes in school regarding a�tudes towards mental 

health and wellbeing since the WISE study began (i.e. Since September 2016)? 

 Is there anything else you want to say about the peer support service or the MHFA 

training? 

 Is there anything else you want to say about teacher mental health and wellbeing, or 

mental health and wellbeing in schools generally? 

Wider school context

What else does the school do to support teachers? Discuss how useful this is

Are there ways teacher support could be improved in this school? 
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TOPIC GUIDE - INTERVENTION SCHOOL TEACHERS WHO DID NOT ATTEND 

1 DAY TRAINING  
 

General 

 

 Ask about role in the school 

 

Student mental health and wellbeing 

 

 To what extent are you required (formally and informally) to support students’ 

mental health and wellbeing as part of your professional role? 

 What if anything would help you support students’ mental health and wellbeing?  

 What do you think about the idea of providing mental health first aid training to 

those who work in secondary schools?  If they know about WISE training explore 

views on this, if they know about government ini�a�ve explore views on this 

 Have you learnt anything about the 1 day MHFA training from colleagues who 

a�ended that?  Get details. 

 Have you had any training for suppor�ng student mental health and wellbeing? 

Details 

o If not, would this be useful? 

 

If not already men�oned, find out if they a�ended the 1-2 hour awareness raising session, 

and if so ask: 

 

 What was your experience of the one hour awareness raising session on mental 

health?  

 Which, if any, elements of the session were useful?  

 How could the session be improved if at all? 

 

Peer support service 

 

 Do you know about the peer support service for staff in your school? 

o What can you tell me about it? If some do and some don’t, encourage those 

who do to tell the others about it. 

o Do you think the peer support service is generally well known about?   

 How has the service been adver�sed? 

 What do you think of it as an idea?   

 Is the service well thought of/well used in general?  

 Would you ever use it?  Why/not? 

 How is it accessed?  Does this work or what improvements could be made to 

accessing it? 

 Are there other ways the service could be improved? 

 Would you ever consider being a peer supporter in the service?  Why/not? 
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Wider school context 

 

 What else does the school do to support teachers?  Discuss how useful this is 

 Are there other ways teacher support could be improved in this school? 

 Have you no�ced any wider changes in school regarding a�tudes towards mental 

health and wellbeing since the WISE study began (i.e. September 2016)? 

 Is there anything else you want to say about the peer support service or mental 

health training? 

 Is there anything else you want to say about teacher mental health and wellbeing, or 

mental health and wellbeing in schools generally? 
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TOPIC GUIDE - CONTROL SCHOOL TEACHERS 

 

General 

 

 Ask about role in the school. 

 

Student Mental Health and Wellbeing 

 

 To what extent are you required (formally and informally) to support students’ 

mental health and wellbeing as part of your professional role? 

 What if anything would help you support students’ mental health and wellbeing?  

 Have you had any training for suppor�ng student mental health and wellbeing? 

Details 

o If not, would this be useful? 

 What do you think about the idea of providing mental health first aid training to 

those who work in secondary schools? If they men�on government ini�a�ve in 

English schools, explore views on this  

 

Staff Mental Health and Wellbeing 

 

Imagine a peer support service was set up in this school, in which a number of staff received 

mental health first aid training, and then acted as a confiden�al first port of call for 

colleagues experiencing distress or difficulty. 

 

 What do you think of this service as an idea? Would you like such a service in this 

school? 

 Would you use it?  Why/not? 

 Would you consider being a peer supporter?  Why/not? 

 What does this school do to support teachers?  Discuss how useful this is 

 Are there other ways teacher support could be improved in this school? 

 Have you no�ced any wider changes in school regarding a�tudes towards mental 

health and wellbeing over the past year (since September 2016)? 

 Is there anything else you want to say about peer support or mental health training 

for teachers? 

 Is there anything else you want to say about teacher mental health and wellbeing, or 

mental health and wellbeing in schools generally? 
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TOPIC GUIDE - YEAR 10 STUDENTS 

 

Experience of School 

 

 What is it like to be a student in this school? 

Prompt for posi�ves and nega�ves, ask for examples of what they men�on 

 

Student Mental Health and Wellbeing 

 

 What do you understand by mental health and wellbeing? 

 How does your school support students’ mental health and wellbeing? Give 

examples 

 Do teachers in this school talk about student mental health and wellbeing? When – 

in lessons? Tutor �me? Assembly? What is talked about? 

o Has this changed over the last year or been the same? 

 Do students in this school talk about student mental health and wellbeing? When? 

With whom? What is talked about? 

o Has this changed over the last year or been the same? 

 Do you have any ideas how this school could do a be�er job at suppor�ng student 

mental health and wellbeing? What would you like to see happening?  

 Do you think your mental health and wellbeing can affect your learning? Y/N? Why? 

In what ways?   

 

Teacher-Student Rela�onships 

 

 Do teachers and students have good rela�onships in this school? 

o Has this changed over the last year or been the same? 

 How good are teachers at this school at helping students who have personal or 

emo�onal problems? Let them give examples, but stress they do not have to share 

personal experiences 

o Has this changed over the last year or been the same? 

 How do you think the rela�onship between teachers and students might have an 

effect on students mental health? 

 Do the teachers in your school have good mental health and wellbeing? Why Y/N? 

How do you know?  

 Do you think your teachers’ mental health and wellbeing can affect students? Y/N? 

Why? In what ways?  
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Share vignettes one at a time. Or just do first one if short of time. 

Sam is a 15 year old who has been feeling unusually sad and miserable for the last few 

weeks.  Sam is tired all the time and has trouble sleeping at night.  Sam doesn’t feel like 

eating and has lost weight.  Sam can’t focus on schoolwork and Sam’s marks have dropped. 

Sam puts off making any decisions and even day-to-day tasks seem too much.  Sam’s

parents and friends are very concerned.  

Alex is a 15 year old living at home with both parents. Since starting a new school last year

Alex has become even more shy than usual and has made only one friend. Although Alex’s

work is OK Alex rarely say a word in class and becomes incredibly nervous, trembles, blushes 

and feels sick if asked to answer a question or speak in front of the class. At home, Alex

knows these fears are unreasonable but can’t seem to control them and this really upsets

Alex. 

For each one ask….

If this person went to your school, what do you think the teachers should do to help

them? 

What do you think the teachers would actually do? What makes you say that?

What should anyone else do to help? Who and what?

If time ask additional questions below, otherwise go to closing question.

Additional questions (time depended but not essential for process evaluation)

Who would you go to for support if you had concerns about your mental health and 

wellbeing? School (may name key people), peers, parents, other? Why?

What do you think are the main worries young people have that may affect their 

mental health and wellbeing? 

o Is this the same or different to when you were younger?

Closing question for all 

Is there anything else you want to say about what this school or schools generally

can do to support students’ mental health and wellbeing?

TOPIC GUIDE - INTERVIEW WITH FUNDER REPRESENTATIVES 

 Why did you agree to fund the study? 

 How does the study fit with existing public health priorities/activities in this region? 

 If the intervention is found to be effective, how do you see it continuing/being rolled   

out? Explore barriers and facilitators to this 

o If not covered in above, would you fund a future roll out? 

 Is there anything else you want to say about mental health and wellbeing in schools? 
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Appendix 5 Unadjusted, partially adjusted
and fully adjusted results for teacher
secondary outcomes

TABLE 42 Results for teacher PHQ-8

PHQ-8a,b n

Ratio of geometric meansc

intervention/control (95% CI) p-value

Continuous

Unadjusted model 1733 0.97 (0.98 to 1.07) 0.556

Partially adjusted model 1733 1.00 (0.92 to 1.10) 0.947

Fully adjusted model 1719 1.00 (0.92 to 1.10) 0.964

Binary

Unadjusted model 1733 1.02 (0.66 to 1.57)d 0.934

Partially adjusted model 1733 1.29 (0.83 to 2.00)d 0.255

Fully adjusted model 1719 1.27 (0.82 to 1.97)d 0.279

Categorical

Unadjusted model 1733 0.95 (0.63 to 1.43)d 0.802

Partially adjusted model 1733 1.07 (0.70 to 1.63)d 0.746

Fully adjusted model 1719 1.06 (0.70 to 1.60)d 0.790

a Partially adjusted models adjusted for region and FSM.
b Fully adjusted models adjusted for region, FSM, sex and years of experience.
c Ratio of geometric means reported because of violation of model assumptions.
d Odds ratio (95% CI).

TABLE 43 Results for teacher self-report absence

Absencea,b n

Ratio of geometric meansc

intervention/control (95% CI) p-value

Continuous

Unadjusted model 1732 1.03 (0.98 to 1.08) 0.308

Partially adjusted model 1732 1.04 (1.00 to 1.09) 0.040

Fully adjusted model 1717 1.04 (1.00 to 1.09) 0.042

Binary

Unadjusted model 1732 1.05 (0.77 to 1.44)d 0.746

Partially adjusted model 1732 1.21 (0.90 to 1.63)d 0.210

Fully adjusted model 1717 1.22 (0.90 to 1.67)d 0.203

Categorical

Unadjusted model 1732 1.23 (0.85 to 1.79)d 0.272

Partially adjusted model 1732 1.43 (0.98 to 2.10)d 0.066

Fully adjusted model 1717 1.45 (0.98 to 2.14)d 0.063

a Partially adjusted models adjusted for region and FSM.
b Fully adjusted models adjusted for region, FSM, sex and years of experience.
c Ratio of geometric means reported because of violation of model assumptions.
d Odds ratio (95% CI).
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TABLE 44 Results for teacher presenteeism

Presenteeisma,b n Difference in meansc (95% CI) p-value

Continuous

Unadjusted model 1550 0.02 (–0.27 to 0.31) 0.870

Partially adjusted model 1550 0.12 (–0.14 to 0.38) 0.359

Fully adjusted model 1539 0.12 (–0.13 to 0.37) 0.361

Binary

Unadjusted model 1550 0.95 (0.62 to 1.47)d 0.831

Partially adjusted model 1550 1.00 (0.67 to 1.50)d 0.982

Fully adjusted model 1539 1.00 (0.67 to 1.49)d 0.988

Categorical

Unadjusted model 1550 0.93 (0.64 to 1.37)d 0.732

Partially adjusted model 1550 1.02 (0.71 to 1.46)d 0.919

Fully adjusted model 1539 1.02 (0.71 to 1.45)d 0.935

a Partially adjusted models adjusted for region and FSM.
b Fully adjusted models adjusted for region, FSM, sex and years of experience.
c Control group as reference.
d Odds ratio (95% CI).
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Appendix 6 Unadjusted, partially adjusted
and fully adjusted results for student
secondary outcomes

TABLE 45 Results for student SDQ and WEMWBS

Outcomea,b n Difference in means (95% CI)c p-value

SDQ

Unadjusted model 2703 0.31 (–0.21 to 0.83) 0.249

Partially adjusted model 2703 0.26 (–0.23 to 0.74) 0.300

Fully adjusted model 2702 0.27 (–0.18 to 0.73) 0.241

WEMWBS

Unadjusted model 2701 –0.39 (–1.40 to 0.61) 0.445

Partially adjusted model 2701 –0.36 (–1.42 to 0.70) 0.502

Fully adjusted model 2700 –0.35 (–1.35 to 0.66) 0.500

a Partially adjusted models adjusted for region and FSM.
b Fully adjusted models adjusted for region, FSM, sex and ethnicity.
c Control group as reference.

DOI: 10.3310/phr09120 Public Health Research 2021 Vol. 9 No. 12

© Queen’s Printer and Controller of HMSO 2021. This work was produced by Kidger et al. under the terms of a commissioning contract issued by the Secretary of State for
Health and Social Care. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in
professional journals provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial
reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House,
University of Southampton Science Park, Southampton SO16 7NS, UK.

135





Appendix 7 Unadjusted and adjusted
results for school-level outcomes

TABLE 46 Results for school-level outcomes

Outcomea n Difference in means (95% CI)b p-value

School-level teacher absenteeism

Unadjusted model 13 4.40 (–0.29 to 9.10) 0.063

Adjusted model 13 3.69 (–1.72 to 9.11) 0.151

School-level teacher retirement

Unadjusted model 8 8.31 (–1.89 to 18.51) 0.090

Adjusted model 8 10.78 (–2.17 to 23.73) 0.070

School-level teacher left for other reasons

Unadjusted model 8 19.08 (–74.71 to 112.87) 0.623

Adjusted model 8 47.36 (–148.39 to 243.11) 0.407

School-level student attainment

Unadjusted model 9 0.75 (0.03 to 17.51)c 0.858

Adjusted model 9 1.12 (0.03 to 38.71)c 0.407

School-level student attendance

Unadjusted model 25 0.31 (–0.37 to 0.98) 0.357

Adjusted model 25 0.17 (–0.60 to 0.95) 0.645

a Adjusted models adjusted for region and FSM.
b Control group as reference.
c Odds ratio (95% CI).
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