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Chapter 1  

Educational Leaders’ Health and Well-Being Matter 

Educational leaders are increasingly called upon to incorporate leadership on 

health and wellness into the already challenging work of leading complex organizations 

(Agron, Berends, Ellis, & Gonzalez, 2010). In addition to statutory requirements, K-12 

educational institutions are often asked to take on new roles in improving student and 

community health and promoting improved health and wellness for staff (D. Allensworth, 

Lewallan, Stevenson, & Katz, 2011; Kolbe et al., 2005). In this context, how K-12 

educational leaders understand their own health and well-being and how that shapes their 

leadership become areas of interest. Also of interest is how educational leaders’ health 

and well-being fare in challenging, high-demand positions. Very little research has been 

done on either of these topics.  

Educational leaders must lead on a daily basis in areas related to health and well-

being, including developing and implementing health-related school and district policies, 

leading school and community health initiatives, and supporting healthy environments for 

students and staff—all with implications both for student success and the leaders’ own 

health and well-being. 

Policy Leadership on Health 

The reauthorization of the federal Child Nutrition Act and subsequently the 

School Lunch Act required that schools participating in the programs establish a school 

wellness policy with provisions for parent, student, and other stakeholder input (Child 

Nutrition and WIC Reauthorization Act of 2004, 2004, Healthy Hunger-Free Kids Act of 
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2010, 2010). Implementation of the law and the development of accompanying district- 

and school-level policies ensued over subsequent years, resulting in 99% of children 

enrolled in schools with school wellness policies by the 2010-2011 school year (Chriqui 

et al., 2013). However, the quality of the implementation, the level of compliance with 

the law, and the effectiveness in the translation of policy into action has varied 

considerably; implementation progress has not been on a consistent upward trend (Budd, 

Schwarz, Yount, & Haire-Joshu, 2012; Chriqui et al., 2013; Hoxie-Setterstrom & 

Hoglund, 2011; Longley & Sneed, 2009; Schwartz et al., 2012; Turgeon, 2013). Not 

surprisingly, leader champions and effective leadership have often been cited as key 

factors in effective district and school wellness policy implementation (Agron et al., 

2010; Budd et al., 2012; Probart, McDonnell, Weirich, Schilling, & Fekete, 2008). 

Leadership for Healthy Schools and Communities 

Even before the reauthorization of the federal Child Nutrition Act and the School 

Lunch Act, schools and their leaders were seen to be needed at the forefront of efforts to 

improve both student health and health in their communities (D. D. Allensworth & Kolbe, 

1987; P. B. Cooper, 2003; Resnicow & Allensworth, 1996). Over the last two decades, 

schools have been considered essential partners in helping improve student health and 

reversing the epidemic of childhood obesity (Spradlin, Gard, Huang, Kopp, & Malik, 

2012; Story, 1999; Story, Hayes, & Kalina, 1996). Educational leaders’ roles in support of 

these efforts have been viewed as essential for progress.  

As understanding of the social determinants of health and their impact on student 

achievement develops among educational, health, and community leaders, schools will 

face even greater expectations to address community-wide health improvement and 
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implement school policies and practices to support children’s current and future health 

(D. Allensworth et al., 2011; Huang, Cheng, & Theise, 2013; Lucarelli et al., 2014; M. 

Marmot, Bloomer, Goldblatt, & others, 2013; Satcher, 2010; Viner et al., 2012). 

Employee Health and Well-Being 

In addition to student health, educational leaders are concerned with faculty and 

staff health. Many districts have implemented employee wellness programs to improve 

staff wellness, performance, and productivity (Eaton, Marx, & Bowie, 2007; Herbert & 

Lohrmann, 2011; Kolbe et al., 2005; Oxrieder, 1987; Sackney, Noonan, & Miller, 2000). 

As part of their financial stewardship and labor relations, educational leaders also work to 

improve staff health and to contain rising health care insurance costs (Ezarik, 2003; 

Friery, 2010; Herbert & Lohrmann, 2011; O’Donnell, 2007).  

Leaders’ Health and Well-Being 

Not the least of reasons to understand how educational leaders understand health 

and well-being centers on how those same individuals experience their own health and 

well-being. Educational leadership is a challenging and demanding profession with 

resulting implications for the health, well-being, and wellness of the leader.  

As leaders of sizable enterprises, educational leaders have responsibilities for 

students, faculty, staff, budgets, security, and physical plant, as well as for educational 

outcomes, and community and stakeholder relationships. Educational leadership can be 

intellectually, physically, and emotionally demanding work, often with long hours and 

little time or space for self-care (Eastman & Mirochnik, 1991; W. Gmelch & Swent, 

1984; Huffstutter & Smith, 1989; Koch, Tung, Gmelch, & Swent, 1982; W. C. Miller, 

1979).  
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Impacts of Stress on Educational Leaders 

A significant body of work on educational leaders and stress emerged in the 1970s 

and ‘80s (Eastman & Mirochnik, 1991; W. H. Gmelch, 1988; W. H. Gmelch & Gates, 

1998; Hawk & Martin, 2011; Torelli & Gmelch, 1992). Although little of that research 

focused on actual health impacts of stress, it did document the many of challenges of 

educational leadership positions, including long days at work with many evening hours 

and the stresses of task overload and managing multiple constituencies (Boyland, 2011; 

Glass, Bjork, & Brunner, 2001; W. H. Gmelch & Gates, 1998; Martin & Willower, 1981; 

Sogunro, 2012). 

The published literature has for more than three decades reflected on the role of 

stress in the life of the educational leader (Eastman & Mirochnik, 1991; Huffstutter & 

Smith, 1989; W. C. Miller, 1979). Impacts of stress on physical and mental health have 

been well documented (Backé, Seidler, Latza, Rossnagel, & Schumann, 2011; Bosma, 

Peter, Siegrist, & Marmot, 1998; Cosgrove, Sargeant, Caleyachetty, & Griffin, 2012; 

Ganster & Schaubroeck, 1991; Kivimäki et al., 2012; Steptoe & Kivimäki, 2012). Recent 

studies showed that more than half of superintendents experienced high levels of job 

stress, and principals also reported increased stress (Boyland, 2011; Hawk & Martin, 

2011). Issues with stress extend beyond superintendents and principals to other 

educational leadership positions, such as athletic directors and special education directors 

(Ambrosini, 2013; Judge & Judge, 2009; Wheeler & LaRocco, 2009).  

Education is not the only field where leaders balance competing priorities or 

experience stress; however, education is unusual in the added demands placed on leaders, 

including managing school boards and committees, working with other constituencies 
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and stakeholders, and in many settings, having large ratios of staff for each supervising 

leader (Bohte & Meier, 2001; Eastman & Mirochnik, 1991; Glass et al., 2001).  

Even with its important impacts on health, stress is not, of course, the sole 

dimension of health, well-being, or wellness for educational leaders or any other group. 

Heavy workloads and long hours at work have health consequences beyond stress and are 

associated with symptoms of ill-health, indefinite physical complaints, inadequate 

exercise and diet, and poor lifestyle habits (Shirom, 1989, 2003; Sparks, Cooper, Fried, & 

Shirom, 1997; Spurgeon, Harrington, & Cooper, 1997).  

Leadership styles can positively or negatively affect the health, well-being, and 

wellness of those who are being led, and that can include other educational leaders in 

subordinate roles, as well as the faculty and staff in the organization (Gilbreath & 

Benson, 2004; D. Guglielmi, Simbula, Schaufeli, & Depolo, 2012; Nielsen & Munir, 

2009; Nyberg et al., 2009; Skakon, Nielsen, Borg, & Guzman, 2010; Skakon et al., 2010). 

Skakon, et al., noted that high stress and poor well-being in leaders were associated with 

high stress levels and poor well-being in their subordinates (2010). A recent Gallup study 

found that managers with high-levels of well-being were twice as likely to have high 

levels of engagement in their work and that, in turn, had positive impacts on employee 

engagement, leading to reduced turnover, higher quality work, and higher productivity 

(Mann & Wood, 2015). 

Stress, perceptions of high job strain and low job control, and a disconnect 

between perceptions of effort and rewards have been shown to increase cardiovascular 

disease and accelerate the progression of Type 2 diabetes (Bosma et al., 1998; Cosgrove 
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et al., 2012; Gillespie, Walsh, Winefield, Dua, & Stough, 2001; Kivimäki et al., 2012; 

Steptoe & Kivimäki, 2012). 

Leader Retention and Educational Outcomes 

Leaders’ health and well-being also have budget implications and impacts 

extending to the high cost of leader turnover; effects on staff, organizational effectiveness 

and stability; educational outcomes, student achievement, and long-term success. 

Turnover creates costs to educational institutions in recruiting, hiring, training, and 

retention (School Leaders Network, 2014). A 1994 Nebraska study cited stress and 

personal considerations as key reasons for superintendent turnover; a study of high school 

administrator turnover also cited stress as a key factor (Dlugosh, 1994; Yerkes & 

Guaglianone, 1998). More recently, Federici and Skaalvik examined how burnout and job 

satisfaction in principals leads to motivation to stay or to leave their positions (2012).  

Beyond recruiting and induction costs are costs to students. While it is difficult to 

tease apart cause and effect in the relationship between principal turnover and student 

achievement, the effect is real, with implications even beyond test scores and perhaps 

reaching to future student earnings (A. Miller, 2013; School Leaders Network, 2014). 

What We Can Learn About Health and Well-Being in Other Professions 

Understanding the health and well-being of educational leaders presents an 

interesting gap in the research literature when compared to research on other professions 

and occupations. Review of the research shows a wealth of studies on physical and 

mental health status and well-being of teachers (Borrelli, Benevene, Fiorilli, D’Amelio, 

& Pozzi, 2014; Bowers, 2004; Chambers & Belcher, 1993; R. S. Guglielmi & Tatrow, 
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1998; Mahan et al., 2010; Susoliakova et al., 2014; Sveinsdottir, Gunnarsdóttir, & 

Friḥriksdóttir, 2007). 

Outside of education, studies of physical and mental health status and perceived 

health well-being abound, particularly in those occupations that have responsibilities in 

the care and safety of others. Across the health professions, the health and well-being of 

physicians, dentists, and nurses have been well researched. Other occupations as diverse 

as ambulance, bus, and truck drivers; call center workers; child care workers; domestic 

workers; farmers; firefighters; flight attendants; oil rig workers; pilots; security guards; 

symphony musicians; and waste collection workers, among others, have also seen 

extensive study of physical and mental health status and perceived health and well-being 

(Alfredsson, Åkerstedt, Mattsson, & Wilborg, 1991; Ballard et al., 2006; Charbotel et al., 

2009; DiMatteo & Shugars, 1993; Firth-Cozens, 2001; Fragar, Depczynski, & Lower, 

2011; Fronteira & Ferrinho, 2011; Garrido, Bittner, Harth, & Preisser, 2015; Harrison, 

2008; Kearney, Rafferty, Hendricks, Allen, & Tutor-Marcom, 2014; Magnavita et al., 

2008; Malhotra et al., 2013; McNeely et al., 2014; Middlestadt & Fishbein, 1988; 

Ragland, Krause, Greiner, & Fisher, 1998; Ratner & Sawatzky, 2009; Ross et al., 2007; 

Ruijter, Stegenga, Schaub, Reneman, & Middel, 2015; Rydstedt, Johnsson, & Evans, 

1998; Slack-Smith, Read, Darby, & Stanley, 2006; Sterud, Ekeberg, & Hem, 2006; 

Susoliakova et al., 2014; Sveinsdottir et al., 2007; Sykes, Larsen, Griffiths, & Aldington, 

2012; Yong, Pinkerton, Yiin, Anderson, & Deddens, 2014). In comparison, the gap in 

research and scholarship on the health and well-being of educational leaders stands in 

stark relief. 
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Statement of the Problem 

As noted, K-12 educational leaders have increasing responsibilities for leading 

and improving student, staff, and even community health and wellness. Schools are now 

on the front lines for reducing childhood obesity and increasing physical activity; benefits 

in student performance are also sought from health and wellness programming (Agron et 

al., 2010; Dadaczynski & Paulus, 2015; Ickovics et al., 2014; Joe, Joe, & Rowley, 2009; 

Longley & Sneed, 2009; Story, Nanney, & Schwartz, 2009). Leaders are also under 

pressure to improve staff health to improve performance and reduce health care insurance 

costs (Friery, 2010; Gillan et al., 2013; Herbert & Lohrmann, 2011; Huffstutter & Smith, 

1989).  

Educational leaders also wear a mantle as role models for staff, student, and 

community in their personal and professional behavior and for improving student, staff, 

and community wellness and well-being (Schee, 2009). As one educational leadership 

textbook put it, “…you are in a leadership role and are therefore—for better or worse—a 

role model whose attitudes and practice set the tone…” (Huffstutter & Smith, 1989, p. 

336). As educational institutions and systems move to implement wellness policies, 

having leaders lead effectively and credibly on these issues is imperative for successful 

policy implementation and for realizing the potential benefits to student health and 

achievement (Agron et al., 2010; Budd et al., 2012; P. B. Cooper, 2003; Davis, 2012; 

Schee, 2009).  

The health of educational leaders, and how the leaders themselves perceive their 

health, well-being, or wellness, has been little researched. Only the body of work on 

stress in educational leaders as an aspect of health reaches any level of study or editorial 
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consideration in the published literature in the field. As yet unstudied—or at least 

unpublished— is research about other health consequences to the individuals. Searches of 

literature from the fields of education, health services research, and biomedicine yielded 

virtually no published studies on the burden of illness, rates of disability and premature 

death, health care utilization, or cost of health care services for educational leaders. 

This research study takes an exploratory approach, analyzing data from survey 

research built on established, validated instruments to measure self-reported health and 

well-being and triangulates with qualitative research of K-12 leaders’ perceptions of their 

own health and well-being in the context of their leadership roles. 

Definitions 

Although definitions for health, well-being, and wellness are many and evolving, 

for the purposes of this research and discussion, health is defined as a state of physical 

and mental well-being (Durch, Bailey, & Stoto, 1997; World Health Organization, 1946) 

and is strongly influenced by external social and environmental factors (M. Marmot, 

2005; Stokols, 1992). Well-being, or “happiness,” adds economic, psychological, and 

social well-being to the dimensions of physical and mental well-being in the definition of 

health (Biswas-Diener, Kashdan, & King, 2009; Kahneman & Krueger, 2006). Wellness 

does not as yet have a standardized definition; however, the definition proposed in the 

literature is a “multidimensional state of being describing the existence of positive health 

in an individual as exemplified by quality of life and a sense of well-being” (Corbin & 

Pangrazi, 2001, p. 1). 
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Research Questions 

As educational leaders are called to lead on health and wellness, greater 

understanding is needed on how these leaders perceive their own health and well-being in 

the context of their lives and their work, so that they can lead effectively. These 

underlying questions speak to a larger research agenda than just one study; there is much 

to understand, and other than the literature on stress and educational leaders, little has 

been done as yet. The best way to understand how educational leaders perceive their 

health and well-being is to begin by asking the questions and more deeply exploring how 

those perceptions are expressed in their lives and leadership. This study proposes a mixed 

methods research design, with a combination of quantitative analysis of data on 

educational leaders’ self-reported health and well-being and a qualitative study of how 

leaders’ perceptions of their health and well-being inform their leadership. 

Questions 

1. How do K-12 educational leaders report their own health and well-being on 

measures of self-reported health, health-related quality of life, and well-being?  

2. How do K-12 educational leaders’ perceptions of their health and well-being 

shape their leadership, and how does their work as educational leaders shape 

their perceptions of their own health and well-being? 

Research that begins to answer these questions about how leaders in education 

approach and understand their own health and well-being will begin to provide the 

leaders themselves—and those who work with, supervise, and train educational leaders—

insight into how to better manage and maximize health and well-being.  
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Chapter 2  

Review of the Literature 

Scholarly and lay literature on health, well-being, and wellness is more than 

abundant, but very little addresses the health, well-being, or wellness of K-12 educational 

leaders, who face particular challenges because of the nature of their work and work 

environments. The review of the literature established a framework for understanding 

health, well-being, and wellness in the context of educational leadership, reviewed 

current work and gaps in knowledge and understanding in the field, and assessed current 

methods to measure health, wellness, and wellbeing in response to the research questions. 

Review Strategy 

The review of the literature was conducted in iterative phases and included a 

systematic search of the scholarly literature using several databases and sets of search 

terms. The literature review focused on the following areas: concepts of health, well-

being, and wellness; studies of the health, well-being, and wellness of leaders in 

education and other fields; and literature on study methodology, including instruments to 

measure and compare health, well-being, and wellness; and quantitative research 

methods, and research guides.  

Systematic Search of the Literature 

An initial scoping review of the literature yielded a paucity of literature in several 

areas of interest for this research relating to the health, well-being, and wellness of 

educational leaders and their perceptions thereof. To assure that all relevant research was 

identified, a systematic search and review strategy was developed (Aveyard, 2014; Grant 

& Booth, 2009; Hart, 2011). Key words from journal articles and other resources 
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germane to the study were collected and mapped to the search thesauri of the three major 

databases most applicable to the study: Academic Search Premier, Educational Resources 

Information Center (ERIC), and the National Library of Medicine’s PubMed, as shown in 

Table 2.1. Each database was systematically searched for combinations of subject terms, 

and results were recorded. Searches were focused on K-12 education in the United States 

and limited to peer-reviewed articles in English, published after 1970. The results of the 

systematic search of the literature confirmed results of earlier searches by identifying 

many of the same sources. Although additional sources were identified as a result of the 

systematic search strategy, the yield of previously untapped sources was low and was 

helpful in confirming the lack of studies.  

In addition, free text searches using the search terms that yielded the greatest 

number of results were conducted in each of the three databases and in Google Scholar 

and the Dissertation Abstracts database. References and bibliographies from relevant 

resources were also reviewed to identify authors and articles of interest. A parallel search 

of PubMed was conducted to understand the scope of research on the health and well-

being of other occupational groups not employed as educational leaders. 

Table 2.1  
Educational Leaders, Health, Well-Being, Wellness Search Thesaurus Terms 

Term/Sub-Term Academic 
Search Premier 

ERIC MESH/PubMed 

Health HEALTH Health Health 
Health/Health Behavior Health behavior Health behavior Health behavior 
Health/Attitudes Attitudes toward 

health 
No Term Attitude to 

Health 
Health/Health Status HEALTH status 

indicators 
No Term Health Status 

Health/Mental Health MENTAL health Mental Health Mental Health 
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Term/Sub-Term Academic 

Search Premier 
ERIC MESH/PubMed 

Health/Occupational Health INDUSTRIAL 
hygiene 

Occupational 
Safety/Health 

Occupational 
Health 

Well-Being WELL-being Well Being No Term 
Well-Being/ Psychological WELL-being-

Psychological 
aspects 

No Term No Term 

Well-Being/ Subjective SUBJECTIVE 
well-being 
(Psychology) 

No Term No Term 

Well-Being/ Quality of Life Quality of Life Quality of Life Quality of Life 
Well-Being/Satisfaction SATISFACTION Life Satisfaction Happiness 
Wellness Health Wellness No Term 
Education EDUCATION Education No Term 
Education SCHOOLS Schools Schools 
Leader LEADER Leaders No Term 
Leader No Term Supervisors No Term 
Educational Leader EDUCATIONAL 

Leadership 
Educational 
Administration 

Organization/ 
Administration 

Educational 
Leader/Administrators 

SCHOOL 
Administration  

Administrators No Term 

Educational 
Leader/Administrators 

School 
Administrators 

Administrators No Term 

Educational 
Leader/Administrators-
Psychology 

School Adminis-
trators- Attitudes 

No Term No Term 

Educational 
Leader/Administrators 
Mental Health 

School Adminis-
trators-
Psychology 

No Term No Term 

Educational 
Leader/Administrators 
Mental Health 

School Adminis-
trators-Mental 
Health 

No Term No Term 

Educational 
Leader/Administrators 

No Term Principals No Term 

Educational 
Leader/Administrators 

No Term Vice/Assistant 
Principals 

No Term 

Educational 
Leader/Administrators 

No Term Superintendents No Term 
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Review Results 

The literature review is organized into four thematic areas:  

 Definitions of health, well-being, and wellness; 

 Literature on the health, wellness, and well-being of leaders, specifically 

educational leaders; 

 Literature on measuring health, well-being, and wellness; 

 Literature on research methodology and study design. 

The literature is most fruitful in discussions of health and well-being. The area of 

wellness has a significant volume of literature, but as yet lacks a clear definition or a 

complete sense of the field outside the literature of counseling psychology. As the search 

moved to examine the health, well-being, or wellness of leaders in general, or educational 

leaders specifically, the literature became increasingly sparse, as has been noted by others 

(D. W. Smith, Bibeau, Altschuld, & Heit, 1988; Wells, 2013). The exception was a 

significant body of literature on work-related stress and its general effects, and to a 

significantly lesser degree, the effects of stress on educational leaders’ physical and 

mental health. Literature on educational leaders’ perceptions of their own health, well-

being, and wellness was limited; studies were of varying quality and in many cases 

published in low impact-factor journals or only as dissertations. Although the focus of the 

literature search was on the United States K-12 educational system, journal articles from 

countries with similar educational systems provided interesting perspectives in areas 

where the research in the United States was slim. 
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In Search of Definitions: Health, Well-Being, and Wellness 

Important in this exploration is an understanding of the terms health, well-being, 

and wellness. Although often used interchangeably, the terms have distinct meanings, and 

sometimes incomplete or emerging definitions, drawn from such disparate fields as health 

and public health, counseling and psychology, philosophy, sociology, and economics. The 

terms often overlap in usage and often, as noted by Foster, et al. and “health [is] used 

interchangeably with well-being and wellness.” (2011, p. 7).  

Defining Health 

Current definitions of health derive from the World Health Organization (WHO) 

definition of health in its founding documents in the post-World War II era and described 

as “a paradigm shift in health-related thinking” (Larson, 1999, p. 123). WHO defined 

health as “a state of complete physical, mental and social well-being and not merely the 

absence of disease or infirmity.” According to Larson, “The old paradigm emphasized 

disease, while the new one emphasizes health, functioning and well-being” (1999, p. 

123). Although succinct and elegant, the WHO definition remains aspirational for both 

individuals and populations; few are likely to meet the definition of complete health 

across all three domains at any point in a lifetime.  

The WHO definition of health largely supplanted what has been called the 

medical model of health, defined primarily as “the absence of disease or disability” 

(Larson, 1999, p. 125); however, the medical (or disease) model of health still holds 

preeminence in medical research and many areas of clinical care. Larson and Breslow 

both provided a brief history of the evolution of the medical model of health from the 

more holistic conceptualization of Hippocrates and the ancient Greeks through to the 
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Renaissance philosophers, with the more mechanistic Cartesian view of the body 

separating the mind from the body winning the day over Pascal’s more holistic approach 

(1989; 1999). Looking toward more holistic definitions takes us beyond western 

Cartesian mind-body dualism—that moment in western philosophy where the mind and 

the soul were posited to be separate and distinct from the body—to elements from Asian 

medicine and other traditions (Bishop & Yardley, 2010; Descartes, 1996; Saylor, 2004; R. 

Smith, 2002). Baranowski laid out an early model of health and wellness and disease and 

illness (1981). More recent efforts to revisit and resolve the dichotomy in the disease-

health models include an interesting meta-analysis of qualitative studies in the nursing 

literature, where Jensen and Allen constructed a health-disease continuum based on lived 

experience (1981; 1994). 

The WHO definition broke new ground not just by leaving behind the disease 

focus of the medical model but also by including concept of overall well-being and 

acknowledging mental and social well-being. Although criticized as too far-reaching, the 

WHO definition was subsequently vindicated in its broader reach by the RAND Health 

Insurance Experiment (the foundational work for what would become the Medical 

Outcomes Study and the SF-36 and its offspring) and others (Callahan, 1973; Larson, 

1999). By the early 1990s, the WHO definition had graduated from its utopian label and 

was viewed in the field as conventional wisdom that was shaping public policy 

(Greenfield & Nelson, 1992). The RAND studies, however, eventually failed to find a 

convincing case for including, or at least measuring, the social well-being component in 

the WHO definition and the functional health status measures have focused only on 

physical and mental health (Larson, 1999). 
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We begin to see the re-inclusion of social well-being held by the WHO definition 

in newer constructs of health. While discussions about health often tend to focus on the 

health care system, most of what determines health occurs outside of the health care 

setting. The theory of social determinants of health has been gaining increasing attention 

over the past decade. Certainly the effects of socio-economic status and education on 

health have been well understood for some time. However, the work of Marmot and 

Wilkinson has become central to the field (2006; 2003). What Marmot and Wilkinson 

called the social gradient of health shows a decline in overall age-adjusted mortality 

corresponding to higher incomes both internationally and within the United States 

(Banks, Marmot, Oldfield, & Smith, 2009; 2005; 1997). Sen also noted that deprivation 

also creates deficits in social function (1992). 

The move to further broaden the definition of health continues, bringing together 

the concepts of health, well-being, and wellness. Ryff and Singer posited that positive 

health is more a philosophic than medical question, that “human wellness is at once about 

the mind and the body and their interconnections” and that health is a” multidimensional 

dynamic process rather than a discrete end state” (1998, p. 2). Acknowledging the 

progress made in the last decades in adding context and breadth to the working 

definitions of health, this study uses the WHO definition, which remains broadly 

inclusive of all aspects of health and is fresh and relevant even after fifty years. 

Social Construction of Health 

During the period of the most heated critique of the WHO model, discussions 

emerged on the social construction of health (Fine, Peters, & Lawrence, 2007). We can 



 
EDUCATIONAL LEADER HEALTH AND WELL-BEING 18 
 
begin to see this in an influential work by Ivan Illich, as in this example from a speech 

based on his book, Medical Nemesis: 

The level of public health corresponds to the degree to which the means and 

responsibility for coping with illness are distributed amongst the total population. 

This ability to cope can be enhanced but never replaced by medical intervention 

in the lives of people or the hygienic characteristics of the environment. That 

society which can reduce professional intervention to the minimum will provide 

the best conditions for health. The greater the potential for autonomous adaptation 

to self and to others and to the environment, the less management of adaptation 

will be needed or tolerated. (Illich, 2003, p. 921) 

We see further echoes of this in yet another influential definition that speaks to 

the need for social and environment adaptation to support health:  

Health is a state of well-being and the capability to function in the face of 

changing circumstances… Health is, therefore, a positive concept emphasizing 

social and personal resources as well as physical capabilities. Improving health is 

a shared responsibility of health care providers, public health officials, and a 

variety of other actors in the community who can contribute to the well-being of 

individuals and populations.” (Durch et al., 1997, p. 41)  

Durch, Bailey and Stoto lead us into Larson’s fourth model of health, which he 

terms the environmental model and defines as “adaptation to physical and social 

surroundings—a balance free from undue pain, discomfort, or disability” (1999, p. 125). 

Stokols and colleagues have developed this into the socio-ecological model or socio-

environmental of health, accounting for the intersection between the health promotion 
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aspects of the wellness model and the complex interactions between individuals, 

populations, and their physical and social environments (2000; Sallis, Owen, & Fisher, 

2008; 1992). As developed over time, the social-ecological model identifies 

environmental domains—individual or intrapersonal, interpersonal or social, institutional 

or organizational, physical environment, community and policy that interact to create or 

limit health (Golden & Earp, 2012). The social-ecological model has been also been 

deployed as a framework for looking at health in the environment of the community and 

in the workplace and the impacts of workplace roles on health (Ettner & Grzywacz, 2001; 

John, McCahan, & Gaulocher, 2012; McGannon, Busanich, Witcher, & Schinke, 2014; 

Stokols D, Pelletier KR, & Fielding JE, 1996). Building on the social-ecological model of 

health, the social determinants of health model is now emerging into prominence with 

seminal work by Sir Michael Marmot and others (2005; 2006; Vingilis & Sarkella, 1997). 

Defining Well-Being 

Well-being as a concept is central to the WHO definition of health, threaded 

throughout the wellness model of health, and implicit in the socio-environmental model. 

Well-being, called Subjective Well-Being (SWB) and Psychological Well-Being (PWB) 

in the psychological literature, and sometimes just referred to as “happiness” in the 

economics literature, is inextricably tied to perceptions of health; it is also the area where 

health, psychology, and economics converge. Keyes, Ryff, and Shmotkin delineate the 

two terms from psychology: “Subjective well-being (SWB) is evaluation of life in terms 

of satisfaction and balance between positive and negative affect; psychological well-

being (PWB) entails perception of engagement with existential challenges of life,” which 

may connect PWB to some of the more spiritual or other-directed aspects of some of the 
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constructs in frameworks for understanding wellness (2002, p. 1007). Ryan and Deci 

provide an overview of the research on SWB and PWB, including the relationship of 

emotional and physical health to well-being and the impact of social class and wealth to 

well-being (2001). Tying well-being and mental health to public health, Keyes and 

Simoes connect well-being to impacts on physical health in their study of mental health, 

in this case defined as SWB, related to mortality rates (2012). 

In an article summing up three decades of work in the field of SWB, Diener, Suh, 

Lucas, and Smith describe the correlation of health to SWB and life satisfaction and note 

that the connection is more with perceptions of health than objective health status (1999). 

We should not leap back to Cartesian mind-body dualism, however, and conclude that 

happiness or unhappiness has no impact on health. Indeed, Ryff and colleagues connect 

research on the physical impacts of interpersonal well-being, and Kahneman and Krueger 

note the connection between cortisol levels and SWB and the potential for health impacts 

over time (2006; Ryff, Singer, & Love, 2004). So it appears that unhappiness may indeed 

adversely affect health, and that less than optimal health has varying impacts on 

happiness, or SWB (Diener et al., 1999).  

Kashdan and Biswas-Diener provided an excellent history and summary of the 

study of well-being and happiness, delineate the difference in the study of hedonia 

(equated with SWB) and eudaimonia (equated with PWB), and suggest that the two fields 

should come closer together—that neither SWB nor PWB presents a full picture of well-

being, happiness, or “The Good Life” (2008, p. 228).  

The field of economics adds to the discussion of well-being, with research into the 

impact of income, employment and other factors on happiness and well-being, to the 
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point of identifying formulae for calculating happiness (Dolan, Peasgood, & White, 

2008). In a relatively recent review of SWB in the economic literature, Dolan and 

colleagues found a strong relationship between SWB and physical and psychological 

health (2008). National indices of well-being, such as the Canadian Index of Well-Being 

and the Gallup Healthways Well-Being Index have developed composite measures of 

population well-being (2012; 2012). 

For the purposes of this study, we turn to Ryff for this definition of psychological 

well-being, which is to “possess positive self-regard, mastery, autonomy, positive 

relationships with other people, a sense of purposefulness and meaning in life, and 

feelings of continued growth and development” (1995, p. 103).  

Defining Wellness? 

Wellness is a term much used but with little agreement on a clear definition 

(President’s Council on Physical Fitness and Sports (U.S.), 2001). It is noteworthy that 

neither the National Library of Medicine’s Medical Subject Headings (MeSH) or EBSCO 

have wellness available as a defined search term. In the opening paragraphs of their 

excellent article on the theoretical basis of wellness assessment, Hattie, Myers and 

Sweeney use the terms wellness, health, and well-being almost interchangeably in 

defining the concept of wellness (2004). Bishop and Yardley synthesized Hughner’s and 

Kleine’s 2004 work on laypersons’ views of wellness and characterized three dominant 

themes: “wellness as the absence of illness (to be health), wellness as the ability to carry 

out daily tasks (to do health) and wellness as positive vitality or wellbeing (to have 

health)” (2010). 
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Larson takes us towards wellness in his continuum of health definitions to the 

wellness model of health, which he defines as “health promotion and progress toward 

higher functioning, energy, comfort, and integration of mind, body, and spirit” (Larson, 

1999, p. 125). Unlike the WHO model of health, no seminal document for the wellness 

model of health emerges, but rather represents an accretion of thinking, evidence, and 

articles. According to Larson, the wellness model makes even more explicit the mind-

body connection and the connection between health behaviors and improved health and 

longevity (1999).  

Numerous theorists have delineated multiple dimensions of wellness, but none of 

the constructs of dimensions of wellness seem to entirely agree; Foster and Keller neatly 

summarize the dimensions across nine conceptualizations of wellness without finding 

complete alignment in the work of any of eleven researchers (Foster & Keller, 2007). 

Health, Well-Being, and Wellness in Educational Leaders. 

Educational leaders lead in challenging environments, which can create intense 

physical and psychological demands on those same leaders (Hawk & Martin, 2011; 

Huffstutter & Smith, 1989; W. C. Miller, 1979; Sogunro, 2012). Educational leaders are 

concerned about the health and safety of their students and their staff and with promoting 

an environment that supports good educational outcomes, promotes employee and 

student well-being to create a productive and harmonious organization, and creates a 

climate that supports good health and healthy behaviors (Dadaczynski & Paulus, 2015; 

Ickovics et al., 2014; Lucarelli et al., 2014). Leaders can also be under pressure to 

improve staff health to maximize job performance and reduce health care insurance costs 
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(Friery, 2010; Gillan et al., 2013; Herbert & Lohrmann, 2011; Huffstutter & Smith, 

1989).  

Increasingly leaders are asked to lead, as well, on health and wellness at the 

school level and in the community (Agron et al., 2010; P. B. Cooper, 2003; Kann, Brener, 

& Wechsler, 2007; Lucarelli et al., 2014; Story et al., 2009). Whether or not individual 

educational leaders may wish to serve as role models, they are often seen as models for 

healthy behaviors and lifestyles for students, staff, and community (Dadaczynski & 

Paulus, 2015; Huffstutter & Smith, 1989; Schee, 2009).  

Given this context, understanding how educational leaders perceive their own 

health, well-being, and wellness is of great interest. The literature, however, does not 

provide us with much guidance on how leaders in general, and educational leaders in 

particular, approach their own health, well-being, or wellness, describe or report their 

own health or well-being, or how they see their role in leading in these spheres.  

Leaders’ Health and Well-Being 

In a review of health and well-being in the workplace from the literature of 

organizational theory and management, Danna and Griffin provide a thorough summary 

of how organizations related to workers, but little on how leaders in those organizations 

see their own health and well-being (1999). As the leading article in a special issue of the 

Journal of Management Studies focused on organizational health, Quick and colleagues 

discuss the attributes of a healthy leader in a healthy organization, including attributes of 

integrity, courage, and vigor in leaders, with the term vigor having relationship to health 

and well-being (2007). Dolbier et al. and Ilies et al. describe how self-leadership 

improves physical and psychological health and work outcomes and further outline the 
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relationship between authentic leadership and eudaimonic well-being in two articles that 

touch on leadership style and well-being (2001; 2005). 

Skakon and colleagues undertook a systematic review of three decades of 

research to understand how leaders’ well-being and leadership style affected employee 

well-being (2010). They concluded that the research offered support, though limited, for a 

connection between leader stress and well-being both in positive and negative directions, 

at the same time recommending further research to understand the theoretical connection 

(Skakon et al., 2010). Kuoppala and colleagues conducted a systematic review and meta-

analysis and found moderate association between good leadership and employee well-

being, job performance, and decreased employee use of sick leave (2008). Dina 

Guglielmi and colleagues’ work confirmed a link between principals’ leadership and 

employee health and well-being, as did Landsman three decades earlier (2012; 1978). 

Educational Leaders and Health. 

Literature on health, well-being, and wellness in educational leaders is limited; in 

1988, Smith et al. commented on the paucity of educational research on the health status 

of educational administrators, and it appears from a review of literature since then that 

little has changed (Green, Malcolm, Greenwood, Small, & Murphy, 2001; 1988; Wells, 

2013). In comparison, a significant body of scholarship exists on many aspects of health 

and well-being for other occupational groups, including teachers; health professionals 

such physicians, dentists, nurses, and others; and other occupations ranging from truck 

drivers and flight attendants to child care workers, symphony orchestra musicians, and 

domestic workers (Apostolopoulos, Sönmez, Shattell, Gonzales, & Fehrenbacher, 2013; 

Ballard et al., 2006; Borrelli et al., 2014; Chambers & Belcher, 1993; Fronteira & 
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Ferrinho, 2011; Harrison, 2008; Mahan et al., 2010; Malhotra et al., 2013; McNeely et 

al., 2014; Middlestadt & Fishbein, 1988; Oyama & Fukahori, 2013; Ruijter et al., 2015; 

Slack-Smith et al., 2006; Vanata & Bumbalough, 2013; Verhoeven, Kraaij, Joekes, & 

Maes, 2003).  

Much of the literature that does exist is related to how educational leaders do—or 

don’t—manage job-related stress (Blaise, 1996; Carr, 1994; W. H. Gmelch, 1983; Hawk 

& Martin, 2011; Huffstutter & Smith, 1989). While most articles portray stress as a 

problem for educational leaders, an occasional dissenting voice emerges (Milstein, 1992). 

Some articles and dissertations dig more deeply, such as the studies of school principals 

by Dierksen, and those by Beisser and Dewa and their colleagues, where there is some 

limited study of physical and mental health status and more reflective aspects of wellness 

and well-being are included (2014; 2009; 2005). Dierksen used the Perceived Wellness 

Survey instrument in a study of Kansas school principals; among the findings were that 

women principals and principals who were married had higher levels of perceived 

wellness and that principals from racial and ethnic minorities had higher levels of 

spiritual wellness (2005). Smith et al. used the General Well-Being Questionnaire to 

survey school principals, which in addition to questions about well-being included 

questions about hours of sleep, exercise, and common physical complaints, concluding 

that on average principals were engaged in several important health behaviors. It is worth 

noting in the Smith et al. study, that with an n of 66, 92% of the responding principals 

were male and only 8% were female, which likely does not present a full picture of the 

demographic range of school principals either now or at that time (1988). 
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Several of the studies that inform the research questions of this study are focused 

outside of the United States; similar studies have not been conducted in the United States. 

Dewa and colleagues used an administrative database of Ontario school administrators 

that included a functional health status measure to study the relationship between 

working conditions and physical and mental health in school principals, finding that a 

quarter of school administrators had low physical health status and half had low mental 

health status (2009). In Australia, Carr found that more than 37% of principals had high 

levels of anxiety or depression due to work-related stress (Carr, 1994). Another 

Australian study of primary school principals was one of the few that collected physical 

health data; although the principals reported lower smoking rates, their cardiovascular 

health was poorer than their socioeconomic status peers, which the authors attributed to 

higher stress levels (Green et al., 2001). In another study to use medical data, researchers 

in Germany used medical examination results of principals seeking early retirement for 

insight on morbidity and its impact on early retirement (Weber, Weltle, & Lederer, 2005). 

In that study, Weber and colleagues found that of the 84% of principals confirmed 

eligible to retire early due to illness, 45% had a psychiatric or behavioral illness; other 

prevalent illnesses included cardiovascular disease, muscular-skeletal disease, and 

malignancies (2005). 

Heavy workloads and long hours at work, as experienced by many educational 

leaders, have health consequences and are associated with symptoms of ill-health, 

indefinite physical complaints, inadequate exercise and diet, and poor lifestyle habits 

(Bannai & Tamakoshi, 2014; C. L. Cooper, 1996; Kivimäki et al., 2015; Shirom, 2003; 

Sparks et al., 1997; Spurgeon et al., 1997; Virtanen et al., 2012). Leithwood and Jantzi 
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confirmed earlier research on the impact of leadership on student outcomes and found a 

weak but significant effect of educational leader self-efficacy on student learning (2008). 

Leadership styles can also positively or negatively affect the health, well-being, and 

wellness of those who are led, which can then affect educational leaders in subordinate 

roles as well as faculty and staff in the organization (Gilbreath & Benson, 2004; Nielsen 

& Munir, 2009; Nyberg et al., 2009; Skakon et al., 2010). 

Educational Leaders’ Health and Stress 

More than three decades of research have developed a picture of stress in 

educational leadership positions (Blaise, 1996; Eastman & Mirochnik, 1991; Huffstutter 

& Smith, 1989; W. C. Miller, 1979; Milstein, 1992; Queen & Queen, 2004). Education is 

not the only field where leaders balance competing priorities or experience stress; 

however education as a field is unusual in some of the added demands it places on its 

leaders, including long work hours, managing school boards and committees, working 

with other constituencies and stakeholders, and having large ratios of staff for each 

supervising leader (Bohte & Meier, 2001; Eastman & Mirochnik, 1991; Glass et al., 

2001; W. H. Gmelch & Gates, 1998; W. Gmelch & Swent, 1984; Martin & Willower, 

1981; Sogunro, 2012; Torelli & Gmelch, 1992; Wells, 2013).  

Beginning with Selye, the negative impacts of stress, particularly work-related 

stress, on physical and mental health have been well documented (Backé et al., 2011; 

Ganster & Schaubroeck, 1991; Kivimäki et al., 2012; 1978; Steptoe & Kivimäki, 2012). 

Recent studies show that more than half of superintendents experienced high levels of job 

stress, and principals also report increased stress (Boyland, 2011; Hawk & Martin, 2011). 

Issues with stress extend beyond superintendents and principals to other educational 
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leadership positions, such as athletic directors and special education directors 

(Ambrosini, 2013; Judge & Judge, 2009; Wheeler & LaRocco, 2009). 

Stress, perceptions of high job strain and low job control, and a disconnect 

between perceptions of effort and rewards have been shown to increase cardiovascular 

disease events and accelerate the development of diabetes (Bosma et al., 1997, 1998; 

Kivimäki et al., 2012; Steptoe & Kivimäki, 2012; Virtanen et al., 2014). 

Of the large body of literature emerged in the 1970s and 80s focused on 

educational leaders and stress, very little in the research moved outside the realm of 

organizational psychology into impacts on health and wellness (Glass et al., 2001; Torelli 

& Gmelch, 1992; Tung & Koch, 1980). Gmelch and colleagues touched on impacts of 

stress on the health of educational leaders in only two of their many studies; those studies 

correlated lower self-reported health status to higher levels of stress (1984; Koch et al., 

1982). Warner collected data on self-reported health, physical symptoms of stress-related 

conditions, and work hours but reported little on the results (1980). 

Cultural Models of Health, Well-Being, and Wellness 

Cultural models have great power in how we make sense of our lives and interpret 

our experiences (D’Andrade, 1995; Lakoff, 2008). Cultural anthropologists, cognitive 

linguists, medical sociologists, and others have studied discourse on health and wellness 

and explored the metaphors and frames that we use to categorize our interactions with the 

world. Dominant frames for thinking about health include healthism or health moralism, 

which sees health and pursuit of health and wellness as a moral virtue and struggle; 

health individualism, which understands health as an individual responsibility; and health 

consumerism, which understands health and wellness as consumer commodities that can 
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be purchased (Aubrun, Brown, & Grady, 2006; Conrad, 1994; FrameWorks Institute, 

2006, 2007; Lupton, 1994, 1994, 1997; Manuel & Gilliam, 2008; Schee, 2009; Simon, 

2011). These three frames can co-exist to some degree but all tend to crowd out views of 

the social construction or social production of health that require an understanding of 

collective responsibility for health, well-being, and wellness. 

As we look to current understanding of the social determinants of health—social 

status, income, race and ethnicity, education, and the built environment—the culturally 

dominant frames of health and wellness are challenging for individuals, organizations, 

and their leaders because they put the “the problem of health and disease at the level of 

the individual…” and leave us to struggle individually for health and well-being 

(Crawford, 1980; M. G. Marmot & Wilkinson, 2006). We have a deeply held belief in our 

culture that health and well-being are situated in the personal and individual sphere and 

that any inability to live up to health ideals is a personal moral failure (Conrad, 1994). 

Bales, Gilliam, Kendall-Taylor and colleagues have studied this extensively in 

their award-winning work to reframe common understanding of complex social issues 

(Bales, 2009, 2014; Gilliam & Bales, 2001; Gilliam Jr, n.d.). Other thought leaders in this 

area have been Lupton, Crawford, and Conrad, and still others have drawn on the work of 

Foucault to understand the interplay between health and power (Bunton & Petersen, 

1997; Conrad, 1994; Crawford, 1980; Lupton, 1994, 1997).  

Self-Efficacy and Health and Well-Being 

Individuals’ sense of self-efficacy in their personal and work lives can have an 

impact, both positive and negative, on both health and well-being. Holden has provided 

an excellent meta-analysis; and the literature on the interrelationship of self-efficacy and 
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health outcomes has been well-established, with Bandura providing the theoretical 

framework on self-efficacy on which others have built (AbuSabha & Achterberg, 1997; 

1977, 1986, 1991, 1997; Holden, 1992; O’Leary, 1985; Strecher, DeVellis, Becker, & 

Rosenstock, 1986). Self-efficacy is also tied to well-being and elements of job 

satisfaction and performance for educational leaders (D. Guglielmi et al., 2012; 

Leithwood & Jantzi, 2008; Nielsen & Munir, 2009). 

Organizational Empowerment 

Also important in understanding educational leaders' perception of their own 

health, well-being, and wellness is gaining an understanding of how their organizational 

climate and work environment affects their perceptions. Menon has done extensive work 

on measuring psychological health and empowerment in of individuals in their 

organizations, and his Organizational Empowerment Scale is validated and well-suited 

for use in survey research (1995, 1999).Work by Nielsen and others connects self-

efficacy with organizational empowerment and health and well-being (Nielsen & Munir, 

2009; Nielsen, Yarker, Randall, & Munir, 2009). 

Measuring Perceptions of Health, Well-Being, and Wellness 

Measuring Health 

Measuring the state of a person’s health can be a complex, medical and 

psychological undertaking requiring a thorough examination and a multitude of tests—

without a clear-cut result—or it can be as simple as asking a just a few questions. 

Extensive studies have shown consistent results that a single question asking for Self-

Reported Health (SRH), also often called Self-Rated Health, is a “powerful predictor of 

clinical outcomes and mortality” (DeSalvo, Bloser, Reynolds, He, & Muntner, 2006; 
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DeSalvo, Fan, McDonell, & Fihn, 2005; Dowd & Zajacova, 2010; Fayers & Sprangers, 

2002, p. 187; Jylhä, Volpato, & Guralnik, 2006). Although several variants of question 

wording are used to assess SRH, the various options get very similar results (Idler & 

Benyamini, 1997). Results do tend to vary, but predictably, with culture and self-adjust 

with age and health status (Fayers & Sprangers, 2002; Jylhä, 2009). The most common 

question to capture SRH in the United States is used by the Centers for Disease Control 

Behavioral Risk Factor Surveillance Survey and asks about general health and gives five 

response options (2013a). 

The single SRH question is commonly used with a short series of additional 

questions to assess Health-Related Quality of Life (HRQOL), which includes perceptions 

of physical and mental health over time and incorporates health conditions, functional 

status, and social factors (Centers for Disease Control and Prevention, 2000; Moriarty, 

Zack, & Kobau, 2003). The additional HRQOL questions, also known as Healthy Days 

questions, ask respondents to report how many days of the last month their physical or 

mental health was not good and how many days poor physical or mental health kept them 

from their usual activities (Centers for Disease Control and Prevention, 2000). As with 

the SRH question, the Healthy Days questions have been extensively researched and are 

used nationally for public health surveillance. Both SRH and HRQOL questions have 

national comparative data available (Centers for Disease Control and Prevention, 2000, 

2013a; Zahran et al., 2005). 

Nelson and Berwick and Bergner provide excellent overviews of measures of 

health status and health-related quality of life; other methods reviewed for this study were 
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functional health status and health confidence (Bergner, 1989; Greenfield & Nelson, 

1992; Ho L, Haresch J.W, Nunlist M, Schwarz A, & Wasson J.H, 2013). 

Measuring Well-Being 

As noted above in the discussion of definitions, well-being is closely tied to health 

and quality of life and has strong economic and social components (Centers for Disease 

Control and Prevention, 2013b; Dolan et al., 2008; Ryff et al., 2004; Wilcox, 2007). As 

with SRH, researchers have narrowed to a single question measure of overall well-being, 

which is used extensively in annual surveys at the national and global scale, such as the 

Gallup Healthways Well-being Index, the Canadian Index of Wellbeing, and the World 

Values Survey (2012; 2012; Kahneman & Krueger, 2006; 2014). Similar to SRH, 

versions of the single question well-being measure vary slightly, but results are consistent 

across versions (Kahneman & Krueger, 2006; 2014). Studies have found a relationship 

between life satisfaction, measured by a single question measure of well-being, and 

Unhealthy Days, measured by the HRQOL Healthy Days questions (Centers for Disease 

Control and Prevention, 2000). Measurement of well-being is also beginning to be seen 

in population health metrics used in accountable care organizations (Kottke et al., 2016). 

 Measuring well-being on an individual level has devolved into two schools of 

thought that are now working to bring the divergent concepts of Subjective Well-Being 

(SWB) and Psychological Well-Being once again more closely together (Biswas-Diener 

et al., 2009; Diener et al., 1999; Kashdan et al., 2008). For the purposes of this research, 

PWB, with its greater emphasis on external life engagement and living a life of purpose 

and meaning as important drivers of happiness, seemed appropriate for measuring life 

satisfaction of educational leaders.  
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Diener and Biswas-Diener developed the eight-item Flourishing Scale as a way to 

measure human functioning and PWB; the instrument assesses such dimensions of well-

being as self-esteem, self-confidence and optimism, relationships, and living a life of 

purpose and meaning (Diener et al., 2010; Simmons & Lehmann, 2012). The Flourishing 

Scale, which is brief and can be self-administered, has met research standards for validity 

and reliability, and has published norms for comparative purposes (Diener et al., 2010; 

Simmons & Lehmann, 2012). 

Measuring Wellness 

The emerging and unsettled nature of the scholarship in the field of wellness was 

reflected in the literature review. As noted in the section above on definitions of wellness, 

the field is uncertain on its definition and expansive in its attempts to measure and 

quantify wellness. The wellness measurement field has spawned a range of instruments 

with varying research in support, from the much-mentioned but little-published Hettler 

TestWell Six Dimensions of Wellness model to the much-published Wellness Evaluation 

of Lifestyle instruments from the field of counseling and psychology (Hattie et al., 2004; 

Myers, Sweeney, & Witmer, 2000; National Wellness Institute, n.d.). Though the Hettler 

TestWell and Myers WEL instruments get the most coverage in the literature, many other 

wellness measurement instruments are referenced; some are very dated, some are very 

new, and many do not seem to be backed by a significant body of research. Hattie, 

Myers, and Sweeney provide a good overview of the evolution of wellness measurement 

as a field and the development of their theoretical approach (2004). 

An area of concern with many of the wellness assessment instruments is their 

reliance on measuring wellness behaviors that may not be grounded in research, or are 
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grounded in research that has since become dated and not in step with or contraindicated 

by current recommendations (“TestWell®: Wellness Inventory – Teen Edition,” n.d.; US 

Preventive Services Task Force, 2010; Walker, Sechrist, Pender, & University of 

Nebraska Medical Center, 2010). Firth and Smith note, in a relatively recent and 

otherwise positive review of the TestWell products for potential use with military 

populations, that the instruments do not appear to have been updated nor is there any 

published literature on validity (2010). Rachele comments on the lack of validation for 

many wellness instruments and especially those for use with adolescents (2013). Chang 

and others note the difficulty in linguistic and cultural translation of some of the wellness 

assessment instruments (2003; Monod et al., 2011). 

Given the lack of a consistent definition of wellness and a plethora of instruments, 

many proprietary and with little congruence, it is difficult to have a great deal of 

confidence in the field as currently evolved. The exception seems to be the work from the 

field of counseling psychology by Hattie, et al. described above and the Myers and 

Sweeney Five Factor Wellness model, though it is not entirely clear how much the 

instruments, which are lengthy, are designed as a vehicle for use in counseling and 

personal growth and how much utility they have in population measurement (2004; 

2004). Instruments such as the Wellness Belief Scale and the Perceived Wellness Survey 

show potential usefulness for some settings but have not as yet seen wide use (Adams, 

Bezner, & Steinhardt, 1997; Bishop & Yardley, 2010).  

Measuring Self-Efficacy  

As noted, self-efficacy impacts both health and well-being with demonstrated 

impacts even at the level of immune functioning, stress response, and pain perception 
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(AbuSabha & Achterberg, 1997; Bandura, 1991, 1997; D. Guglielmi et al., 2012; Holden, 

1992; Nielsen, Yarker, Randall, & Munir, 2009; O’Leary, 1985; Ryff et al., 2004; Strecher 

et al., 1986). Self-efficacy is also tied to well-being and elements of job satisfaction and 

performance for educational leaders (D. Guglielmi et al., 2012; Leithwood & Jantzi, 

2008; Nielsen & Munir, 2009). Although there are a number of instruments to measure 

self-efficacy, more recent work by Chen, et al. has validated a new general scale for self-

efficacy that is well suited to survey research (2001, 2004; Simmons & Lehmann, 2012).  

Measuring Organizational Empowerment 

 Organizational empowerment is defined by Menon as “a cognitive state 

characterized by perceived control, competence, and goal internalization” and a reflection 

of being psychologically enabled in the workplace (2001, p. 161; Simmons & Lehmann, 

2012). Menon developed and validated the Organizational Empowerment Scale to 

measure psychological health and empowerment in organizational settings and contains 

three subscales for perceived control, perceived competence, and goal internalization 

(Menon, 1995, 1999; Simmons & Lehmann, 2012). 

Research Design and Methodology  

Literature on study design and research methods relied on standard works in the 

field. Relevant research studies identified in the topic-specific research literature review 

were evaluated for design, and research and methodology resources identified in their 

references were also reviewed. For conducting the literature review itself, Grant and 

Booth’s article on systematic literature search provided guidance in addition to other 

sources (Grant & Booth, 2009; Hart, 2011; Lyons, n.d.; Moher et al., 1999; Sayers, 2007).  
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The literature review on research design and methodology also included standard 

works in the field; resources for overall study and mixed methods design included 

Creswell, Boudah, and Hancké on research design and Teo, among others, on quantitative 

methods and analysis (2011; 2014, 2015; 2009; Pevalin & Robson, 2009; 2013). For 

qualitative research, Patton, Onwuegbuzie, Galletta and others were resources, in addition 

to resources specifically on using qualitative methods in the health field (Ayiro, 2012; 

Elliott & Timulak, 2005; Flick, 2008; Galletta, 2012; Jensen & Allen, 1994; 

Onwuegbuzie, Dickinson, Leech, & Zoran, 2009; Patton, 2002; Pope & Mays, 2000; 

Saldaña, 2013; Tong, Sainsbury, & Craig, 2007). Simmons and Lehmann were a key 

source on survey instruments, as was Dillman, among others, on understanding survey 

design and implementation (2009; Lavrakas & Sage Publications, 2008; 2012). 

Summary 

In conclusion, although the literature on the foundations of health and well-being 

is robust, the literature on wellness is still in formative stages, with no agreement on 

definitions or the scope of wellness as a concept. The literature on health and well-being 

for leaders is also not particularly strong and is primarily focused on the effects, though 

not insignificant, of stress on health. Studies and literature on health and well-being of 

educational leaders is limited, especially when compared to other occupations. Clearly, 

this is an area ripe for further research. 

Similarly, measurement instruments for health and well-being are robust, and 

include well-validated short instruments for assessing self-reported health and well-being 

that are well suited to survey research. Assessing self-efficacy is also possible with well-

validated instruments suited to survey research. Instruments for assessing wellness are 
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not as clear cut, with many designed to be used in counseling settings and others either 

not well researched or validated.  

The lack of research on the health, well-being, or wellness of educational leaders 

leaves a gap in our understanding that can be filled, at least in part, with information from 

those same educational leaders through the use of survey research using well-validated 

instruments that assess self-reported health and well-being and qualitative research to 

assess leader perceptions of their health and well-being.
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Chapter 3  

Research Design and Methodology 

After reviewing all available literature, it became clear that more research 

is needed on K-12 leaders’ health and well-being to provide the leaders 

themselves—and those who work with, supervise, educate, and train them—

greater insight into how better to manage and maximize health and well-being in 

their personal lives and as leaders.  

By virtue of their socioeconomic and educational status, educational 

leaders would be presumed to place on the higher end of the social gradient of 

health (M. Marmot, 2005). However, what little evidence is available calls this into 

question, and we see concerns emerge about differential health status and the 

impact of stress on health in educational leaders (W. Gmelch & Swent, 1984; 

Green et al., 2001; Koch et al., 1982; Wells, 2013). The few studies that might 

provide useful models utilize health data sets that are not available for U.S. 

educational leaders (Dewa et al., 2009; Green et al., 2001; Weber et al., 2005). 

Taking the questions to the source, to K-12 educational leaders themselves, 

was the most logical–and important–next step in an exploratory study to begin to 

develop an understanding of educational leaders’ health and well-being that will 

begin to approach the available research on health status and well-being of other 

professional groups with comparable responsibilities.  
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Purpose and Research Questions 

The purpose of this research was to begin to develop an understanding of 

K-12 educational leaders’ health and well-being and to answer the following 

research questions: 

1. How do K-12 educational leaders report their own health and well-

being on measures of self-reported health, health-related quality of life, 

and well-being?  

2. How do K-12 educational leaders’ perceptions of their health and well-

being shape their leadership, and how does their work as educational 

leaders shape their perceptions of their own health and well-being? 

Both quantitative survey research and qualitative research provided useful 

tools for examining these questions, and, in combination, provided a triangulated 

approach to developing a deeper understanding of K-12 leaders’ health and well-

being. Absent public databases of health metrics on educational leaders, which do 

not exist in the United States, well-established measures that are predictive of 

physical and mental health, health-related quality of life, and well-being were 

deployed through survey research, helping to give a sense of how educational 

leaders report their own health, health related quality of life, and well-being. To 

provide a triangulated perspective, qualitative research tools added detail and 

texture to explore leaders’ perceptions of their health and well-being, particularly 

in the context of the interplay of health and well-being with their work as 

educational leaders. 



 
EDUCATIONAL LEADER HEALTH AND WELL-BEING 40 
 
Research Design and Methodology 

This study used a mixed methods research design approach using a 

convergent parallel design as described by Creswell and illustrated for this study in 

Figure 3.1 (2014). The quantitative arm of the study was a descriptive statistical 

study analyzing existing data from an anonymous survey of K-12 educational 

leaders conducted at Plymouth State University (PSU) in 2014 and 2015 on a 

range of health, well-being, and related topics. The results of the quantitative 

analysis of the survey research data were combined with a qualitative study that 

included semi-structured interviews to develop a deeper understanding of leaders’ 

perceptions of their own health and well-being and the impact and interplay of 

perceived health and well-being with their leadership (Creswell, 2014, 2015). 

Analyses of both arms of the study were combined and synthesized. 

 

 

Figure 3.1 Convergent Parallel Mixed Methods Design for 

Research 
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Quantitative Research:  

Educational Leaders’ Self-Reported Health and Well-Being 

Drawing from the literature of health, happiness, and well-being research, 

the study utilized existing survey data from a study of K-12 educational leaders 

conducted by researchers at Plymouth State University in 2014 and 2015 that, 

among other study questions, used validated instruments to assess respondents’ 

self-reported physical and mental health status and well-being and their 

perceptions of their own of self-efficacy and organizational empowerment.  

The PSU survey design and dissemination followed standard best practices 

in the field using an Internet survey methodology and Qualtrics software email 

surveys of K-12 educational leaders in New England and other United States 

locations (Dillman et al., 2009; Qualtrics, 2015). Email lists of leaders in New 

England K-12 schools were developed from public information, and a second list 

from an educational leader development program added leaders from urban school 

systems across the United States. A modest incentive to complete the survey was 

offered in a drawing for gift cards for respondents who wished to provide an email 

address. Although some selection bias is inherent in any email survey, the breadth 

of the list mitigated any overt bias in the selection of participants.  

Using data from the PSU survey, an analysis of responses to survey 

questions using a validated measure of Self-Reported Health (SRH) assessed 

leader respondents’ perceptions of their own physical health. SRH is a well-

established and validated single-question measure that has a significant research 

pedigree and is used widely in public health and related research (Benyamini, 
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2011). The SRH measure is considered to be a “powerful predictor of clinical 

outcomes and mortality” (Fayers & Sprangers, 2002, p. 187). For the PSU survey 

research, the version of the SRH question was selected from the Centers for 

Disease Control and Prevention (CDC) Behavioral Risk Factor Surveillance 

System (BRFSS) survey, which has extensive national and state comparative data 

(2000). The CDC version of the SRH is in the public domain.  

Also included in the PSU survey data were measures that assess Health-

Related Quality of Life (HRQOL), also known as the Healthy Days measures, that 

ask respondents the number of days of the last 30 days that the respondent was 

limited by problems with physical or mental health (Centers for Disease Control 

and Prevention, 2000, 2013a). As with the SRH measure, the Healthy Days 

questions are drawn from the CDC and are in the public domain (Centers for 

Disease Control and Prevention, 2000; Moriarty et al., 2003). 

Bandura and colleagues created a significant body of work that established 

the connections between self-efficacy and health (AbuSabha & Achterberg, 1997; 

1977, 1991). The PSU survey data that is the source for this quantitative research 

used the New General Self-Efficacy (NGSE) scale developed by Chen et al., a 

brief validated instrument to assess respondents' feelings of self-efficacy (2001, 

2004). The NGSE focuses on traits of work-related self-efficacy, making it an 

appropriate fit for this research (Simmons & Lehmann, 2012). Chen and 

colleagues and their publisher grant blanket permission to use the instrument for 

research purposed without further written permission (2001). 
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Well-being was assessed by analyzing the PSU survey data which 

contained both a single-question measure of overall well-being and a longer 

validated Psychological Well-Being instrument. As with SRH, a single question 

measure of overall well-being is used extensively in annual surveys at the national 

and global scale (Canadian Index of Wellbeing, 2012; Diener & Tay, 2015; Gallup 

Healthways Well-Being Index, 2012; Kahneman & Krueger, 2006; World Values 

Survey, 2014). Versions of single question well-being measures vary slightly, but 

results are consistent; the single well-being version used in the PSU survey 

research was taken from the most recent available version of the World Values 

Survey, which is in the public domain and has decades of comparative data 

(Kahneman & Krueger, 2006; 2014). 

Also available in the PSU survey research data was a validated instrument 

to measure Psychological Well-Being (PWB) developed and validated by Diener 

and colleagues after extensive study; the Flourishing Scale (FS) contains eight 

items that assess functioning and PWB, including self-esteem, self-confidence and 

optimism, relationships, and living a life of purpose and meaning (2010; Simmons 

& Lehmann, 2012). The FS is considered a useful tool in research and clinical 

practice to “both identify and measure the perceptions a person has about his or her 

well-being and functioning” (Simmons & Lehmann, 2012, p. 57). The FS is 

copyrighted; the authors grant blanket permission for use in research if properly 

credited (Diener et al., 2010; Simmons & Lehmann, 2012). 

The PSU survey instrument also included Menon’s Organizational 

Empowerment Scale, which measures psychological health and empowerment in 
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organizational settings (1995, 1999, 2001). The Menon Empowerment Scale is 

copyrighted by the author but blanket permission is given for research use 

(Simmons & Lehmann, 2012). 

Quantitative Study Analytic Plan 

The quantitative phase of the study analyzed the available PSU survey data 

set in the following steps: 

 Survey results from separate distributions of the PSU survey were downloaded 

from the Qualtrics survey software as two comma-separated-values (.csv) files 

into Excel, where the data from the two surveys were combined and cleaned 

(Microsoft, 2010; Qualtrics, 2015). Data cleaning included enforcing validation 

and exclusion criteria and removing responses ineligible for this study, e.g., 

respondents was not currently employed as K-12 educational leaders or 

employed outside of the United States. Sub-scores and scores for the New 

General Self-Efficacy, Flourishing Scale, and Organizational Empowerment 

instruments included in the survey were calculated. (Chen et al., 2001; Diener 

et al., 2010; Simmons & Lehmann, 2012). In a small number of responses, 

respondents provided a range of numerical values for time periods; the average 

of the range provided was chosen as the value for the response. Missing values 

were noted, and variables not needed for this study were removed. The data 

was then saved as an Excel workbook file (.xlsx) and transformed into Stata 14 

(Microsoft, 2010; StataCorp, 2015a). 

 Further analysis included descriptive statistical analysis of the survey sample 

and the variables of interest, as well as hypothesis testing of several outcomes 
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variables, including SRH, HRQOL, well-being, self-efficacy, and 

organizational empowerment compared to demographic factors (age, gender, 

race) as nondependent variables to test the hypothesis that demographics 

influence the outcomes measures of SRH, healthy days, well-being, self-

efficacy, and organizational empowerment. 

1. Self-Reported Health (SRH). As noted above, SRH is an established 

measure that has a significant research pedigree and is widely used in 

public health and related research; comparative data is available by age, 

race, gender, and educational level (Centers for Disease Control and 

Prevention, 2000; Gueorguieva et al., 2009). 

2. Healthy Days. The Healthy Days measures of Health Related Quality of 

Life (HRQOL) was developed in well-validated research over a period 

of years. Comparative data is available by age, race, gender, and 

educational level (Centers for Disease Control and Prevention, 2000). 

3. New General Self-Efficacy Scale was developed and validated by Chen 

and Eden to assess general self- efficacy (Chen et al., 2001; Simmons & 

Lehmann, 2012). 

4. Flourishing Scale. The Flourishing Scale was developed and validated 

by Diener and colleagues as an instrument to measure Psychological 

Well Being (PWB) (Diener et al., 2010; Simmons & Lehmann, 2012). 

5. Organizational Empowerment Scale. The Organizational Empowerment 

Scale measure psychological health and empowerment in 

organizational settings. It is well validated and contains three subscales. 
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Analysis included calculation of the measure as a whole and the three 

sub-scales (Menon, 1995, 1999; Simmons & Lehmann, 2012). 

6. Analyses were reviewed for age, gender, race, and education. 

Populations were comparable to national data sets, therefore no age or 

gender adjustment was required (E. Laflamme, personal 

communication February, 25, 2017; D. Laflamme, personal 

communication, March 3, 2017).  

Qualitative Research: Understanding Educational Leaders’ Perceptions 

Given the lack of research and knowledge of educational leaders’ 

perceptions of their health and well-being, the qualitative arm of the study has 

taken an exploratory and inductive approach, as suggested in the field “when: (a) 

there is little known in a particular research area; (b) existing research is confusing, 

contradictory, or not moving forward; or (c) the topic is highly complex,” all of 

which pertain to our current understanding of educational leaders and health 

(Elliott & Timulak, 2005). Patton has identified focus groups and interviews as 

important tools for exploratory research, for confirming and elucidating 

quantitative findings, and also for allowing the researcher “to enter into the other 

person’s perspective” (2002, p. 341).  

The qualitative arm of the study was based on research principles outlined 

by Patton, Creswell and colleagues, Ayiro, and Flick (2012; 2014; 2007; 2008; 

2002). The qualitative research for the study was conducted using individual, semi-

structured interviews. A focus group was planned for the study but proved too 

problematic to schedule with the demands on educators’ schedules. The semi-
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structured interviews provided rich content to enhance the quantitative analysis 

and triangulated view of leaders’ perceived health and well-being (Galletta, 2012)..  

The qualitative study provided depth and context to the quantitative results 

on perceptions of health, well-being, and wellness, and how K-12 leaders 

experience health and well-being in the context of their leadership roles (Galletta, 

2012; Patton, 2002; Tuttas, 2015). Specific insights on the use of qualitative 

research from the field of health and health services research were employed in the 

design of the study (Jensen & Allen, 1994; Pope & Mays, 2000; Pope, Ziebland, & 

Mays, 2000). The qualitative research design, analysis, and reporting results 

followed the Consolidated Criteria for Reporting Qualitative Studies (COREQ) 

checklist (Tong et al., 2007). 

Semi-Structured Interviews 

 Six semi-structured interviews of educational leaders were conducted; the 

interviews were approximately 45 minutes in length and conducted in person or by 

telephone at the convenience and preference of the interview subject. The selection 

of the interview format and techniques in qualitative research was based on the 

work of Patton on the interview as a tool for qualitative research (Patton, 2002). 

The semi-structured interview format was based on the work of Galletta and was 

selected because the semi-structured interview format can, in her words: 

…bring[ing] to the surface the multidimensional nature of lived 

experience,… respond[s] to an imperative for fine-grained qualitative 

analyses in order to open up new possibilities in understanding complicated 

phenomena …instrumental in achieving this type of texturing…. [and] 
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creates openings for a narrative to unfold, while also including questions 

informed by theory. (Galletta, 2012, p. 2) 

Participants were selected by recruiting volunteers from the survey sample 

and also in a purposive sample by reaching out to educational leaders and 

balancing the sample to include a range of age, gender, type of school district, and 

leadership positions. Interview invitations were initiated with an emailed letter 

followed by a telephone call and a final email to arrange time and venue for the 

interview. Appropriate consent was executed before each interview, and interviews 

were recorded and transcribed. 

The interview script was piloted with three educational leaders in key 

informant interviews and was based upon the following questions and prompts 

derived from the literature review and anchored in the core questions on SRH and 

well-being from the PSU survey research instrument. Questions were modified as 

a result of insights from review of early quantitative analysis results and included 

the addition of questions about the number of indirect and direct reporting 

relationship above the educational leader. 

1. Can you tell me how long you have been in educational leadership? What 

kinds of positions? 

2. “All things considered, on a scale of 1 to 100, how satisfied are you with 

your life as a whole these days?” (World Values Survey, 2014) 

Can you say a bit more about that? 

3.  “Would you say that in general your health is excellent, very good, good, 

fair or poor?” (Centers for Disease Control and Prevention, 2013a) 
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What does [response] health mean to you? 

4. How do you think your current health affects your work as an educational 

leader? 

5. How do you think your work as an educational leader affects your health?  

Positively? Negatively? 

6. Do you think that a leader’s health status has any bearing on their 

leadership? 

How? 

7. How does your own health and well-being shape your leadership? 

8. Can you tell me what you would need, as an educational leader, in order to 

be supportive of your own health and well-being and that of your staff and 

students? 

9. Is there anything you wish I had asked, or anything else you would like to 

say? 

Qualitative Data Analytic Plan 

The qualitative data from the interview transcripts were analyzed using 

standard qualitative techniques drawn from Creswell, Patton, Onwuegbuzie and 

colleagues, and others (2015; 2009; 2002; Pope et al., 2000). As recommended by 

Galletta a beginning phase of reflection, organization and storage of data, a review 

of transcript accuracy, and an inventory for thematic data was completed; early 

themes emerged at this phase of the analysis (2012). 

 Audio files of the completed interviews were transcribed using a machine 

transcription service, corrected, and uploaded into an encrypted Dedoose 
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software account as text for coding and analysis (Dedoose, 2014). Audio files 

were archived on a secure server for accuracy checks of the transcripts, for 

resolution of questions that arise in the analysis, and for potential future 

analysis. 

 Using classical content analysis, codes were developed in the first review of 

the interview transcript text data, entered into Dedoose and applied to the 

transcripts, and refined in interactive coding cycles (2014; Galletta, 2012; 

Miles, Huberman, & Saldaña, 2014; Onwuegbuzie et al., 2009; Patton, 2002; 

Saldaña, 2013). Major and minor themes were identified, and analysis was 

completed by using the Dedoose coding analysis tools (2014; Onwuegbuzie et 

al., 2009).  

Data Convergence, Interpretation, and Synthesis 

 Synthesizing the quantitative and qualitative analysis results brought 

together the results of the quantitative analysis of leaders’ self-reported health and 

well-being with the qualitative analysis of leader perceptions. The qualitative data 

was anchored to the qualitative data using features of the Dedoose software; two 

questions were included in the semi-structured interviews from the quantitative 

survey instrument—allowing examination of themes and trends tying back to self-

reported health and well-being.  

Using the Dedoose mixed methods analytic software, interview 

participants’ coded responses were tied to survey responses. Similarly, codes from 

the qualitative analysis were linked to basic demographic data of the interview 

participants and to their responses to the two core self-reported health and well-
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being measures. The themes that emerged from the qualitative data from the 

interviews also gave texture and context to the educational leaders’ perceptions 

and lived experience (Dedoose, 2014). 

Ethical Considerations 

Consent  

All study participants were provided appropriate materials explaining the 

study and their roles and gave consent at the appropriate level for their role in the 

research. Survey research participants consented to study participation at the point 

of engagement in the email survey. Participants in the semi-structured interviews 

were emailed consent forms in advance of the interview, received an explanation 

of the research and their role, and signed and received copies of the consent form 

at the inception of the interview. Interview participants were able to withdraw from 

the study at any time.  

Privacy and Confidentiality 

Every effort was made to assure the privacy and confidentiality of the study 

participants and their data. Identifying details were removed from the study data 

sets. No study participant has been or will be identified in any report or 

publication; any reference to participants will not include personal details that 

could allow for re-identification of the individuals involved.  

Study notes, transcripts, and recordings were stored on a secure server with 

access limited to the investigator. Data uploaded to the analytic software is 

encrypted. All transcripts and recordings will be retained for a minimum of five 

years after the end of the study and then destroyed. 
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Role of the Researcher 

Identifying potential researcher bias is an important ethical consideration, 

as is understanding the role and other relationships of the researcher. The 

researcher has a background in health care policy, public health, and the health of 

populations (and educational leaders are a population) and has brought that lens to 

this work. At the same time, the researcher has been very aware of potential bias in 

studying leaders in a field in which the researcher has never worked and is far 

removed from the day-to-day work life and pressures of educational leaders, 

bringing both objectivity and concomitant lack of understanding. The role of the 

researcher in the survey research was that of a graduate student assisting the 

Principal Investigator who had the responsibility for the study design and conduct 

of the survey research study. Survey research participants self-selected from email 

invitations to participate in the research; interview participants were selected from 

participants in that group who voluntarily provided their email addresses. In the 

qualitative study, outreach to potential interview participants did include some 

interview participants who were known to the researcher either directly or by 

introduction of mutual colleagues.  

Summary 

Is summary, the research study used a mixed methods design with both 

quantitative and qualitative arms and a synthesis of findings to explore the 

following research questions: 
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1. How do K-12 educational leaders report their own health and well-

being on measures of self-reported health, health-related quality of life, 

and well-being?  

2. How do K-12 educational leaders’ perceptions of their health and well-

being shape their leadership, and how does their work as educational 

leaders shape their perceptions of their own health and well-being? 
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Chapter 4  

Results 

The research study used a mixed methods design with both quantitative and 

qualitative arms and a synthesis of findings from an email survey and semi-

structured interviews of educational leaders. The analysis of quantitative data 

informed the qualitative interviews and analysis. Key data points from the survey, 

including questions about self-rated health and overall well-being, anchored the 

qualitative data to the survey data, as shown in Figure 4.1. 

 

 

 
Figure 4.1 Mixed Methods Design Implementation in the Research 

The research was intended to explore the following research questions: 

1. How do K-12 educational leaders report their own health and well-

being on measures of self-reported health, health-related quality of life, 
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2. How do K-12 educational leaders’ perceptions of their health and well-

being shape their leadership, and how does their work as educational 

leaders shape their perceptions of their own health and well-being? 

Quantitative Study 

The quantitative arm of the study was based on analysis of existing survey 

data from a study of K-12 educational leaders conducted by researchers at 

Plymouth State University (PSU) in 2014 and 2015 that, among other study 

questions, used validated instruments to assess respondents’ self-reported health 

status, well-being, and health-related quality of life and their perceptions of their 

own self-efficacy and empowerment in their organizations. The survey instrument 

is shown in Appendix A. 

The PSU survey design and dissemination followed standard best practices 

in the field using an Internet survey methodology and Qualtrics software email 

surveys of K-12 educational leaders in New England and other U.S. locations 

(Dillman et al., 2009; Qualtrics, 2015). Email lists of leaders in New England K-12 

schools were developed from public information, and a second list from a 

leadership development program for principals added leaders from urban school 

systems across the U.S. A drawing for gift cards for respondents willing to provide 

an email address was offered as an incentive to complete the survey. The use of 

two geographically distinct email lists added breadth to the survey pool and 

mitigated selection bias.  

A total of 3,565 surveys were emailed in waves to the two email lists of 

educational leaders. The members of the educational leader development program 
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received an email from the program director in advance of the survey email, 

encouraging their participation. Reminders were sent at intervals recommended by 

best practice in the field (Dillman et al., 2009).  

The PSU version of Qualtrics did not include the feature to track the rate at 

which survey emails are opened, so it was not possible to track how many surveys 

were actually delivered to email inboxes and not intercepted by district email 

security or spam filters (H. Sammalpärg, personal communication, February 19, 

2017). As shown in Table E.1, after subtracting known bounced emails, the survey 

had an overall response rate of 9%, with the educational leader development 

program email list having a response rate of 12%. Of the surveys started, 93% 

generated usable responses and 78% completed every question. 

Of the 219 survey responses received by Qualtrics, 204 responses remained 

after enforcing eligibility criteria. Eligibility for inclusion required current 

employment as an educational leader in a K-12 school or system in the United 

States; responses from individuals who were retired, not in K-12 educational 

leadership positions, or working outside of the United States were removed.  

Qualitative Study 

The design of the qualitative arm of the study was approved by the 

Plymouth State University Institutional Review Board, shown in Appendix B. Six 

semi-structured interviews of K-12 leaders were conducted using the interview 

consent form and standard script found in Appendix C and Appendix D. Three 

interviews were conducted with survey participants and three with K-12 leaders 

recruited independently of the survey. Interview participants from the survey 
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respondent pool were reached through email outreach to survey respondents who 

had given permission to be contacted. Outreach through professional associations 

and professional and personal contacts with education leaders generated the 

remaining interview participants through a snowball sampling process. 

 The six interview participants represented two superintendents, two 

principals (one elementary and one middle/high-school), one curriculum 

coordinator, and one special education director. Half of the respondents were male, 

and half were female; the age range of the respondents was from 44 to 65 years. 

Schools and districts represented include a range of sizes and communities, and 

included both urban and rural school districts. A summary of characteristics of the 

interview participants is shown in Table F.1. 

The interview transcripts were entered into Dedoose software for coding 

and analysis (Dedoose, 2014). The interview script contained the anchoring 

questions from the survey about health status and well-being and open-ended 

questions on perceptions of health and well-bring on the impacts on educational 

leadership.  

The interview transcripts were analyzed in iterations beginning with a 

round of open coding to identify emerging themes. The next successive rounds of 

directed coding applied the code frameworks of the social-ecological model of 

health and cultural models of health (Aubrun, Brown, & Grady, 2006; Conrad, 

1994; Ettner & Grzywacz, 2001; FrameWorks Institute, 2006; Manuel & Gilliam, 

2008; Simon, 2011; Stokols, 1992). Survey transcripts were then further analyzed 

with code applications that reflected other elements from the interview script and 
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the survey, including the self-efficacy, psychological well-being (PWB), and 

organizational empowerment instruments. Subcoding was added as detail emerged 

in some themes. The data in the transcripts were rich and dense with many 

overlapping code applications.  

Quantitative Results 

Key Quantitative Research Findings 

Analysis of the quantitative data indicated that: 

 The educational leaders surveyed, though not unhealthy, are not as healthy 

as a national comparator group with four-year college degrees and 

comparable incomes. 

 Leaders reported more days of poor health and a lower health-related 

quality of life than a national comparator group. The number of days of 

poor health was primarily driven by a higher number of days with poor 

mental health. The leader-reported impacts of poor health were not, 

however, on their work time, but on time for family, social activities, 

recreation, leisure, and self-care. 

 Educational leaders’ race and whether they provided care for adult family 

members were predictive of poorer health status; family caregiving was 

also predictive of poorer well-being. Gender was predictive of more 

unhealthy days for mental health and poorer well-being scores for women; 

male educational leaders had higher well-being than national comparators.  

 Educational leaders worked long hours, with a mean of more than 56 hours 

of work per week for those with full-time positions. 
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 Educational leaders had high numbers of direct reporting relationships, 

which impacted their health status. 

Quantitative Analysis Process and Validity 

The approach to data analysis included a descriptive analysis of the survey 

data, the use of linear regression to identify significant predictors, and diagnostic 

tests to confirm reliability of results. Detail of analyses is shown in Appendix E. 

As noted, the PSU survey included several instruments validated in other 

research, along with demographic questions and other questions of interest to the 

researchers who designed the survey. The survey was tested with educational 

leaders during its development and before deployment in accordance with best 

practices in survey research (Dillman et al., 2009). Internal reliability of the survey 

was assessed using the Cronbach’s Alpha test, with a resulting score of .85, 

indicating high reliability. 

Demographics and Key Characteristics of Survey Respondents 

Respondents were actively working in K-12 education in seven states and 

the District of Columbia at the time of survey completion, with a mean age of 

53.51 and median age of 55. They were predominantly female and white, though 

respondents from outside of New England were more racially diverse. The pool 

included a range of educational leadership roles, work settings, leadership tenure, 

and education levels. Further detail is shown in Tables E.2, E.3, and E.4. 

As shown in Figures 4.2 and 4.3 and described in Table E.4, the majority of 

respondents were principals (76.96%), with superintendents as the next most 
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represented group (12.25%); almost all respondents were trained at the master’s 

level or higher, with ten percent having doctoral degrees.  

 

Figure 4.2 Educational Leaders' Leadership Roles 

 

 

Figure 4.3 Educational Leaders' Levels of Education 
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Tenure in Education and Work/School Settings. 

The educational leaders responding to the survey were, for the most part, 

seasoned educators and leaders. The mean number of years in working in 

education was 27.75, with a range of 4 to 48 years; respondents’ time in a 

leadership role ranged from 0 to 43 years, with a mean of 14.93 years. The mean 

number of years in their current position was 6.5, and respondents reported a mean 

number of years until estimated retirement of 9.28, as described in Table E.5. 

Just over 40% of the survey respondents were employed in elementary 

schools, with the remainder distributed across the spectrum of other school and 

district work settings, as detailed in Table E.6. The leaders worked predominantly 

in the public education sector in districts with fewer than 5,000 students, but 

educational leaders from larger districts were also represented. The majority of 

respondents reported that they have primary responsibility for up to 500 students.  

The majority of the educational leaders in the sample had large numbers of 

staff in direct reporting relationships, or, in management parlance, a wide span of 

control. Most respondents had between 26 and 100 staff directly reporting to them, 

with a mean of 45.37 and a range of 0 to 190. Principals and assistant principals 

had the largest numbers of direct reports. Figures 4.4 and 4.5 show the number of 

direct reports by leadership position and by school type or work setting, which is 

further detailed in Tables E.7 and E.8.  

While there is not a great deal of literature on the ideal span of control in 

K-12 education, one study identified a span of control in Texas public schools of 

13.8 teachers for each administrator with a range of 3.0 to 30.5, far fewer than 
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Figure 4.4 Number of Direct Reports by K-12 Position 

experienced by the leaders in our sample (Meier & Bohte, 2003). Other industries 

have much smaller span of control ratios; literature from the field of organizational 

management suggests a range for direct reporting relationships no greater than one 

manager to seven or eight direct reports (Davison, 2003). Experts in management 

and human resources suggest a span of control of four to seven, although in 

practical application, some sectors are higher, such as healthcare with a ratio of 

one to sixteen, or retail settings, which can have ratios as high as one to 100 

(Davison, 2003). According to human resources professionals, typically such a 

wide span of control is feasible only when employees perform identical tasks in 

identical ways (C. Muskat, personal communication, December 18, 2016). 
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Figure 4.5 Number of Direct Reports by School/Work Type 

Family Characteristics 

Nearly 80% of the educational leaders surveyed had children, and more 

than 80% were married. Of those respondents who reported that they had children 

at home, the ages of children were distributed across age bands but with children 

aged 12-18 predominating, as shown in Tables E.9, E.10, and E.11. 

Respondents were also queried on family caregiving responsibilities for 
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number of hours of care provided. As shown in Table E.12, nearly 20% of 
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hours of care provided on a typical day. More than 61% percent of the respondents 

reporting adult caregiving responsibilities were female and just over 38% were 

male, which was not a statistically significant difference. 
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Time Allocations 

The survey asked respondents about how their time was allocated, 

including how many hours each week they were expected to work, how many 

hours they actually worked, the number of hours they spent in purposeful physical 

activity, and the number of hours of sleep. Respondents were also queried on the 

average number of minutes of their daily commute to work. Findings are 

summarized in Table E.13.  

As a group, the educational leaders in the sample are working long hours 

with a mean of more than 56.71 hours per week reported by leaders with full-time 

positions (defined as more than 37.5 hours per week). The median number of 

actual hours worked was 55 per week, and the mode was 60 hours per week; the 

tightly clustered distribution of actual work hours is shown in Figure 4.6. Also 

evidenced in Figure 4.7 and detailed in Table E.14, the number of hours that the 

full-time educational leaders actually worked far exceeded the number of work 

hours that were expected, which was a mean of 44.39 hours each week, giving a 

delta of nearly 13 hours of work each week above the expected work hours. The 

differential in hours worked appears to be fairly evenly distributed across all 

position types.  

Several meta-analyses of studies on work hours and health have been 

conducted over the past two decades, with consistent conclusions that long work 

hours have a deleterious effect on physical and mental health and impact spouses 

and families, as well (Caruso, 2006; C. L. Cooper, 1996; Sparks et al., 1997; 

Spurgeon et al., 1997). Two of the most recent reiterated the significant 
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Figure 4.6 Full-Time Educational Leaders’ Actual Hours Worked per 
Week—Distribution 
 

associations between long hours and significant health conditions. For example, 

one recent review found that long hours, as defined as more than 40 per week, 

were “associated with depressive state, anxiety, sleep condition, and coronary heart 

disease” (Bannai & Tamakoshi, 2014, p. 5). Another systematic review found that 

those who worked 55 or more hours of work per week (below the mean for the 

educational leaders in the survey) had a significant increased risk of cardiovascular 

disease and stroke (Kivimäki et al., 2015).  

Respondents reported a mean of 4.64 hours of purposeful physical activity 

per week, and a test of means found a significant difference by gender (p=.0000) as 

described in Table E.15. As shown in Figure 4.8, men reported a mean of 5.94 

hours per week of physical activity; women reported significantly fewer with a 

mean of 3.62 hours. Leaders reported a mean of 6.44 hours of sleep per night. 

Mean time for commute to work was 33.35 minutes per day. 
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Figure 4.7 Hours of Work Expected vs. Actual Hours of Work by Full-Time 
K-12 Position 
 

 

Figure 4.8 Hours of Physical Activity by Gender 
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asked respondents to rate their health as excellent, very good, good, fair, or poor, 

which is the standard language currently used by the Centers for Disease Control 

and Prevention (2013a). Other SRH instruments, more typically used outside of the 

United States, use rating scales of “very good, good, fair, bad and very bad 

[or]...very good, fairly good, average, fairly bad, and bad”; while results for the 

different scales are not directly comparable, they are considered to be concordant 

(Jylhä, 2009). The SRH measure is scored from 1 point for excellent health to 5 

points for poor health. A reverse of the variable was created for analyses where 

directionality of the measure needed to be aligned with other variables. 

While it is a measure of perception of health, SRH translates to health 

outcomes that can be physically measured: 

Those reporting worse health had greater levels of systolic and diastolic 

BP[blood pressure], BMI [body-mass index], waist-hip ratio, total 

cholesterol (for women), fibrinogen, HbA1c [glucose metabolism], white 

blood cell count, and CRP [C-reactive protein]. They had, on average, 

lower levels of HDL [high-density lipoprotein] cholesterol, serum albumin, 

GFR [glomerular filtration rate], PEV [peak expiratory flow], and FVC 

[forced vital capacity]. These findings confirm a systematic association 

between the biomarkers and global ratings of SRH. (Dowd & Zajacova, 

2010, p. 4) 

SRH is predictive of mortality and also predicts health system use; for example, in 

one study mortality quadrupled and hospitalizations and high outpatient visits 

nearly doubled between those reporting excellent health and those reporting good 
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health (DeSalvo et al., 2005; Jylhä, 2009). Health care costs increase with the 

increased burden of illness and health system utilization; DeSalvo and colleagues 

showed a progression of costs from $1,654 per year for the group with excellent 

health to $4,228 for those with good health and $12,708 for those with poor health 

(2009). 

 Education and income are the primary drivers of health status, and SRH 

improves on a gradient as socioeconomic status (SES) factors, i.e., education and 

income, increase (Dowd & Zajacova, 2010; M. Marmot, 2005). Available SRH 

national data has four-year college graduation as its highest reported educational 

level and income of more than $50,000 per year as its highest income level 

(Centers for Disease Control and Prevention, 2000; Zahran et al., 2005). Most 

educational leaders and certainly the vast majority of those represented in the 

survey data have master’s degrees or higher and many educational leaders’ 

incomes exceed $50,000 per year, so expected health status of educational leaders 

in the survey sample would be anticipated to exceed these national comparators.  

The single SRH question is commonly used with a short series of 

additional questions to assess Health-Related Quality of Life (HRQOL), which 

includes perceptions of physical and mental health over time and incorporates 

health conditions, functional status, and social factors (Centers for Disease Control 

and Prevention, 2000; Moriarty et al., 2003).  

Although often called the Healthy Days measures, the HRQOL questions 

actually ask respondents to report the number of unhealthy days—how many days 

of the last month (30 days) that their physical or mental health was not good and 
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how many days that poor physical or mental health kept them from their usual 

activities (Centers for Disease Control and Prevention, 2000). Respondents can 

report up to 30 days of poor health for both poor physical and mental health, but 

the total number of unhealthy days is capped at 30 per month for both (Centers for 

Disease Control and Prevention, 2000). The additional questions on activity 

limitations include a general question on the number of days that poor physical or 

mental health limited usual activities, called activity limitation days, and additional 

questions on days of limitations on work, personal and self-care, family life and 

relationships, and recreation, leisure, and social activities. Some questions were 

modified slightly. 

The number of days of activity limitations are independent and are not, and 

not intended to be, summed in the total number of unhealthy days nor are the 

individual categories of activity limitations, e.g., work, recreation, leisure, and 

social activities, summed into the overall activity limitation days measure (Centers 

for Disease Control and Prevention, 2000). 

As with SRH, the HRQOL questions have been extensively researched and 

are used nationally for public health surveillance. Both SRH and HRQOL 

questions have national comparative data available from large national surveys 

(Centers for Disease Control and Prevention, 2000, 2013a; Zahran et al., 2005). 

The HRQOL is also strongly predicted by socio-economic (SES) factors; gender 

and race are also factors in both SRH and HRQOL (Centers for Disease Control 

and Prevention, 2000). Disparities in health status and health outcomes by race are 

well documented and consistent in SRH and HRQOL data (Kawachi, Daniels, & 
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Robinson, 2005; Krieger, Chen, Waterman, Rehkopf, & Subramanian, 2003) 

Gender also impacts reports of unhealthy days in national studies (Zahran et al., 

2005). 

Health Status 

The survey respondents’ mean SRH was 2.17, or between good and very 

good on the scale of 1 for excellent health to 5 for poor health (Centers for Disease 

Control and Prevention, 2013a). No respondents reported poor health status. 

Responses are summarized in Figure 4.9 and Tables E.16 and E.17.  

 

Figure 4.9 Educational Leaders’ Self-Reported Health (SRH) Status 

Most personal demographic factors were not predictive of SRH, with the 

exception of race (p=.003), where a statistically significant difference was found 

based on a linear regression. Consistent with national data on disparities in health 

status due to race, the White/Caucasian survey respondents had a mean SRH of 

2.09 compared with the poorer health status scores of 2.33 to 3.25 for each of the 
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other racial groups, as shown in Figure 4.10 and detailed in Tables E.18 and E.19 

(Centers for Disease Control and Prevention, 2000). 

 

Figure 4.10 Health Status by Race 

Based on a linear regression, family structure was a significant predictor of 

self-reported health status (p=.029), with respondents who were married or had life 

partners and no children at home faring better than either families with children at 

home or single respondents with no children, as shown in Figure 4.11 and detailed 

in Tables E.20 and E.21. Based on a test of means, being a caregiver for other adult 

family members was a significant predictor of poorer health status (p=.0059) as 

shown in Figure 4.12 and Table E.22.  

Research ties both short (five hours or less) and long (nine hours or more) 

duration of sleep with health status. Lack of sleep and poor sleep hygiene are 

implicated in many chronic physical and behavioral health conditions (Frange, de 
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Queiroz, da Silva Prado, Tufik, & de Mello, 2014; Mullan, 2014; Shankar, 

Charumathi, & Kalidindi, 2011). 

 

Figure 4.11 Health Status by Family Structure 

 

 

Figure 4.12 Health Status by Adult Family Caregiving Responsibility 
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As shown in Figure 4.13, the relationship of sleep to health is borne out 

among the educational leaders in the sample. As noted above and detailed in Tables 

E.13 and E.24, the educational leaders’ mean hours of sleep per night was 6.44 

hours with a range of three to nine hours. Based on a linear regression, a 

significant finding was that those educational leaders getting five or fewer hours 

sleep per night reported poorer health status (p=0.034), consistent with the national 

studies. 

 

Figure 4.13 Health Status by Hours of Sleep 

 

The number of direct reporting relationships was also predictive of health 

status, based on a linear regression, with higher numbers of staff reports being 

predictive of significantly poorer health status (p=0.005), as shown in Figure 4.14 

and detailed in Table E.25. As noted earlier, the span of control for many positions 

in K-12 education is broad and thus may affect health status. 
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Figure 4.14 Health Status by Number of Direct Reports 

While time allocations for sleep and number of direct reports proved to be 

predictive of SRH, the number of work hours, expected or actual, did not predict 

SRH, as is seen in Figure 4.15, where results were not significant. While this 

seems counter-intuitive, given the research on health impacts of long work hours, it 

is important to note that there was little variation in the survey population—almost 

all of the leaders were working long hours and more hours than expected, so there 

was little variation in work hours to impact other variables. As seen in Figures 4.6 

and 4.7 and Tables E.13 and E.14, the values for both actual and expected hours of 

work clustered tightly around the mean; when measures of central tendency cluster 

around a similar value, that variable can’t be used to test relationship to another 

variable. 
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Figure 4.15 Health Status by Expected/Actual Hours of Work-Full-Time 

Health Related Quality of Life (HRQOL)—Unhealthy Days 

Survey respondents were asked how many days of the last 30 that their 

physical or mental health was not good. The educational leaders responding to the 

survey reported a mean of 1.98 and 3.14 days unhealthy days for physical and 

mental health respectively, for a total 5.12 unhealthy days out of every month, as 

detailed in Tables E.26 and E.27.  

Respondents were also asked the number of days out of the last 30 that 

poor physical or mental health limited their activities in various life domains. The 

mean number of overall activity limitation days was 2.33. Drilling down to look at 

limitations on activities across life domains, it appears that educational leaders 

may be prioritizing work over personal and family time. The distribution of 

unhealthy days for physical and mental health is detailed in Table E.27. As shown 

in Figure 4.16 and Table E.26, poor physical and/or mental health affected 
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respondents’ work only 1.88 days per month, but affected personal and self-care 

for 2.03 days per month, family life and relationships an average of 2.76 days per 

month, and recreation, leisure, and social activities an average of 2.82 days.  

 

 

 
Figure 4.16 Educational Leaders' Unhealthy Days: Impact on Life Domains 

 

Of all the demographic factors, gender was the only factor for which 

unhealthy days varied significantly. Based on a linear regression, female leaders 

reported significantly more unhealthy days for mental health (p=.018), as shown in 

Figure 4.17 and detailed in Tables E.28 and E.29. In national samples, females 

generally report more unhealthy days in all categories; in this study however, only 

unhealthy days for mental health have a significant difference by gender (Zahran et 

al., 2005).  
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Figure 4.17 Unhealthy Days by Gender 

 

Well-Being 

Well-Being, often differentiated as Subjective Well-Being (SWB) and 

Psychological Well-Being (PWB) in the literature, is inextricably tied to 

perceptions of health; it is also the area where health, psychology, and economics 

converge. SWB measures life satisfaction and the balance between positive and 

negative affect; PWB connects well-being to spiritual or other outward-directed 

aspects of life (C. Keyes et al., 2002).  

In the survey, SWB was evaluated in a single-question measure taken from 

the World Values Survey, and PWB was evaluated using the Flourishing Scale 

developed by Diener (2010; 2014). The educational leaders rated their own Well-

Being (SWB or how satisfied they were with their life as a whole) with a mean 

response of 81.82 on a 100-point scale. National norms, which were presented on a 
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comparable 10 point scale, were significantly lower with a mean of 7.54, 

translating to 75.4, as shown in Table E.17. Survey responses on questions on 

overall Well-Being show an expected U-shaped response by age, as shown in 

Figure 4.18, consistent with national and international samples (Blanchflower & 

Oswald, 2008).  

 

Figure 4.18 Educational Leaders’ Well-Being (SWB) by Age 
 

Based on a test of means and shown in Figure 4.19 and Tables E.30 and 

E.31, women educational leaders reported significantly lower well-being than the 

men surveyed (p=.034), which is not consistent with national comparator data on 

well-being for individuals with four-year university degrees.  

Based on a test of means, adult family caregiving was, similar to SRH and 

HRQOL, also highly predictive of lower well-being scores (p=.003), as shown in 

Figure 4.20 and Tables E.32 and E.33—consistent with national studies (Marks, 

Lambert, & Choi, 2002; Schulz & Sherwood, 2008).  
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Figure 4.19 Educational Leader Well-Being by Gender 

 

 

Figure 4.20 Educational Leader Well-Being by Adult Family Caregiving 
Responsibility 
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Self-Efficacy and Psychological Well-Being  

Embedded within the survey, respondents completed validated instruments 

measuring general self-efficacy, and the Flourishing Scale, measuring 

Psychological Well-Being (PWB). A summary of scores on these scales is shown 

and detailed in Table E.34, E.35, and E.36. In a linear regression, self-efficacy is, 

as expected, significantly related to health status (p=.014), as shown in Figure 4.21 

and Table E.36 (Bandura, 1991). 

 

Figure 4.21 Health Status (SRH) and Self-Efficacy 

 

The Flourishing Scale was designed by Diener and colleagues to measure 

PWB and included eight items, including self-esteem, self-confidence and 

optimism, relationships, and living a life of purpose and meaning (2010; Simmons 

& Lehmann, 2012). As would also be expected, since one scale measures PWB 

and the other SWB, the Flourishing Scale is closely connected to Well-Being 
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(p=.000), based on a linear regression, and was also predictive of health status, as 

shown in Figures 4.22 and 4.23 Figure 4.22 and detailed in Tables E.35 and E.36. 

 
 

Figure 4.22 Educational Leader Well-Being (SWB) and Flourishing Scale 

(PWB) Comparison 

 

 

Figure 4.23 Educational Leader Health Status and Flourishing Scale 
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Organizational Empowerment  

Organizational climate and work environment can affect health and well-

being. The Organizational Empowerment Scale asked nine questions about 

perceptions of influence and authority on decision making in the workplace, 

competence, and alignment with the goals of the organization (Menon, 2001; 

Simmons & Lehmann, 2012). For our educational leaders, gender was predictive 

of Organizational Empowerment scores based on a test of means, with women 

leaders having lower scores than men (p=.039), as shown in Figure 4.24 and 

described in Tables E.37 and E.38. Based on a linear regression, the Organizational 

Empowerment Scale also predicted the unhealthy days for mental health (p=.000), 

and Figure 4.25 shows how gender interacts with both organizational 

empowerment and unhealthy mental health days among the educational leader 

survey respondents, with lower organizational empowerment scores for women 

and higher numbers of unhealthy mental health days for women. 

 

Figure 4.24 Educational Leader Organizational Empowerment by Gender 

0
1

0
2

0
3

0
4

0
5

0
O

rg
a

ni
za

tio
na

l E
m

po
w

er
m

en
t S

ca
le

 (
M

e
an

)

Female Male
p=.039

Organizational Empowerment by Gender



 
EDUCATIONAL LEADER HEALTH AND WELL-BEING 83 
 

 

 

Figure 4.25 Organizational Empowerment and Unhealthy Days-Mental 
Health by Gender 
 

National Data Comparison: Educational Leaders’ Self-Reported Health 

(SRH), Health Related Quality of Life (HRQOL), and Well-Being (SWB) 

The study compared the survey responses to comparable populations in 

national data from the Behavioral Risk Factor Surveillance Survey (BRFSS), the 

National Health and Nutrition Examination Survey (NHANES), and the World 

Values Survey. For SRH and HRQOL, the study compared national BRFSS and 

NHANES survey data from 1993-2002, which was collected, analyzed, and 

published in 2000 and 2005, and New Hampshire BRFSS data from 2010 (Centers 

for Disease Control and Prevention, 2000; Partch-Davies & Davie, Manuscript in 

preparation; Zahran et al., 2005). The proportion of males and females in the 

national sample data, 41.1% and 58.9% respectively, was very close to the 41.52% 

and 58.48% of males and females in the survey sample, providing adequate 

comparability on gender in the samples (Zahran et al., 2005). Similarly, ages of 
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respondents were adequately comparable when survey data were compared to the 

national sample on education or income; age-adjusted means were calculated to 

test key variables, and the survey sample was comparable to the national 

population sample.  

Health Status—National Comparison 

From a high-level view, the educational leaders in the survey sample 

reported comparable SRH across grouped national comparators with similar SES. 

Of the survey respondents 93.68% reported their health status as good, very good, 

or excellent compared to the national comparators, where 93.5% of college 

graduates reported good-to-excellent health status, as detailed in Table E.39. The 

same held true when the educational leaders were compared to those with 

household incomes greater than $50,000 at 92.2% and 91.8% with incomes greater 

than $35,000 (Centers for Disease Control and Prevention, 2000). Given the 

educational leaders’ higher educational attainment and likely higher income levels, 

they might have been expected to be have even higher health status, given the 

evidence on the social gradient of health (Banks et al., 2009; M. Marmot, 2004).  

However, drilling down to reported health status at the individual levels of 

the SRH scale, the educational leaders in the survey sample did not report health 

status at the levels that would be expected given their SES. As shown in Figure 

4.26, far fewer educational leaders reported excellent health compared with the 

national sample (p=.0052), and more reported their health as only good (p=.0042), 

based on a test of proportions and shown in Table E.40. The proportion reporting 

very good and fair health was not significantly different from the national sample; 
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6.3% reported being in only fair health, which was not significantly higher than the 

4.7% in the national sample. No survey respondents reported poor health.  

 

Figure 4.26 Health Status—Educational Leaders vs. National Comparators 

Health Related Quality of Life—National Comparison 

As was seen with health status, the educational leaders in the survey also 

did not fare as well as the national comparators on most HRQOL measures. One 

measure of feeling healthy is feeling good every day, physically and mentally, and 

having no days of being sidelined by poor health. The field’s terminology, which 

presents as a double negative, can be confusing. In this case, Zero Unhealthy Days 

is a positive finding and represents 100% healthy days. As shown in Figure 4.27, 

based on a test of proportions, only 40% of the survey respondents reported Zero 

Unhealthy Days in the previous 30 days, compared with 52.8% of the national 

sample (p=.000). Survey respondents also had significantly fewer leaders reporting 

Zero Unhealthy Days of poor physical health, mental health, or activity limitation 

days than the national comparison group, as detailed in Tables E.41 and E.42. 
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Figure 4.27 Healthy Days—Zero Unhealthy Days: Survey Respondents vs. 
National Comparators 
 

Conversely, educational leaders in the survey sample had more total 

unhealthy days than would have been expected given national data, which was 

driven by their higher number of unhealthy days for mental health. As shown in 

Figure 4.28 and Table E.42, survey respondents had a mean of 5.12 total unhealthy 
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(p=.000) based on a test of proportions (Centers for Disease Control and 

Prevention, 2000). However, the number of unhealthy days for physical health was 
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The significant difference from the national comparators is driven by the 

number of unhealthy days for mental health at 3.14 days for survey respondents, 
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significantly higher for the survey respondents (p=.005), with limited activities on 

2.33 days per month, compared to 1.1 days for the national sample. 

 
 

Figure 4.28 Unhealthy Days—Educational Leaders vs. National 
Comparators 
 

National data also looks at frequent illness or mental distress, defined as 

more than 14 unhealthy days of the last 30. Survey respondents did not differ 

significantly from the national sample in the proportion who had 14 or more total 

unhealthy days in total or for physical or mental health, as described in Table E.39. 

For example, 6.84% of the educational leaders surveyed reported unhealthy days 

for mental health for more than half of the month, categorized as frequent mental 

distress, as compared with 6.0% of college graduates in the national sample, but 

the result was not significant. (Centers for Disease Control and Prevention, 2000).  

Impact of family caregiving responsibilities varies by many factors, 

including age and illness severity (Schulz & Beach, 1999; Schulz & Sherwood, 

2008; Vitaliano, Zhang, & Scanlan, 2003). Unpublished state-level data and reports 
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a comparable population, as shown in Tables E.22 and E.43 (NH HealthWRQS 

BRFSS Module, 2010; Partch-Davies & Davie, Manuscript in preparation). 

Well-Being—National Comparison 

When compared with national data, the male leaders surveyed reported a 

significantly higher level of well-being than the national comparators (p=.0000) in 

tests of proportions; female leaders reported higher well-being than the national 

score for women (p=.0234), as shown in Figure 4.29 and Table E.44 (World Values 

Survey, 2016). Nationally, women reported higher well-being than men notably, 

even with a trend of declining reported well-being for women in the United States 

(Stevenson & Wolfers, 2009; World Values Survey, 2016).  

 

Figure 4.29 Well-Being by Gender—Educational Leaders vs. National 
Comparators 
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Qualitative Research Results 

Key Qualitative Research Findings 

Key qualitative findings included: 

 Educational leader interview responses mapped well to the framework of 

the social-ecological model of health. Within that model, the 

intrapersonal/individual environment, interpersonal/social environment, 

and public policy environment domains were predominant. 

 The framework of health individualism was the predominant cultural model 

of health for educational leaders. 

 Educational leaders provided a range of organizational and policy-level 

recommendations to protect and improve leader health and well-being. 

The qualitative research findings echoed a number of findings in the 

quantitative research: 

 The educational leader interviews provided texture and context to the 

meaning of the levels of SRH and well-being in lived experience—

clarifying the distinctions between excellent, very good, and good health as 

reported in the survey data.  

 Educational leaders were concerned about their extended work hours and 

implications for their health and on their time for family, reflective work 

and practice, and self-care. 

 Educational leaders experienced the impact of the number of reporting 

relationships in a number of ways, including the added time needed for 

general administrative and human resources tasks, for meetings, for teacher 
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and staff evaluations, as well as the complexity of managing large numbers 

of relationships. 

Qualitative Analysis Process 

 Initial classical content analysis of the qualitative data collected through the 

interviews included a review of the framework of the social-ecological model of 

health and its domains: intrapersonal/ individual environment, interpersonal/social 

environment, organizational /institutional environment, community environment, 

and public policy environment (McLeroy, Bibeau, Steckler, & Glanz, 1988; 

Stokols, 1992).  

 The interview transcripts were also coded for dominant cultural models of 

health and for key elements from the survey instruments measuring psychological 

well-being, self-efficacy, and organizational empowerment. Leaders were 

specifically asked for their thoughts on the impact of leaders’ health and well-being 

on leadership in general, the impact on their own health and well-being of their 

leadership position, and suggestions for improving the health and well-being of 

educational leaders. Details of the qualitative analysis are shown in Appendix F. 

Half of the interview respondents were drawn from the pool of survey 

respondents. To anchor the qualitative to the quantitative data, all interview 

participants were asked the same SRH and well-being questions used in the survey. 

Analysis of the survey data and the semi-structured interviews themselves 

suggested several lines of inquiry for the qualitative analysis including the span of 

control and layers of direct and indirect reporting relationships, hours of work, and 

family caregiving. 
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The interview transcripts were both dense and rich and with insights and 

descriptive information about leaders’ perceptions of their health, their well-being, 

and their work in the context of their lives. Simultaneous coding was used to 

capture code co-occurrences. Themes that emerged from the interviews included 

positive, negative, and protective factors impacting leaders’ health and well-being; 

a number of aspects of time, including time at work, time with family, time for 

self. The code book and code applications are shown in Table F.2. 

Interviews on health and well-being, by their nature, can tend to lead to 

disclosure of health and other personal information, even though interview 

participants were reminded that personal health information was not being 

requested. Therefore, interview excerpts have been completely de-identified to 

prevent constructive re-identification of interview participants and protect personal 

health and other information.  

Semi-Structured Interview Participants 

The interview participants included a range of educational leaders working 

in different settings and positions, including two superintendents; two principals, 

one at the elementary level and one at a middle-high school; and district-level 

administrators for curriculum and special education. Gender was balanced, and 

ages ranged from 44 to 65. As with the survey sample, the interview participants 

were seasoned educators and educational leaders, with a range of 21 to 43 years of 

educational experience and 4 to 32 years in leadership positions. All were married; 

two had children still at home, and one was a family caregiver for two family 
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members. See Table F.1 for a detailed description of interview participant 

demographics. 

Social-Ecological Model of Health 

 The social-ecological model of health was developed as a framework for 

looking at health in the context of health promotion. It is particularly helpful in 

understanding individuals and populations and the interplay of the intersecting 

environments of social structures of the workplace and the community and 

provided an excellent framework for the qualitative analysis.  

 The social-ecological model identifies five environmental domains, 

intrapersonal/ individual environment, interpersonal/social environment, 

organizational/institutional environment, community environment, and public 

policy environment (McLeroy et al., 1988; Stokols, 1992). Exemplars of interview 

excerpts related to the social-ecological model environmental domains are shown 

in Table F.3.  

 
Figure 4.30 Social-Ecological Model of Health Interview Mentions by K-12 
Position 
 

0 50 100 150 200 250

Social-Ecological Model

Intrapersonal/Individual

Interpersonal/ Social Environment

Organizational/Instiutional

Community

Public Policy

Social-Ecological Model of Health
Interview Mentions by K-12 Position

Special Education Dir n=1 Superintendent n=2

Principal n=2 CurriculumAdministrator n=1



 
EDUCATIONAL LEADER HEALTH AND WELL-BEING 93 
 

In the analysis of the interviews, leaders’ excerpted responses were 

congruent with the social ecological framework; the domains of 

intrapersonal/individual environment, interpersonal/social environment, and public 

policy environment domains received the greatest number of mentions with 70, 65, 

and 52 total mentions, respectively. The women leaders’ interviews yielded more 

excerpts coded to all five of the environmental domains in the model, with 60% of 

the total mentions fitting the framework.  

Figures 4.30 and 4.31 show the code applications of the social-ecological 

model by gender and by K-12 leadership role. Figure 4.32 shows the code 

applications of the social ecological model with the themes of health and time, 

which were the next most numerous codes applied. 

 

 
Figure 4.31 Social-Ecological Model of Health Interview Mentions by Gender 
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Figure 4.32 Social-Ecological Model, Health, and Time Mentions by Respondent 
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by social or economic factors or by policy. Operating under the health 

individualism model, leaders gave primacy to the efficacy of their individual health 

behaviors without referencing the potential role of external factors, such as social 

determinants of health or policies that have created the long hours and work 

pressures of being an educational leader: 

The cultural model of health moralism—seeing health and healthy 

behaviors as a moral struggle and lack of health as a moral failing—was evident in 

some interviews as leaders discussed feelings of guilt related to health or behaviors 

and about illness as evidence of a moral or character failure. 

The health consumerism model of health and health care as a commodity to 

be purchased was also in evidence with discussions of health care costs, using 

health care services, health insurance and the costs of maintaining health, e.g., 

paying for gym memberships. 

Although almost no mentions touched on the healthy communities model 

in relationship to a leader’s own health, it was perceived as a factor in the health of 

students and the community. The healthy communities cultural health model was 

evident in the transcripts as leaders looked at their communities, but was not 

included in their reflections on their own health and well-being. The cultural model 

of health as a community responsibility was evidenced in excerpts about the health 

struggles of children with economic challenges, poor health care, and food 

insecurity, and community challenges, such as the opiate epidemic. 
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Health and Well-Being 

To anchor the semi-structured interviews to the survey research, leaders 

were asked in the interviews to respond to the same questions about overall well-

being and health status that were asked in the survey.  

1. All things considered, on a scale of 1 to 100, how satisfied are you with 

your life as a whole these days? (Kahneman & Krueger, 2006; World 

Values Survey, 2014)  

2.  Would you say that in general your health is excellent, very good, good, 

fair or poor? (Centers for Disease Control and Prevention, 2013a) 

Participants were then asked to describe further what their overall well-being and 

SRH scores meant to them. 

In describing the factors to which they ascribed their state of over well-

being, participants talked about family life and career as having both positive and 

less positive impacts on their well-being. For example, strong family relationships 

and a positive work environment supported positive well-being: “In the high 90s. I 

am a father of three children, happily married… happy family. And that's an 

important part of my life. I'm in a new exciting role with a leadership team who I 

believe in….” Conversely, role uncertainty at work and family difficulties, 

impacted well-being, as well, but in a negative way. “…75….There's a little bit of 

concern in the new role just trying to understand what I'm supposed to be 

covering…My [spouse] has some very major medical expenses.”  

Participants also described changes in their characterization of their overall 

well-being as a result of work or life factors. For example, “I'd say I'm at a 
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90….When I started at [previous position], it would have been probably a 70 to an 

80. When I left I was so exhausted that I would say I was probably down to a 20.” 

Drilling down into the leaders’ descriptions of the various levels of SRH 

gave depth and context to the SRH ratings, leading to a greater understanding of 

the strengths and limitations that they included in their perceptions of their own 

health and well-being. The leaders who self-reported excellent or very good health 

either did not discuss any personal health concerns in the interviews or reported 

them as resolved. Those leaders who reported their health as good all mentioned 

health concerns or illnesses, including chronic conditions and serious illnesses. For 

some good health was straightforward: “[Good health] means I can get up and go 

to work every day and I'm getting enough sleep. And I'm getting the right kind of 

food.... I have health concerns but I'm also over fifty so that comes with that.” For 

other leaders with different kinds of health histories, good health was far from 

straightforward: “Good health to me is pretty special. I have some heart disease…” 

Health-Related Themes 

Beyond SRH and overall well-being, several themes emerged from the 

interviews as leaders talked about their own health and well-being. Stress was, by 

far, the theme with the greatest number of mentions and the most consistent 

discussion about its impacts on mental and physical health. While positive types of 

stress were mentioned by some, the great majority of mentions focused on the 

deleterious effects of stress on health. To the leaders, negative stress had its genesis 

from both work and family factors, and sometimes from the interaction of the two. 

Several leaders referenced the policy and funding climate in education: “So like 
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any community there's been a lot of challenges with school funding, so that's been 

stressful.” Other leaders faced family challenges, such as, “My personal life is 

having a deep impact on my work life this year.” Physical manifestations of stress 

emerged in some comments.  

The theme of work and family life balance was woven throughout all of the 

interviews. As one leader remarked, “I think that is a stressor that all school 

administrators have, the balance between home and work. Everything is urgent and 

everything is important.”  

Caring for Self 

The educational leaders described their activities to preserve and promote 

their own health and care for themselves, summarized in Table F.5. Exercise and 

physical activity received the most mentions with eating well and other forms of 

self-care also being mentioned. Eating well or nutritiously was mentioned by half 

of the participants. Leaders talked about the importance of physical activity and 

recreation in keeping emotional balance. Two leaders mentioned yoga classes 

available in their school or district but did not mention participating themselves. 

Several leaders encouraged a holistic approach to health and well-being. In 

addition to getting adequate exercise and physical activity and eating well, leaders 

also talked about time for self-care and relationships as important for balance; 

several mentioned various stress-reduction activities and mind/body strategies, and 

mindfulness meditation was specifically mentioned by two of the leaders. Using 

prescribed medication or self-medicating with tobacco or alcohol were also 

mentioned. 
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Sleep, Fatigue, and Exhaustion 

Sleep, along its companions of fatigue and exhaustion, was a theme that 

emerged in many of the interviews, for example, “Probably the one of the greatest 

health concerns is just fatigue,…” and “I was so tired and so worn down.” Several 

leaders referenced needing to catch up on sleep, for example, “I just needed to 

sleep all day, I was so worn out” and “On the weekends I typically sleep really 

long periods of time—11 or 12 hours. So that tells me that my body is putting out 

everything it can put out there.” For some, lack of sleep had direct physical 

consequences, “And I think if you’re not getting the sleep that you know you need. 

I’m a migraine sufferer, as well, and some of my triggers are, in fact, not enough 

sleep.” 

Ill Health 

Four of the six leaders interviewed talked about acute, chronic, and life-

threatening illnesses, often attributing their own illnesses in part to the demands of 

their leadership positions. As one leader related, “I personally suffer with chronic 

headaches, and I have some back issues because my muscles are so tight all the 

time from work.” Some health concerns were even more serious, “I’ve had three 

cardiac catheterizations in six years.” Leaders also shared the cost to their health of 

being frequently exposed to contagious illnesses when their physical strength is 

depleted by stress and long hours: “I literally caught everything that was going 

around. And so I would go from a sinus infection to a bronchial infection. I had 

double ear infections several times… I ended up in April…with pneumonia.” 
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Time-Related Themes 

When asked about their health and well-being, leaders talked a lot about 

time: time at work, time spent working evenings and weekends, sick time and time 

spent working while sick, vacation time taken and not taken, and having or not 

having time for family and personal activities, such as exercise. The greatest 

number of the mentions were about extended work hours: long work days and 

working evening and weekend hours. Statements about evening and weekend 

hours for meetings and school events were frequent and exemplars are included in 

Table F.6. Demands on time were both internally and externally driven. Leaders 

talked, as well, about working while sick and the difficulty of taking vacation time. 

A major factor in time use was driven by reporting relationships. The 

number of direct reports a leader had – the span of control—had a direct impact on 

time for managerial tasks and relationships, and for principals the number of 

observations and evaluations. Two of the leaders interviewed had no direct reports, 

but the remaining had from 5 to 84 direct reports. Figure 4.33 demonstrates the 

number of mentions of extended hours of work shown in the context of their 

mentions of health and time and by the number of staff reporting directly to each 

interview participant.  

One leader described the time spent on the relationship side of leadership 

and management: 

People wanting to come in and process with you or talk to you…. So that 

relationship building piece takes a takes a time investment. Some of that 
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time investment is, it has to become a priority and … that precious time 

might have been needed to get other things accomplished. 

 

Figure 4.33 Interaction of Mentions of Extended Work Hours, Health, and 
Time by Number of Direct Reports 
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the monitoring that has to be done and with the number of teachers you have to do 

it with.” 

The number of leaders’ own supervisory relationships also had a bearing on 

time use. Many leaders described how they reported directly to one or two 

supervisors, but some had indirect reporting responsibilities to other individuals 
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0

20

40

60

80

100

120

140

160

0 20 40 60 80 100 120

H
e
al
th

Time/Hours

Extended Work Hours, Health, and Time Mentions
by Number of Direct Reports 

0 n=2 5 n=1 20 n=1 40 n=1 84 n=1



 
EDUCATIONAL LEADER HEALTH AND WELL-BEING 102 
 
committee meetings that are the cause of most of the evening work, “Way too 

many meetings. Way too many things that people want you to try to answer to try 

to keep up with....” Fairly typical was this comment from a principal, who had one 

direct reporting relationship to the superintendent, but multiple other 

responsibilities that required many working hours beyond the school/work day. 

I have one school board that I'm responsible for, but I participate in two. 

Because we meet as a local district and then as a supervisory union…there 

are times when it might be two or three board meetings not to mention the 

committee work that goes on. Probably another four committees I’m 

directly responsible for, and four that are more system-wide. 

Positive, Negative and Protective Factors 

The interviews with the leaders identified a number of positive, negative, 

and protective factors in their work as leaders and for their health and well-being; 

exemplar excerpts are shown in Table F.7. Most prominent as protective factors 

were a sense of mission, a love of their students, and supportive family and 

colleagues. The overall sense shared was one of rewarding work and a sense of 

purpose. All of the leaders seemed to genuinely love working with students and 

drew energy from working with children. As one leader said: 

There's also, I think, more than the average amount of joy available to 

scoop into your life. … You go into a school, and you are surrounded with 

joy. You're surrounded with people who care, who are concerned, a sense of 

family. You see children learning, they take your hand, and they want to 

show you what they're doing. Teachers want you to come into their 
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classrooms and see what they're doing and so that access to joy is about 

thirty seconds away. 

Supportive family and colleagues were described as having both positive 

and protective influence on the leaders’ well-being. Support from spouses was 

cited by almost all of the leaders interviewed, and spousal understanding of the 

demands and long hours of the job were appreciated. Being part of a strong 

collegial team was important; leaders highly valued collegial support from their 

own colleagues and team members. For leaders in positions that allowed for cross-

institutional networking, which were usually school-district-level positons, 

relationships with colleagues in other organizations provided valued support and 

perspective; some leaders also cited support from their boards and board chairs. 

Factors with negative impact on health and well-being included the needs 

of poorly resourced schools and communities and the seemingly increasing needs 

of students and staff. One leader cited the demands of “the increasing social-

emotional needs of not only students but staff members.” Others commented on 

the challenges of working with students with ever more complex challenges 

themselves: “Our students, they’re coming in with a lot of baggage. I try to tell 

people that the kids haven’t changed, but their needs have changed...” 

Leaders also reflected on the isolation of the leadership role, “It can be a 

lonely profession…” The pressure of constantly being “on” and available to 

students, parents, staff, and community was the converse of isolation and 

loneliness, and leaders citied the impact of constant access through email, text 

messages, social media, and interactions in the community. 
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Outside of school and work, the stress of the leadership job on the family 

and the impact of family stress and family caregiving at work were mentioned as 

negative factors. Leaders talked, as well, about the types and manifestations of 

conflict in their work lives as an impact on their health and well-being, including 

mediating conflicts among students and staff as part of their work, conflict among 

colleagues and teams, and conflicts with parents, boards, and the community. The 

fact that that sometimes conflict and competition were used intentionally by 

leaders, colleagues, or boards was also noted. 

Sacrifices in the Educational Leadership Role 

A troubling theme that emerged in some interviews was the sacrifice of 

health and well-being for the educational leadership role. Leaders felt that they 

have, whether intentionally or not, given up a great deal in exchange for their role. 

Commenting on whether he would encourage colleagues to go into the field, one 

leaders said, “Are you willing to upfront know that you will have less time with 

your family?... And if you’re expecting great financial gain that really isn’t there... 

And going into it knowing that it’s going to be high stress…” Women leaders 

specifically talked life choices made to pursue leadership positions, such as 

choosing not to have another child or delaying career steps to leadership until their 

children were grown. 

Even more troubling was a sense from some leaders that they had 

sacrificed their health or potentially shortened their lives for their leadership role. 

One of the leaders, in positing the results of the interviews for this research, 

“They're going to tell you that education is very stressful, and people get sick in 
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this job and don't know how to recover from it.” Another leader reflected on 

colleagues in a school district with many challenges, “Everybody that works there 

gives everything they have possibly got and more.” One leader commented, “I 

mean I've given them my life.” Speculating on his own future health and mortality 

as a result of the leadership role, one leader said, “I wonder over time what the 

effect of that is going to be. Well, I know what the effect is going to be, it could 

probably shorten my life and I'm OK with that.”.” 

The Leadership Role, Health, and Well Being 

Interview responses discussed the impacts of an education leaders’ health 

and wellness on their leadership and the impact of serving as an educational leader 

on health and wellbeing—from the perspective of their own lives as well as in 

leadership.  

Leaders were clear that they felt they were better leaders when they were 

healthy, that is, when they felt well, were rested, were able to take care of 

themselves, and had time to recharge. Several said they had more patience, which 

made them better listeners and better able to respond to the situations and conflicts 

that are part of every leader’s day. Conversely, leading from a place of fatigue was 

difficult, “…When you're tired it's hard to be on top of things and it's hard to 

respond thoughtfully….You can become defensive and that's not a good place to 

be.” Leaders knew that when they were not well, their leadership was impacted: 

“In those times of less than good health, probably were not as effective as we 

normally are….”  
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Several leaders commented on their observations of leaders they had 

worked with or for and how those leaders’ health and well-being had impact on 

their leadership. Both younger leaders and more seasoned leaders reflected on how 

leadership takes can take a toll on leaders over time, “What I noticed is some of 

our better inspirational leaders and instructional leaders have been older and 

experienced, but as they get older …you start to see that age effect.” In self-

reflection, an older leader shared: 

Again that is part of the perspective of time. I feel like I am probably the 

most effective I've ever been, which is not what I would have predicted 

when I was forty. I would have thought, “You know what maybe the game 

is passing you by when you’re 64 and you oughta think about movin’ on 

and trying something different.” but I feel like I am on top of my game. 

And it seems like it’s getting good results.  

Leading on Health and Well-Being 

The leaders interviewed reflected on leaders they had worked with who 

provided examples of leading on health and well-being and on their own roles in 

leading on health and well-being for students and staff. For example, on leading on 

health and well-being: “You know I followed a superintendent that was very good 

about making sure that he found time in his day to exercise.” Another leader talked 

about learning, as a leader, to model healthy behaviors, “Leaders are supposed to, 

in my thinking…not only talk the talk, but walk the walk.”  
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Leaders’ Recommendations to Improve Health and Well-Being 

The educational leaders interviewed shared their thinking on how to 

support leaders in maintaining and improving health and well-being. Their 

recommendations ranged from better implementation of currently available 

programs and policies to innovative efforts and are summarized in Table F.8. One 

leader has a gym membership as part of the employment contract. Two leaders 

commented on the wellness programming offered by their districts. One leader felt 

it wasn’t effective because it wasn’t well-utilized because of time barriers, “I don’t 

think people feel like they can advantage of them. If you’re talking about it taking 

time during the day…” Another saw the wellness benefits being well used in their 

district:  

 The educational leaders’ recommendations included various solutions to 

mitigate the time pressures and concomitant impacts on health and well-being, 

including contract language to support time for exercise and self-care, structuring 

administrative teams to minimize the number of meetings in general and the 

number of evening meetings and events. In addition to the numbers of meetings, 

leaders also commented on the number of observations required and the quality of 

the subsequent evaluations because of the number of direct reporting relationships. 

Another theme in the recommendations was improving the managerial 

functions and delegation in leadership roles. One leader talked about the struggle 

of balancing instructional leadership with day-to-day management responsibilities 

that others could take on. Another leader also talked about the balance of 

managerial duties, the leader’s time, and who else can take on certain tasks. 
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Additional leader suggestions on ways to mitigate time pressures and make 

it possible for leaders to manage work life balance and promote greater health and 

well-being included four-day weeks for some staff and staggered school days with 

later starts for adolescents, which could have benefits for staff and leaders, as well. 

Others recommended changes that would allow for more time for reflection and 

collaboration. On one leader’s wish list included, “I would find more time for 

meaningful collaboration.” Another would support policy changes that would 

provide more time for reflection:  

Any policy that would support or contract for that matter that supports time 

for reflection…. I think that the really important thing as part of health and 

wellness, in general, if you’re just going from thing to thing, you just get 

run down. So if you have time to reflect you have a little more direction in 

it and a lot more drive and motivation. 

Professional Development and Graduate Education 

Leaders mentioned the role of professional development training and 

graduate education in helping better prepare educational leaders to support health 

and wellness in their leadership and to support their own health and wellness. As 

one remarked, “There's no doubt in my mind that [reflective leadership practice] 

should be addressed almost in every single class at some point.” Other insights 

included: “The whole awareness of self as leader and collaborator…we’ve moved 

way away from traditional courses and grades to flexible pathways…collaborative 

processes and seminars based on very clear proficiencies. You oughta be doing 

that at all levels of education.” 
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Innovative Efforts 

One leader has implemented reflective leadership practice with their 

leadership team, and the leadership team completes personal wellness plans and 

annual goals with promising early results: 

Every one of our meetings we do have five-minute, ten-minute mindfulness 

part of our meeting….So we did bring it into our administrative team this 

year. And at first we had some people who were kind of ‘touchy feely crap,’ 

‘what the hell are you doing this for?’… At this point we’ve all kind of 

done personal inventories. It’s the mind and the body piece and identifying 

our own triggers and starting to develop different strategies to put into 

practice…. So we’ve really begun this process and even that’s what we’ll 

do as part of their midyear review. I’ll give them a reflective prompt on 

their strategies and how has it impacted their practice as educational leader 

in our districts. So it is not only the other goals, the personal goals.  

Self-Efficacy, Psychological Well-Being, Organizational Empowerment 

The survey used in the quantitative study included validated instruments 

measuring general self-efficacy, and the Flourishing Scale, measuring 

Psychological Well-Being (PWB) and organizational empowerment in the 

qualitative arm of the study, transcripts were coded for excerpts consistent with 

each of the questions on these instruments. Figure 4.34 shows the relative code 

counts for mentions of Self-Efficacy, Psychological Well-Being (Flourishing), and 

Organizational Empowerment and is shown by respondents with K-12 position and 

gender indicated. 
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Figure 4.34 Self-Efficacy, Psychological Well-Being, and Organizational 
Empowerment Mentions by Respondent K-12 Position and Gender 

Self-Efficacy  

Transcripts were coded for mentions consistent with the New General Self-

Efficacy Scale used in the survey as shown in Table F.10 (Chen et al., 2001; 

Simmons & Lehmann, 2012). Generally, mentions supporting self-efficacy were 

positive. However, instances of lower levels of self-efficacy—and the 

consequences— were also present, for example, “If I don't feel like I am making a 

change for the better for kids, I tend to get very stressed out.” For some of the 

participants, the references to self-efficacy were couched more in terms of actual 

challenges met or accomplishments made than as expressions of feelings of being 

able make accomplishments or meet challenges. 
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Psychological Well-Being. 

Survey respondents also were asked to complete the Flourishing Scale to 

measure Psychological Well-Being, based on the work of Diener and colleagues 

(Diener et al., 2010; Simmons & Lehmann, 2012). In interviews, leaders reflected 

statements from the Flourishing Scale; exemplars are shown in Table F.11. 

Organizational Empowerment 

Understanding leaders’ perceptions of their own empowerment within their 

organizational and work environment provided insights into how work affected 

their health and well-being. The survey used the Organizational Empowerment 

Scale by Menon, and statements from that instrument were reflected in the 

interviews, as summarized in Table F.12 (2001; Simmons & Lehmann, 2012). 

Qualitative and Quantitative Synthesis 

As a mixed methods study, the research brings together the quantitative and 

qualitative results in a synthesis of data and conclusions (Creswell, 2015). Seen 

together, the results of the qualitative and quantitative arms of the study are 

confirmatory and add additional insights. The study design anchored the 

qualitative research to the survey design by using two identical questions and used 

the quantitative analysis and common data elements to inform both the semi-

structured interviews and the qualitative analysis, as was shown in Figure 4.1.  

A comparison of the survey participants and the interview participants is 

shown in Table F.9. In the quantitative arm of the study, the survey respondents 

rated their overall well-being on a scale from 1 to 100 and characterized their 

health as excellent, very good, good, fair, or poor. As a group, the mean of the 
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interview respondent responses to the same questions in the qualitative arm of the 

study were slightly higher than the survey respondent population, with interview 

participants scoring well-being in a range of 75 to the 90 and above with a mean of 

85.83, compared with a mean for the survey of 81.92. In the interviews, three 

leaders reported health as good, two as very good, and one as excellent for a mean 

of 2.33 for SRH, compared with the mean for the survey of 2.17. 

Changes in Health Status and Well-Being over Time 

The intersection of survey and interview data also gave the opportunity to 

see changes in health and well-being over time. Three interview participants had 

previously completed the survey. One respondent’s self-ratings remained 

consistent across the survey and the interview. Another respondent reported good 

health and a well-being score of 85 on the survey 18 months before the interview 

and very good health and overall well-being of 90 during the interview.  

“It’s very good….So I would say for about four months now, I’ve been 

hitting the gym about five in the morning, before work. So that’s made a 

profound impact on my well-being.… So that’s why I’m saying, prior to 

that my general health would probably be more in the good. You know 

good is good but now with the hour and a half exercise every day in the 

morning put a little bit more balance in my life. 

A third respondent rated health status as very good and well-being at 85 on 

the survey; at the time of the interview eighteen months later, self-rated health was 

good and well-being was reported at 75 with the major impact arising from family 

medical challenges and caregiving.  
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Summary of Results 

From the quantitative data, it is evident that K-12 educational leaders do 

not have the level of health status expected given their SES. They are working long 

hours, not sleeping a lot, and have many work and family relationships to juggle, 

all of which may be affecting their health. Race, family status, hours of sleep, and 

the number of reporting relationships all showed impacts on health status. 

By virtue of education and income, the educational leaders in the study 

should be healthier than the available national comparator group. They are not 

more healthy, and by some measures they are less healthy, than comparators and 

are certainly less healthy than they should be. While the number of days that poor 

physical health affects their work is comparable to national peers, their mental 

health is not as good. Poor health affects their activities outside of work 

disproportionately to their work activities, with greatest impact on family life and 

relationships and recreation, leisure and social activities. While educational leaders 

have high levels of well-being compared their SES peers, women leaders do not 

fare as well, nor do those who have caregiving responsibilities.  

The instruments included measures of self-efficacy, psychological well-

being, and organizational empowerment that, for the most part, showed 

educational leaders feel confident, respected in their organizations, and living lives 

of purpose. Again, on some of these measures, such as organizational 

empowerment, women leaders did not fare as well. 

The qualitative data confirmed that the K-12 leaders interviewed have 

positive views of their mission as educators and leaders but shared concerns about 
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the effects of long hours and work stress on their health and well-being, their work 

as leaders, and the impact on their families. The leaders interviewed saw that they 

have a responsibility to serve as good role models on health and well-being. Key 

recommendations to improve leader health and well-being included changes in 

organizational structures and practices to better distribute workload and time 

commitments, and other policies to support health and well-being. 

 
Figure 4.35 Mixed Methods Summary Findings 

 

In synthesizing the quantitative and qualitative studies, the data intersects 

and is reinforcing on self-reported health, well-being, work hours, sleep/fatigue, 

family and family caregiving, and numbers of reporting relationships, as shown in 

Figure 4.35 and Table F.13. The intersections of the two arms of the study provided 

additional layers of data and context than would have been available if either arm 

of the study stood alone. 
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Chapter 5  

Conclusions and Suggestions for Further Research 

The purpose of the study was to establish a baseline of information on the 

self-reported health and well-being of educational leaders in the K-12 education in 

the United States. In an environment of increasing demands to improve 

educational outcomes, educational leaders are also being called upon to lead on 

health and wellness in their schools, districts, and communities. Very little research 

has been done in this arena, and greater understanding is needed on how these 

leaders perceive their own health and well-being in the context of their lives and 

their work, so that they can lead effectively. These underlying questions speak to a 

larger research agenda than just one study; there is much to understand, and other 

than the literature on stress and educational leaders, little research has been done.  

The best way to understand how educational leaders perceive their health 

and well-being was to begin by asking the questions and more deeply exploring 

how those perceptions are expressed in their lives and leadership. The research 

combined a descriptive statistical analysis of data on educational leaders’ self-

reported health and well-being and a qualitative study of how leaders’ perceptions 

of their health and well-being inform their leadership, and has attempted to 

develop a starting place for future research. 

The study has attempted to answer the following questions: 

1. How do K-12 educational leaders report their own health and well-

being on measures of self-reported health, health-related quality of life, 

and well-being?  
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2. How do K-12 educational leaders’ perceptions of their health and well-

being shape their leadership, and how does their work as educational 

leaders shape their perceptions of their own health and well-being? 

Summary of the Research 

The research was conducted with a mixed methods design that included a 

descriptive analysis of survey data on educational leader health and well-being 

conducted at Plymouth State University in 2015 and a qualitative analysis of semi-

structured interviews with six educational leaders. Survey data were collected on 

the Qualtrics platform and analyzed using Stata statistical software (2015; 2015b). 

Qualitative data from the semi-structured interviews was analyzed and connected 

to anchoring quantitative data using Dedoose software (2014). 

Overview of the Literature Review 

A systematic search of the scholarly literature focused on concepts of 

health, well-being, and wellness and studies of the health, well-being, and wellness 

of leaders in education and other fields. Literature on study methodology was also 

reviewed, including instruments to measure and compare health, well-being, and 

wellness; and qualitative, quantitative and mixed methods research design.  

Although very little research was available on the topic—and even less of it 

recent—the literature review provided a considerable body of work to create a 

framework for organizing and analyzing the research and provided tools for 

assessing and understanding self-reported health; overall well-being and 

psychological well-being; self-efficacy and its impact in health; and organizational 

empowerment. The subsequent research has been anchored in the work of Stokols 
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and colleagues with their social-ecological model of health providing the analytic 

framework for synthesizing the research (1992). The study of self-reported health 

and overall well-being had a large body of work with Idler and Benyamini and 

Kahneman as key contributors (1997; 2006). Bandura and Diener and their 

colleagues have been the seminal thinkers on self-efficacy and Psychological Well-

Being (1991; 2010). Newer and less well-known work by Menon on organizational 

empowerment provided an important perspective (2001).  

The research design was informed particularly by the work of Creswell, 

Patton, Dillman, and Galletta (2015; 2009; 2012; 2002). 

Findings 

By all understandings of the social determinants of health and the impact of 

socio-economic status on health, educational leaders should be among the 

healthiest among us (Banks et al., 2009; M. G. Marmot & Wilkinson, 2006). As a 

group, they enjoy—and have earned—high levels of education and income, work 

in a high-status profession, and have working conditions that are far from the 

hazards of farms or factory floors. There is, however, an undercurrent and as yet 

undocumentable concern that educational leaders are not as healthy as they should 

be and that the tolls of the job increase morbidity and premature mortality. 

As was explored in the literature review, there is a dearth of research in this 

area. Most of the limited research that could shed light on this area focused 

primarily on stress has been done in other countries, where national health and 

insurance systems have health data that can be tied to health outcomes for 
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educational leaders (Dewa et al., 2009; Green et al., 2001; Weber et al., 2005; 

Wells, 2013). Similar data sets are not available in the United States. 

The approach to this research was to ask educational leaders, in structured 

ways, how they are doing and what they think about their own health and well-

being and its impacts on their work as educational leaders. The answer is generally 

positive, but with mixed messages in the details of the results.  

Lives of Purpose and Meaning 

The educational leaders in our survey and interviews are generally satisfied 

with their lives, which are happy and have purpose and meaning, as evidenced by 

their levels of self-reported overall subjective and psychological well-being. They 

perceive themselves as competent and capable, as evidenced by their reported self-

efficacy, and for the most part, feel they are valued members of their organizations 

on a scale of organizational empowerment.  

Good Health is Not Great Health 

When it comes to educational leaders’ health, the answer appears to be 

more qualified. Educational leaders are not particularly unhealthy but are less 

healthy than they should be, especially given their high levels of SES. SES, 

especially education and income, confers significant benefits to health and health-

related quality of life. Comparing the survey respondents on key metrics of self-

rated health and health-related quality of life generated a picture of leaders who by 

virtue of education and income should be among the healthiest of people, and they 

are not. 
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In analysis of the quantitative findings from the survey research, most 

educational leaders reported good to very good health, with a smaller number 

reporting fair health and none reporting poor health. There were significantly 

fewer leaders who reported excellent health than would have been expected given 

the SES of educational leaders. As a group, they report comparable numbers of 

days of physical ill health with members of a national sample of with four-year 

degrees and comparable incomes. On the other hand, the educational leaders 

surveyed reported more days of poor mental health and more days when poor 

health limited their usual activities, particularly when it came to life outside of 

work.  

The mean of Self-Reported Health for all of the survey respondents was 

2.17, between good and very good health, on a 1 to 5 scale from 1 for excellent to 5 

for poor. When considering what those excellent, very good, and good ratings, 

mean however, it is important to recognize that they represent a gradient where 

mortality rates, acute illness, health system use and health care costs, and 

biomarkers of chronic illness increase steadily as health status moves from 

excellent to very good to good and then on to fair or poor health (Dowd & 

Zajacova, 2010; Jylhä et al., 2006). Therefore, a person in good health has a 23% 

higher all-cause mortality risk than someone with excellent health; that risk is two 

times higher for someone in in poor health (DeSalvo et al., 2006). Annual health 

care costs more than double moving down the scale from excellent to good health 

and double again from good to poor (DeSalvo et al., 2009). Using estimates in 

2005 health care dollars from DeSalvo et al., in practical terms every educational 
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leader whose health status could be improved by just one level from good to very 

good would save approximately $1,600 in health care costs per year; moving one 

leader from fair to good would save $5,600 per year (2009). Those costs would be 

considerably higher today. 

The study confirmed disproportionate impacts of gender and race on health 

and well-being, which was also evidenced by the leaders in the study. Consistent 

with national data, health status was poorer for the African-American, Asian, 

Hispanic and other respondents to the survey who were not White/Caucasian. Also 

consistent with national data, women leaders reported more days of poor mental 

health. Not predicted by national data were gender differences in time for exercise, 

overall well-being, and organizational empowerment.  

The data on activity limitation days reported in the health related quality of 

life measures provide some interesting insights. The pattern suggests that 

educational leaders may be prioritizing work over personal and family time when 

they are experiencing poor physical or mental health, which was echoed in the 

qualitative data. Educational leaders report fewer days when poor physical health 

keeps them from work, but more days of poor mental health and more days when 

poor health limited other activities. Poor health limited their work only 1.88 days a 

month, but it affected personal and self-care for 2.03 days, family life and 

relationships for 2.76 days per month, and recreation, leisure, and social activities 

for 2.82 days. Educational leaders may not be calling in sick at work, but it seems 

that they may be calling in sick at home for themselves and their families on the 

weekends. 
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Time: Too Much and Not Enough 

The leaders surveyed are working long hours. The number of expected 

hours of work for full-time leaders each week was a mean of more than 43 hours, 

and the number actually worked by full-time leaders was a mean of almost 57 

hours each week with a delta of more than 12 hours of additional work time each 

week. Long work hours are known to create significant health risks and were 

endemic in the leaders surveyed and interviewed. Analyzing the impact of leaders’ 

work hours on their health was difficult, however, because there were so few in the 

survey data who were not working long hours The qualitative data echoed the 

reality of long hours, as leaders talked about the impact of the long work days and 

the many evening weekend and evening hours required for most educational 

leadership positions.  

Some of the time-related and organizational challenges impacting 

educational leaders’ health and well-being were created or exacerbated by 

organizational structures. The number of reporting relationships – in both 

directions—was an important issue to the interviewed educational leaders. The 

survey collected information on the number of direct reports to educational 

leaders, which did significantly impact SRH. An area of interest that emerged 

during the interview process was the number of reporting relationships for the 

educational leaders themselves, which included both direct and indirect reporting 

relationships and the number of board and committee relationships. Reporting 

structures—in both directions—create impacts on two areas: time and 

relationships. Leaders need time attend to all of the many supervisory 
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relationships, evaluate direct reports, report to supervisors, and report to and attend 

governing board and committee meetings. All of these and relationships have both 

positive and supportive impacts and also create potential for conflict and stress. 

Excess time spent at work was also not time available for personal 

activities or to spend with family, which was a concern for many of the leaders 

interviewed in the qualitative study. The vast majority of the leaders surveyed were 

married or had life partners and almost an equal number had children. Wanting 

more time to spend with family, for example, or to take vacations, or even have 

dinner were commonly mentioned in the interviews. Family caregiving 

responsibilities were also common in the survey, with nearly 20% of respondents 

caring for an adult family member, and had a significant negative bearing on health 

status. 

Health and Well-Being and the Leadership Role  

The educational leaders interviewed understood that they served as role 

models on health and well-being for their students, colleagues, and staff, and all 

tried to act on that perception. Leaders also clearly understood the impacts that 

their leadership role was having on their own health and well-being, both the 

positive aspects of feeling productive, contributory, and competent and the 

negative impacts of time and work pressures, stress, and diminished health and 

well-being. 

The use of the emerging frameworks of cultural models of health 

illuminated that the leaders see their own health as their singular and individual 

endeavor and, in significant part, not the product of choices made in the 
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organizational, community and public policy domains of the social-ecological 

model. Leaders will not be able to achieve better health and well-being if those 

systems do not support the changes. Leaders can’t just “try harder” to be healthy 

when the deck is stacked against them. 

As an example, one leader shared that he arrives at work at 6 a.m., as he 

has for all of his years in education, even though he is now a superintendent and 

does not have a school to open in the morning. In order to fit in exercise he is now 

heading to the gym for a 5:00 a.m. time slot, often after having had late meetings 

the night before. The exercise is certainly helping him feel better, but an observer 

can only wonder why it has to be so hard. For others, leaving work to exercise 

increased stress from feeling rushed and leaving work undone, so even though they 

felt better for the exercise, it came at a cost. Even the most dedicated individual 

can’t succeed if the system is arrayed in opposition. 

The Cost of Educational Leadership on Health and Well-being 

This research results suggest that educational leaders are paying a price for 

their service as leaders and one that is exacted in long hours, higher stress, less 

family and personal time, and diminished health and health-related quality of life. 

That price is not balanced completely by their sense of well-being and the rewards 

of living a life of purpose and meaning. This was illuminated in poignant ways in 

the qualitative research with comments such as the reflection that the life and stress 

of education leadership, “could probably shorten my life and I'm OK with that.” 
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Recommendations for Change 

The educational leaders were generous with their time in completing the 

survey and those interviewed were generous, as well, with insights and 

recommendations to improve work/life/health balance for the field. It is safe to say 

that all agreed to be interviewed because they wanted to be heard on this topic. The 

educational leaders interviewed made substantive recommendations for both 

practice and policy changes to better support health and well-being, including: 

 Adding provisions to leaders’ employment contracts to support health and 

well-being, such as paid gym memberships and designated time during the 

day to allow for exercise; 

 Using health insurance contracts to better support leader health with 

effective wellness programs and activities, telephonic coaching and 

support, and other health-promoting or -supporting services designed in 

ways that educational leaders could take advantage of them; 

 Restructuring leader responsibilities to limit excessive hours and night and 

weekend work, including sharing representation at governance meetings 

and school activities, better delegation of management tasks, and 

restructuring the teacher evaluation system; 

 Including topics supporting health and well-being and promoting reflective 

leadership in educational leadership training and education. 

Limitations of the Research  

While sample sizes were adequate, the research would have benefitted from 

larger sample sizes in both the quantitative and qualitative arms of the study. 
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Greater diversity of respondents would have also benefited the study. Regional 

differences in the organization and governance of education may have impacted 

some areas of the study, so greater geographic reach would have been beneficial. 

Survey respondents were primarily from the public education system with some 

public charter schools and parochial schools; further reach into the independent 

school sector might have provided interesting insights. 

Recommendations for Further Research 

This study generates many additional questions in an area that has received 

little attention. The field would benefit from further survey research with a larger 

and more diverse sample and additional qualitative study. Direct analysis of large 

data sets, including health and disability claims data, vital record and census data, 

and national data sets of health care costs, public health, occupational health and 

demographic information could also add to knowledge in the field.  

Some of the findings indicated that female educational leaders do not fare 

as well as their male colleagues. As more women have taken on educational 

leadership roles, it will be important to better understand these issues and what 

might need to be done to mitigate them. 

As a field, educational leaders need to advocate for collecting data on 

themselves as an occupational group. Too much of the information needed to help 

promote and monitor their profession is lost in data sets where educational leaders 

are either grouped with other administrative and executive personnel or with 

teachers, who face their own, but sometimes quite different, challenges to health 

and well-being.  



 
EDUCATIONAL LEADER HEALTH AND WELL-BEING 126 
 
 Further and updated research on span of control and organizational 

structures in K-12 education is needed, especially as workplace expectations are 

rapidly evolving in other sectors that are providing greater flexibility and less 

hierarchical structures. Research is also needed to tie current thinking on work/life 

issues and family-related employment policy into the realities of K-12 education, 

especially given changing demographics and work and family roles and educator 

shortages. 
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Appendix A  

Survey 

Educational Leaders' Perceptions of Health, Wellness and Well-Being 

Q1 Thank you for your participation in our research. The wellness of educational leaders is an 
area that has not been deeply researched, yet we consider it to be of vital importance. We are hoping 
you will find the survey easy to navigate and that it will not take much time from your very busy life! In 
our pilot tests we found that no respondent needed more than 20 minutes to complete the full survey, 
and most spent no more than 15. We cannot emphasize enough how important the wellness of 
educational leaders is to us, and we hope our research is able to shed light on the perceptions 
educational leaders have of their own wellness. By taking a little time to help us with our research, you 
will be part of a new study that will contribute to the knowledge base on this issue. Your consent to 
participate is indicated by your submission of your survey answers. All of the data is collected 
anonymously through our survey system, and then aggregated so that no individuals or schools will be 
identifiable. The project has Institutional Review Board approval from Plymouth State University. We 
will be happy to share the final report when it is completed, if you wish to provide your contact 
information for us at the end of the survey. Thank you again. We appreciate all of your work as an 
educational leader, and your assistance in this project. Please feel free to contact Dr. Kathleen Norris, 
Primary Researcher, at knorris@plymouth.edu or call 603-535-3023 if you have any questions about 
the survey or the study. 

 

Q2 Did you receive or hear about this survey from one of these organizations? 
 KIPP (1) 
 NHASP (2) 
 School Leaders Network (4) 
 No, I received a direct email (5) 

 

Q3 Are you currently employed full time in Education? 
 Yes, Pre-K-12 Education (1) 
 Yes, Higher Education (2) 
 No, I am not currently employed in education. (4) 
If No, I am not currently empl... Is Selected, Then Skip To End of Survey 

 

Q4 Do your responsibilities include being a leader, administrator, director, or coordinator? 
 Yes (1) 
 No (2) 
If No Is Selected, Then Skip To End of Survey 

 

Q5 Which best describes your school, district, or institution? 
 Public (1) 
 Private (2) 

 

Display This Question: 
If Are you currently employed full time in Education? Yes, Higher Education Is Selected 

Q6 Which category best describes your institution of higher education? 
 Associate’s Degree Granting College (1) 
 Baccalaureate Level College (2) 
 Master’s College or University (3) 
 Doctorate Granting University (4) 
 Special Focus Institution (Arts, Faith, Law, etc.) (5) 
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Display This Question: 
If Are you currently employed full time in Education? Yes, Higher Education Is Selected 

Q7 What size is your institution? 
 Under 500 students (1) 
 500-999 students (2) 
 1,000-1,999 students (3) 
 2,000-2,999 students (4) 
 3,000-4,999 students (5) 
 5,000-9,999 students (6) 
 10,000 students and up (7) 

 

Display This Question: 
If Are you currently employed full time in Education? Yes, Higher Education Is Selected 

Q8 What title best describes your position? 
 Chancellor (8) 
 Vice Chancellor (9) 
 President (7) 
 Vice President (4) 
 Provost (5) 
 Vice Provost (6) 
 Dean (1) 
 Associate Dean (2) 
 Assistant Dean (3) 
 Department Chair (10) 
 Program Coordinator (11) 

 

Display This Question: 
If Are you currently employed full time in Education? Yes, K-12 Education Is Selected 

Q9 What is the size of your school district? 
 Under 500 students (1) 
 501 to 2000 students (2) 
 2001 to 5000 students (3) 
 5001 to 10,000 students (4) 
 10,001 to 20,000 students (5) 
 20,001 to 50,000 students (6) 
 50,001 to 100,000 students (7) 
 100,001 to 250,000 students (8) 
 250,001 to 500,000 students (9) 
 More than 500,000 students (10) 

 

Display This Question: 
If Are you currently employed full time in Education? Yes, K-12 Education Is Selected 

Q10 What title best describes your current position? 
 Superintendent (1) 
 Assistant Superintendent for Finance (2) 
 Assistant Superintendent for Curriculum and Instruction (3) 
 Assistant Superintendent (General) (4) 
 Special Education Administrator (5) 
 Curriculum Administrator (6) 
 Principal (7) 
 Assistant Principal (8) 
 Vocational-Technical Director (11) 
 Guidance Director (9) 
 Athletic Director (10) 
 Department Chair (12) 
 Program Coordinator (13) 
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Display This Question: 
If Are you currently employed full time in Education? Yes, K-12 Education Is Selected 

Q11 What type of school unit is your primary responsibility? 
 Pre-K (12) 
 Primary (1) 
 Elementary (2) 
 K-8 (4) 
 K-12 (7) 
 Middle School (3) 
 Middle/High School (8) 
 High School (5) 
 Vocational-Technical School (13) 
 District/Supervisory Unit (6) 
If District Is Selected, Then Skip To How many students are within your are... 

 

Display This Question: 
If Are you currently employed full time in Education? Yes, K-12 Education Is Selected 

Q12 How many students are within your area of responsibility? 
 Under 100 (1) 
 101-300 (2) 
 301-500 (3) 
 501-1,000 (4) 
 1,001-5,000 (5) 
 5,001-10,000 (6) 
 More than 10,000 (7) 

 

Q13 How many years have you worked as an educator (total, in all roles, all levels)? 
______ Years (1) 

 

Q14 How many years have you worked as an educational leader (leader, administrator, 
director, or coordinator)? 
______ Years (1) 

 

Q15 How many people report directly to you? 
______ Individuals (1) 

 

Q16 Would you actively encourage others to seek administrative/leadership positions like your 
own? 
 Yes (2) 
 No (4) 

 

Q17 How many years do you plan to stay in your current position? 
______ Years (1) 

 

Q18 How many years until your expected retirement? 
______ Years (1) 

 

Q19 Please tell us about your education and educational plans. What is the highest level of 
education you have completed? 
 Bachelor's Degree (1) 
 Master's Degree (2) 
 Professional Certification (5) 
 CAGS/CAS (3) 
 Doctoral Degree (4) 

 

Q20 Are you currently enrolled in an educational program? 
 Yes (1) 
 No (2) 
If No Is Selected, Then Skip To Do you have plans to continue your ed... 
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Display This Question: 
If Are you currently enrolled in an educational program? Yes Is Selected 

Q21 What type of educational program? 
 Master's Degree (1) 
 Professional Certification (5) 
 CAGS/CAS (2) 
 Doctoral Program (3) 

 

Q22 Do you have plans to continue your education in the future? 
 Yes (1) 
 No (2) 
If No Is Selected, Then Skip To Do you have funding from your institu... 
 

Display This Question: 
If Do you have plans to continue your education in the future? Yes Is Selected 

Q23 At what level? 
 Individual Courses (1) 
 Master's Degree (2) 
 Professional or Specialty Degree/Certification (6) 
 CAGS/CAS (3) 
 Doctoral Program (4) 
 Post-Doctoral Program (5) 

 

Display This Question: 
If Are you currently enrolled in an educational program? Yes Is Selected 
Or Do you have plans to continue your education in the future? Yes Is Selected 

Q24 Do you have funding from your institution to support this education? 
 Yes, 5 or more courses per year (1) 
 Yes, 3 to 4 courses per year (2) 
 Yes, 1 to 2 courses per year (3) 
 Yes, less than 1 course per year (4) 
 No funding support (5) 

 

Q25 Thank you for answering these questions about your own perception of your health and 
wellness. 

 

Q26 Health StatusWould you say that in general your health is—  
 Excellent (1) 
 Very Good (2) 
 Good (3) 
 Fair (4) 
 Poor (5) 

 

Q27    Healthy Days  Now thinking about your physical health, which includes physical illness 
and injury, for how many DAYS during the past 30 days was your physical health NOT good? 
______ Days (1) 

 

Q28 Now thinking about your mental health, which includes stress, depression, and problems 
with emotions, for how many days during the past 30 DAYS was your mental health NOT good? 
______ Days (4) 

 

Q29 How many DAYS did poor physical or mental health affect your PERSONAL or SELF-
CARE? 
______ Days (1) 

 

Q30 How many DAYS did poor physical or mental health affect your WORK? 
______ Days (1) 

 

Q31 How many DAYS did poor physical or mental health affect your RECREATION, 
LEISURE, or SOCIAL activities? 
______ Days (1) 
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Q32 How many DAYS did poor physical or mental health affect your FAMILY 
LIFE/RELATIONSHIPS? 
______ Days (1) 

 

Q33   During the past 30 days, for about how many DAYS did poor physical or mental health  
keep you from doing your usual activities, such as self-care, work, recreation and leisure activities or 
family life/relationships? 
______ Days (1) 

 

Q34 On a scale of 1 to 100, with 100 being the best, how close do you feel you are to your 
ideal in the following dimensions of wellness and well-being? 
______ Occupation/Profession (1) 
______ Physical (2) 
______ Emotional Resilience (3) 
______ Spiritual (4) 
______ Intellectual Stimulation (5) 
______ Social Interactions (6) 
______ Environmental Quality (7) 
______ Financial/Economic (8) 
______ Close Relationships (9) 
______ Creativity (10) 

 

Q35 All things considered, how satisfied are you with your life as a whole these days? 
______ Level of Satisfaction (1) 

 

Q36 This next set of questions helps us understand your perceptions a bit better. 
 

Q37 Below are eight statements with which you may agree or disagree. Using the 1–7 scale 
below, indicate your agreement with each item by indicating that response for each statement. 

 

Strong
ly 

Disagr
ee (1) 

Disagr
ee (2) 

Slightl
y 

Disagr
ee (3) 

Mixed 
or 

neither 
agree 
nor 

disagr
ee (4) 

Slightl
y 

Agree 
(8) 

Agree 
(5) 

Strong
ly 

Agree 
(6) 

I lead a purposeful and 
meaningful life. (4) 

              

My social relationships are 
supportive and rewarding. (5) 

              

I am engaged and interested in 
my daily activities. (6) 

              

I actively contribute to the 
happiness and well-being of 
others. (7) 

              

I am competent and capable in 
the activities that are important 
to me. (8) 

              

I am a good person and live a 
good life. (9) 

              

I am optimistic about my future. 
(10) 

              

People respect me. (11)               
 



 
EDUCATIONAL LEADER HEALTH AND WELL-BEING 175 
 

Q38 Please use the scale below to rate your agreement (or disagreement) with each of the 
following statements about yourself. 

 
Strongly 
disagree 

(1) 

Disagree 
(2) 

Neutral 
(3) 

Agree (4) 
Strongly 
Agree (5) 

I will be able to achieve most of 
the goals that I have set out for 
myself. (1) 

          

When facing difficult tasks, I am 
certain that I will accomplish 
them. (2) 

          

In general, I think that I can 
obtain outcomes that are 
important to me. (3) 

          

I believe I can succeed at most 
any endeavor to which I set my 
mind. (4) 

          

I will be able to successfully 
overcome many challenges. (5) 

          

I am confident that I can 
perform effectively on many 
different tasks. (6) 

          

Compared to other people, I can 
do most tasks very well. (7) 

          

Even when things are tough, I 
can perform quite well. (8) 

          

 
 

Q39 Thank you for sharing your perceptions about the connection between wellness and work. 
Q40 Do you think that good nutrition and regular physical activity can contribute to better 

productivity at work? 
 Yes (4) 
 No (5) 
 Don't Know (6) 

 

Q41 Does your school district or institution have a health or wellness policy? 
 Yes (1) 
 No (2) 
If No Is Selected, Then Skip To At work, do you feel supported in you... 

 

Display This Question: 
If Does your school district or institution have a health or wellness policy? Yes Is Selected 

Q42 Does your school district or institutional wellness policy include a focus on faculty and 
staff health and wellness, as well as on student health and wellness? 
 Yes, our policy includes faculty and staff, as well as student health and wellness. (4) 
 No, our policy refers only to students. (5) 
 No, our policy refers only to employees. (6) 
 I don't know. (3) 

 

Q43 At work, do you feel supported in your efforts to maintain or improve your own overall 
health and well-being? 
 I do not want support for this. (1) 
 No, but I would like support. (2) 
 Yes, but I would like more support. (3) 
 Yes, I feel completely supported. (4) 
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Display This Question: 
If At work, do you feel supported in your efforts to maintain or improve your own overall health and... 
Yes, but I would like more support. Is Selected 
Or At work, do you feel supported in your efforts to maintain or improve your own overall health and... 
Yes, I feel completely supported. Is Selected 

Q44 If yes, how are you supported? Please provide an example, or examples, that come to 
mind: 

 

Q45 At work, are you supportive of those who report to you in their efforts to maintain or 
improve their overall health and well-being? 
 Not at all. (1) 
 Yes, in some ways. (2) 
 Yes, completely. (3) 

 

Display This Question: 
If At work, are you supportive of those who report to you in their efforts to maintain or improve their 
overall health and well-being? Yes, in some ways Is Selected 
Or At work, are you supportive of those who report to you in their efforts to maintain or improve their 
overall health and well-being? Yes, completely Is Selected 

Q46 If yes, how do you demonstrate support? Please provide an example, or examples, of your 
supportive actions. 
 

Display This Question: 
If At work, are you supportive of those who report to you in their efforts to maintain or improve their 
overall health and well-being? Not at all Is Selected 

Q47 What most prevents you from being supportive? 
 I have tried to be supportive in the past but was not successful. (4) 
 I would like to be supportive but contracts, rules or other aspects of my institution prevent me. (2) 
 I would like to be supportive, but I do not know how to be. (3) 
 I am not interested in supporting their efforts in this area. (5) 
 Work is not an appropriate place for maintaining/improving employee health and well-being. (1) 

 

Q48 Is it important to integrate opportunities for employees to maintain or improve their 
overall health and well-being while at the workplace? Please choose the response that best represents 
your beliefs. 
 Employees should manage this on their own time off campus. (1) 
 Employees should be able use available facilities if they can find the time on their own. (2) 
 Employees should be encouraged to use available facilities if they can find the time on their own. 

(3) 
 Employees should be encouraged to use available facilities and supported in scheduling time. (4) 
 Employees should be encouraged to use available facilities, develop and/or participate in programs 

at the workplace, and supported in scheduling time for this. (5) 
 

Q49 The following is a statement with which you may or may not agree.For all employees, 
maintaining or improving health and well-being is part of their workplace responsibilities. Choose the 
response that best reflects your belief. 
 I disagree. (1) 
 Yes, I agree. (3) 
 I'm not sure. (2) 

 

Q50 The following is a statement with which you may or may not agree. As an educational 
leader, I feel it is important to be a role model for students and colleagues in my own health and 
wellness. Choose the response that best reflects your belief. 
 I disagree. (1) 
 Yes, I agree. (3) 
 I'm not sure. (5) 
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Q51 The following is a statement with which you may or may not agree. I believe that the 
overall health and wellness of an educational leader is related to the overall effectiveness of that leader. 
Choose the response that best reflects your belief. 
 I disagree. (1) 
 Yes, I agree. (2) 
 I'm not sure. (4) 

 

Q52 The following is a statement with which you may or may not agree. I believe that an 
educational leader should work to create a positive wellness environment in their school/institution. 
Choose the response that best reflects your belief. 
 I disagree. (1) 
 Yes, I agree. (2) 
 I'm not sure. (3) 

 

Q53 Tell us a bit about you spend your time. 
 

Q54 In a typical  WEEK, how many HOURS do you engage in exercise/purposeful physical 
activity? 
______ Hours (1) 

 

Q55 How many HOURS are you expected to work each WEEK? 
______ Hours (7) 

 

Q56 How many HOURS do you actually work each WEEK? 
______ Hours (6) 

 

Q57 How many HOURS of quality sleep do you get in a typical NIGHT? 
______ Hours (1) 

 

Q58 Tell us about your commute to work. How many MINUTES do you spend commuting to 
and from work on a typical DAY? 
______ Minutes (1) 
 

Q59 Tell us a bit more about your commute to work. 

 
Strongly 

Disagree (1) 
Disagree (2) Agree (3) 

Strongly 
Agree (4) 

My commute trip is a useful 
transition between home and 
work. (1) 

        

I use my commute time 
productively. (2) 

        

I often worry about my safety 
when I travel. (3) 

        

My commute is comfortable. (4)         
 

Q60 In general, how safe is your work place? 

 
Strongly 

disagree (1) 
Disagree (2) Agree (3) 

Strongly 
Agree (4) 

The work/school environment is 
physically safe for both students 
and staff. (1) 

        

The work/school environment is 
emotionally safe for both 
students and staff. (2) 
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Q61 The following statements deal with various aspects of work in organizations. Please read each 
statement carefully in the context of your own work and indicate the extent of your agreement or 
disagreement with each statement. 

 
Strongly 
Disagree 

(1) 

Moderately 
Disagree 

(2) 

Mildly 
Disagree 

(3) 

Mildly 
Agree 

(4) 

Moderately 
Agree (5) 

Strongly 
Agree 

(6) 

I can influence the way work 
is done in my organization. 
(1) 

            

I can influence decisions 
made in my organization. (2) 

            

I have the authority to make 
decisions at work. (3) 

            

I have the capabilities 
required to do my job well. 
(4) 

            

I have the skills and abilities 
to do my job well. (5) 

            

I have the competence to 
work effectively. (6) 

            

I am inspired by what we are 
trying to achieve as an 
organization. (7) 

            

I am inspired by the goals of 
the organization. (8) 

            

I am enthusiastic about 
working toward the 
organization's objectives. (9) 

            

 

 
Q62 Thank you for telling us a bit about your household and family structure. 

Q63 Please indicate your current family structure. 
 Single without children (1) 
 Single with children (2) 
 Married without children (3) 
 Married with children (4) 
 Life partner without children (5) 
 Life partner with children (6) 

 
If Single without children Is Selected, Then Skip To Do you provide care for other family ...If Married 
without children Is Selected, Then Skip To Do you provide care for other family ...If Life partner 
without children Is Selected, Then Skip To Do you provide care for other family ... 
Display This Question: 
If Please indicate your current family structure. Single with children Is Selected 
Or Please indicate your current family structure. Married with children Is Selected 
Or Please indicate your current family structure. Life partner with children Is Selected 

Q64 How many children do you have including (step-children)? 
______ Children (4) 
 
 
Display This Question: 
If Please indicate your current family structure. Single with children Is Selected 
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Or Please indicate your current family structure. Married with children Is Selected 
Or Please indicate your current family structure. Life partner with children Is Selected 

Q65 How many children are at home and what are their ages? 
______ Under 5 (1) 
______ Ages 5 - 11 (2) 
______ Ages 12-18 (3) 
______ Ages 19-24 (4) 
______ Age 25+ (5) 
 

Q66 Do you provide care for other family members (e.g., parents, relatives, dependent adult 
children)? 
 Yes (1) 
 No (2) 

 
 

Display This Question: 
If Do you provide care for other family members (e.g., parents, relatives, dependent adult children)? 
Yes Is Selected 

 
Q67 In a typical day, how many hours do you provide care for these family members? 
______ Hours per Day (1) 

 

Q68 Just a few more questions about you. 
Q69 What is your age? 

______ Years (1) 
Q70 What is your gender? 

 Female (1) 
 Male (2) 

Q71 What is your race? 
 White/Caucasian (1) 
 African American (2) 
 Hispanic (3) 
 Asian (4) 
 Native American (5) 
 Pacific Islander (6) 
 Other (7) 

Q72 Do you currently work in the United States? 
 Yes (1) 
 No (2) 

 
If No Is Selected, Then Skip To If no, in which country do you WORK? If Yes Is Selected, Then Skip 
To In which state do you currently WORK? 
Display This Question: 
If Do you currently work in the United States? No Is Selected 

Q73 In which country do you WORK? 
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 Afghanistan (274)  Albania (275)  Algeria (276) 
 Andorra (277)  Angola (278)  Antigua & Barbuda (279) 
 Argentina (280)  Armenia (281)  Australia (282) 
 Austria (283)  Azerbaijan (284)  Bahamas (285) 
 Bahrain (286)  Bangladesh (287)  Barbados (288) 
 Belarus (289)  Belgium (290)  Belize (291) 
 Benin (292)  Bhutan (293)  Bolivia (294) 
 Bosnia-Herzegovina (295)  Botswana (296)  Brazil (297) 
 Brunei (298)  Bulgaria (299)  Burkina Faso (300) 
 Burundi (301)  Cambodia (302)  Cameroon (303) 
 Canada (304)  Cape Verde (305)  Central African Rep. (306) 
 Chad (307)  Chile (308)  Colombia (309) 
 Comoros (310)  Congo-Brazzaville (311)  Congo-Kinshasa (312) 
 Costa Rica (313)  Cote d'Ivoire  (314)  Croatia (315) 
 Cuba (316)  Cyprus (317)  Czech Republic (318) 
 Denmark (319)  Djibouti (320)  Dominica (321) 
 Dominican Republic (322)  Ecuador (323)  Egypt (324) 
 El Salvador (325)  Equatorial Guinea (326)  Eritrea (327) 
 Estonia (328)  Ethiopia (329)  Fiji (330) 
 Finland (331)  France (332)  Gabon (333) 
 Gambia (334)  Georgia (335)  Germany (336) 
 Ghana (337)  Greece (338)  Grenada (339) 
 Guatemala (340)  Guinea (341)  Guinea-Bissau (342) 
 Guyana (343)  Haiti (344)  Honduras (345) 
 Hungary (346)  Iceland (347)  India (348) 
 Indonesia (349)  Iran (350)  Iraq (351) 
 Ireland (352)  Israel (353)  Italy (354) 
 Jamaica (355)  Japan (356)  Jordan (357) 
 Kazakhstan (358)  Kenya (359)  Kiribati (360) 
 Kuwait (361)  Kyrgyzstan (362)  Laos (363) 
 Latvia (364)  Lebanon (365)  Lesotho (366) 
 Liberia (367)  Libya (368)  Liechtenstein (369) 
 Lithuania (370)  Luxembourg (371)  Macedonia (372) 
 Madagascar (373)  Malawi (374)  Malaysia (375) 
 Maldives (376)  Mali (377)  Malta (378) 
 Marshall Islands (379)  Mauritania (380)  Mauritius (381) 
 Mexico (382)  Micronesia (383)  Moldova (384) 
 Monaco (385)  Mongolia (386)  Montenegro (387) 
 Morocco (388)  Mozambique (389)  Myanmar (Burma) (390) 
 Namibia (391)  Nauru (392)  Nepal (393) 
 Netherlands (394)  New Zealand (395)  Nicaragua (396) 
 Niger (397)  Nigeria (398)  North Korea (399) 
 Norway (400)  Oman (401)  Pakistan (402) 
 Palau (403)  Panama (404)  Papua New Guinea (405) 
 Paraguay (406)  People's Rep. China (407)  Peru (408) 
 Philippines (409)  Poland (410)  Portugal (411) 
 Qatar (412)  Romania (413)  Russia (414) 
 Rwanda (415)  Saint Kitts and Nevis (416)  Saint Lucia (417) 
 St. Vincent/Grenadines (418)  Samoa (419)  San Marino (420) 
 Sao Tome/Principe (421)  Saudi Arabia (422)  Senegal (423) 
 Serbia (424)  Seychelles (425)  Sierra Leone (426) 
 Singapore (427)  Slovakia (428)  Slovenia (429) 
 Solomon Islands (430)  Somalia (431)  South Africa (432) 
 South Korea (433)  Spain (434)  Sri Lanka (435) 
 Sudan (436)  Suriname (437)  Swaziland (438) 
 Sweden (439)  Switzerland (440)  Syria (441) 
 Taiwan (442)  Tajikistan (443)  Tanzania (444) 
 Thailand (445)  Timor-Leste East Timor (446)  Togo (447) 
 Tonga (448)  Trinidad & Tobago (449)  Tunisia (450) 
 Turkey (451)  Turkmenistan (452)  Tuvalu (453) 
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 Uganda (454)  Ukraine (455)  United Arab Emirates (456) 
 United Kingdom (457)  Uruguay (459)  Uzbekistan (460) 
 Vanuatu (461)  Vatican City (462)  Venezuela (463) 
 Vietnam (464)  Yemen (465)  Zambia (466) 
 Zimbabwe (467)  Other (2)  

 

Display This Question: 
If Do you currently work in the United States? Yes Is Selected 

Q74 In which state do you currently WORK? 
 Alabama (1)  Alaska (2) 
 Arizona (3)  Arkansas (4) 
 California (5)  Colorado (6) 
 Connecticut (7)  Delaware (8) 
 District of Columbia (9)  Florida (10) 
 Georgia (11)  Hawaii (12) 
 Idaho (13)  Illinois (14) 
 Indiana (15)  Iowa (16) 
 Kansas (17)  Kentucky (18) 
 Louisiana (19)  Maine (20) 
 Maryland (21)  Massachusetts (22) 
 Michigan (23)  Minnesota (24) 
 Mississippi (25)  Missouri (26) 
 Montana (27)  Nebraska (28) 
 Nevada (29)  New Hampshire (30) 
 New Jersey (31)  New Mexico (32) 
 New York (33)  North Carolina (34) 
 North Dakota (35)  Ohio (36) 
 Oklahoma (37)  Oregon (38) 
 Pennsylvania (39)  Puerto Rico (40) 
 Rhode Island (41)  South Carolina (42) 
 South Dakota (43)  Tennessee (44) 
 Texas (45)  Utah (46) 
 Vermont (47)  Virginia (48) 
 Washington (49)  West Virginia (50) 
 Wisconsin (51)  Wyoming (52) 

 

Q75 Please enter the Postal or Zip Code for the town/city where you WORK. 
 

Q76 What other questions do you wish we had asked? What other thoughts would you like to 
share with us? 

 

Q77 Thank you for your time and thoughtful attention to this survey.  If you would like to 
receive survey results and learn more about this work, please enter your permanent email address 
below. 
  



 
EDUCATIONAL LEADER HEALTH AND WELL-BEING 182 
 

Appendix B  

Institutional Review Board Approval Letter 
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Appendix C  

Interview Consent Form 

INVESTIGATOR(S) NAME:  Jeanne Ryer, MS, Doctoral Candidate, Plymouth 

State University 

STUDY TITLE: Educational Leaders’ Health and Well-Being: An Exploratory Study 

of Self-Reported Health and Well-Being of K-12 Leaders 

PURPOSE OF THE STUDY: The purpose of this research is to understand 

how K-12 educational leaders perceive their own health and well-being. I have been 

asked to participate in this study to share your insights on this important topic because 

of my experience as a K-12 educational leader. 

DESCRIPTION OF THE STUDY 

This interview will be combined with other leader interviews, focus group results, 

and data from a survey of K-12 leaders in a mixed methods study. My participation in the 

study is limited to this 45 to 60 minute interview. There is no cost to me to participate in 

this research study.  

RISKS AND DISCOMFORTS  

This study is not intended to elicit detailed personal health or medical 

information, there is a slight risk of experiencing psychological discomfort in discussing 

attitudes or beliefs about personal health and well-being. Although no private information 

need be disclosed, it is possible I could have a feeling of invasion of privacy when 

discussing personal health status or well-being. All interview transcripts and recordings 

will be stored on a secure server, and no personally identifiable information will be 

included in any publications or reports. However, it is possible that a breach of private 
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information could occur and result in potential embarrassment or loss of privacy. These 

risks are minimal and will be mitigated to the extent possible by adherence to research 

and data storage guidelines. 

BENEFITS  

No direct benefit will accrue to the participant from the study. Participants may 

benefit from providing input into a study that may provide benefit to educational 

leaders in the future and to educational practice. They may also benefit from reflection 

on their own health and well-being.  

ALTERNATIVE PROCEDURES 

No alternative modes of participation are available. Participants may chose not to 

be interviewed for the study. 

CONFIDENTIALITY 

All documents and information pertaining to this research study will be kept 

confidential in accordance with all applicable federal, state, and local laws and 

regulations. I understand that data generated by the study may be reviewed by 

Plymouth State University's Institutional Review Board, which is the committee 

responsible for ensuring my welfare and rights as a research participant, to assure 

proper conduct of the study and compliance with university regulations. If any 

presentations or publication result from this research, I will not be identified by name. 

No study participants will be identified in any publication or report by name or 

by personal details that would allow constructive identification of individuals. 

Transcripts, and recordings will be stored on a secure server with access limited to the 

investigator for a period of no more than five years, at which time they will be erased.  
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TERMINATION OF PARTICIPATION  

I may terminate the interview or withdraw from this study at any time without 

any penalty or consequences. If I withdraw from the study, any records or recordings 

will be immediately erased.  

COMPENSATION 

There is no compensation for participating in the interviews for this study. 

INJURY COMPENSATION 

Neither Plymouth State University nor any government or other agency will 

provide special services, free care, or compensation for any injuries resulting from this 

research. Treatment for such injuries will be at the expense of the participant and/or paid 

through the participant’s medical plan. 

QUESTIONS  

Please feel free to ask any questions of the investigator. All of my questions 

were answered to my satisfaction before I consented to participate in this study, but if I 

have any further questions about the study I may call Jeanne Ryer at 603-491-2140. If 

I have any questions about the rights of research participants I may call the 

Chairperson of Plymouth State University's Institutional Review Board at 603-535-

3193. 

VOLUNTARY PARTICIPATION 

I am free to withdraw or refuse my consent at any time without penalty or 

consequence. 

I voluntarily give my consent to participate in this research study. I understand 

I will be given a copy of this consent form. 
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Signatures: 

________________________ 

Participants Name (Print)  

________________________    ____________ 

Participants Signature     Date 

I, the undersigned, certify that to the best of my knowledge, the subject signing 

this consent form has had the study fully and carefully explained by me and have been 

given an opportunity to ask any questions regarding the nature, risks, and benefits of 

participation in this research study.  

Print Principal Investigator's Name 

Investigator’s Name (Print)  

      

________________________    _____________ 

Investigator’s Signature     Date 

Plymouth State University’s IRB has approved the solicitation of participants 

for the study until ___________.  
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Appendix D  

Semi-Structured Interview Script 

Thank you for agreeing to this interview on your perceptions of health and 

well-being and your work as a K-12 educational leader. Because this interview is for 

research purposes, we need to establish your consent for the interview. Would you 

please review this consent form, ask any questions you may have, and, if you agree 

sign to indicate your voluntary consent to be interview for this study. [Execute 

Consent Form] 

This interview will be recorded, with your permission, for transcription and 

analysis for dissertation research. You will not be identified, and your responses will 

not be attributed to you in any published work. You may stop the interview at any time 

and for any reason. 

The purpose of this research is to understand how K-12 educational leaders perceive 

their own health and well-being. This is not a medical study, and this interview is not 

intended to elicit detailed personal health information. 

I am now going to turn on the recorder. For the purposes of the record, would 

you please state your name? Do you consent to this interview being recorded? 

1. Can you tell me how long you have been in educational leadership? What 
kinds of positions? 

2. “All things considered, on a scale of 1 to 100, how satisfied are you with your 
life as a whole these days?”  
Can you say a bit more about that? 
 

3.  “Would you say that in general your health is excellent, very good, good, fair 
or poor?”  
What does [response] health mean to you? 
 

4. How do you think your current health affects your work as an educational 
leader? 
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5. How do you think your work as an educational leader affects your health?  
Positive? Negative? 

6. Do you think that a leader’s health status has any bearing on their leadership? 
How? 

7. How does your own health and well-being shape your leadership? 
8. Can you tell me what you would need, as an educational leader, in order to be 

supportive of your own health and well-being and that of your staff and 
students? 

9. Is there anything you wish I had asked, or anything else you would like to say? 
Thank you for sharing your thoughts with me in this interview and for 
participating in this research project.  
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Appendix E  

Quantitative Data Tables 

Table E.1 
Summary of Survey Responses 

Survey  Email Data Survey Data 
Source Emails Bounce % Started Responses Response 

% 
100% 
Comp
lete 

Elig
ible 

NNE Ed. 
Leaders 

3168 874 8% 182 177 94% 79% 167

School 
Leaders 
Network 

397 0 12
%

47 42 89% 74% 37

Total 3565 2690 9% 229 219 93% 78% 204
 
Table E.2 
Survey Respondent Demographics 

Respondent 
Demographics 

n Mean/ 
% 

Mean Age 53.51
Age 

30-35 6 3.51%
36-45 27 15.79%
46-55 54 31.58%
56-65+ 84 49.12%

Gender 
Male 71 41.52%

  Female 100 58.48%
Race 

White 155 90.64
African-  
American 

2 1.17%

Hispanic 9 5.26%
Asian 1 0.58%
Native 
American 

0 0%

Pacific 
Islander 

0 0%

Other 4 2.34%
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Table E.3 
Survey Respondent Demographics by Email List Source 

Respondent 
Demographics 

School Leaders 
Network 

Northern New 
England Educational 

Leaders 
Mean Age 44.38 55.59 
Gender  

Male 23.53% 46.38% 
  Female 76.47% 53.62% 
Race  

White 55.88% 98.55% 
African-American 8.82% 0 
Hispanic 26.47% 0 
Native American 0% 0 
Pacific Islander 0% 0 
Other 5.88% 1.45% 

 
Table E.4 
Survey Respondents’ Leadership Roles and Educational Levels 

Characteristics n %
Leadership Role   

Superintendent 25 12.25
Assistant Superintendent for Finance 0 0
Assistant Superintendent for Curriculum and 

Instruction 
5 2.45

Assistant Superintendent (General) 2 0.98
Special Education Administrator 0 0
Curriculum Administrator 0 0
Principal 157 77.45
Assistant Principal 9 4.41
Vocational-Technical Director 0 0
Guidance Director 0 0
Athletic Director 1 0.49
Department Chair 0 0
Program Coordinator 4 1.96

Educational Level  
Bachelor's Degree 2 1%
Master's Degree 109 54.5%
Professional Certification 44 22%
CAGS/CAS 25 12.5%
Doctoral Degree 20 10%
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Table E.5 
Tenure in Education, as Educational Leader, and Retirement Plans 

Years n Mean 
Years

Std. Dev. Min Max

In Education  200 27.75 9.512621 4 48
As Educational  

Leader 
201 14.93 8.849825 0 43

In Current 
Position 

200 6.50 6.814113 0 50

Until 
Retirement 

200 9.28 7.56955 0 30

 
Table E.6 
Summary of Characteristics of Respondents’ School and Work Settings 

School/Work Setting n Mean/% 

Number of Students 
in School District 

 

Under 500 74 36.27 
501 to 2,000 71 34.80 
2,001 to 5,000 31 15.20 
5,001 to 10,000 4 1.96 
10,001 to 20,000 4 1.96 
20,001 to 50,000 4 1.96 
50,001 to 100,000 2 0.98 
100,001 to 250,000 3 1.47 
250,001 to 500,000 1 0.49 
More than 500,000 10 4.90 

School/Work  
Setting Type 

 

Primary 9 4.41 
Elementary 83 40.69 
Middle School 18 8.82 
K-8 30 14.71 
High School 20 9.80 
K-12 20 9.80 
Middle/High 

School 
10 4.90 

Vocational- 
  Technical 

1 0.49 

District/Supervisory 
  Unit 

13 6.37 

# Students Primary 
Responsibility 
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Under 100 13 6.37 
101-300 72 35.29 
301-500 46 22.55 
501-1000 49 24.02 
1001-5000 23 11.27 
5001-10000 
More than 10,000 

1
0

0.49 
0 

Number of Staff 
Reports 

 

 Mean 45.37 
Up to 25 59 29.35 
26-50 80 39.80 
51-75 32 15.92 
76-100 21 10.45 
101-125 5 2.49 
126-150 3 1.49 
151-175 0 0 
176-200 1 0.50 

 
Table E.7 
Summary of Number of Direct Reports by K-12 Position 

K-12 Position     Mean      Std. Dev. Freq. 
Superintendent 12.166667 7.1363531 24 
Assistant 
Superintendent- 
Curriculum 

9.4 6.5802736 5 

Assistant 
Superintendent-
General 

17.5 3.5355339  2 

Principal; 52.410256 30.413892 156 
Assistant Principal 53.111111 35.715698 9 
Career Technical 
Director 

35   0 1 

Program 
Coordinators 

14.25 23.471614 4 

Total 45.373134 31.884559201 201 
 
Table E.8 
Summary of Number of Direct Reports by School Type 

School Type Mean Std. Dev. Freq. 
Primary 43.444444 14.107721 9 
Elementary 51.939024 29.104472 82 
Middle School 73.666667 42.531649 18 
K-8 42.344828 29.52998 29 
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High School 44.4 25.742449 20 
District 12.846154 8.0813175 13 
K-12 25.05 32.767884 20 
Middle-High 
School 

36.111111 19.425785 9 

Career-Technical 35  0 1 
Total 45.373134  31.884559 201 

 
Table E.9 
Summary of Survey Respondents’ Family Structure 

Family  
Structure 

         n % 

   
Single w/o Children 17 9.88 
Single w/Children 12 6.98 
Married w/o Children 16 9.30 
Married w/Children 124 72.09 
Life Partner w/o Children 2 1.16 
Life Partner w/Children 1 0.58 

 
Table E.10 
Summary of Survey Respondents’ Number of Children Living at Home 

Number of Children 
at Home 

n % 

1 10 7.46 
2 59 44.03 
3 36 26.87 
4 18 13.43 
5 6 4.48 
6 4 2.99 
7 1 0.75 

 
Table E.11 
Summary of Survey Respondents’ Children Living at Home by Age 

Children 
at Home 

n Mean Std. Dev. Min Max 

Under 5 136 .0514706 .2217724 0 1 
Ages 5-11 136 .2720588 .649409 0 3 
Ages 12-
18 

136 .4411765 .786598 0 3 

Ages 19-
24 

136 .3676471 .6532973 0 3 

Ages 25+ 136 .2352941 .6234349 0 3 
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Table E.12  
Summary of Survey Respondents’ Adult Family Caregiving Responsibilities 

Adult Family Care   n   % 

Provide Care   
Yes  34 19.88 
No 137 80.12 
Caregiver Gender   
Male  13 38.25 
Female  21 61.76 
Family Care Time Mean   Std. Dev. 
Hours/Day 3.191176        5.134575      

 
Table E.13 
Summary of Survey Respondents’ Time Allocations 

Time Spent Mean Std. Dev. Min Max 
Expected Work 

Hours/Week  
43.30523 9.278733 0 100 

Expected Work 
Hours/Week- Full-
Time 

44.38957 7.760899 37.5 100 

Actual Work 
Hours/Week 

55.55747 10.1631 0 75 

Actual Work 
Hours/Week-Full-
Time 

56.71598 7.478687 40 75 

Physical Activity 
Hours/Week 

4.649425 3.822745 0 20 

Sleep Hours/Day 6.448276 .9707708 3 9 
Commute Minutes/Day 33.35057 29.44924 0 210 

 
Table E.14 
Summary of Expected and Actual Hours of Work per Week—Full-Time 

Hours Expected to Work per Week 
 Percentiles Smallest   
1% 40 37.5 Obs 163 
5% 40 38 Sum of Wgt. 163 
10% 40 40   
25% 40 40    
50% 40  Mean 44.38957
  Largest   
75% 50 60 Std. Dev. 7.760899 
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90% 50 60  Variance 60.23156 
95% 60 80 Skewness 3.279792 
99% 80 100  Kurtosis 20.09214 
Hours Actually Worked per Week 
 Percentiles Smallest   
1% 40 40 Obs 169 
5% 45 40 Sum of Wgt 169 
10% 50 40   
25% 50 40   
50% 55  Mean 56.71598 
      Largest   
75%   60       75 Std. Dev. 7.478687 
90%   70       75 Variance 55.93076 
95%   70       75 Skewness .3176261 
99%   75       75 Kurtosis 2.873231 

 
Table E.15 
Physical Activity by Gender 

 n Mean Std. Err. Std. Dev. [95%Conf. Interval] 
Female 100 3.62 .3259888 3.259888 2.973168 4.266832
Male 71 5.943662 .4471629 3.767862 5.051824 6.8355
    
Combined 171 4.584795 .2794424 3.654184 4.033171 5.136419

   
diff  -

2.323662
.539959 -3.389595 -1.257729

diff=mean(Female) -mean(Male)   t -4.3034
Ho: diff 0 degrees of freedom 169  
Ha: diff < 0 Ha: diff  != 0 Ha: f> 0 
Pr(T < t) =0.0000 Pr(T > t)= 0.0000               Pr(T >t) =1.0000  

 
Table E.16 
Summary of Self-Reported Health Status 

Health Status n       % 
Excellent 47 24.74
Very Good 75 39.47
Good  56 29.47
Fair 12 6.32 
Poor 0    0

 
Table E.17 
Summary of Survey Respondents’ Self-Reported Health Status and Well-Being 

Health and Well-Being n Mean Std. Dev. Min Max 
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Health Status 190 2.173684 .8767075 1 4
Well-Being 189 81.92063 15.96536 20 100

 
Table E.18 
Health Status by Race 

Source SS df MS Number of obs =171
     F(1, 169) =8.95
Model 6.26562597 1 6.26562597  Prob > F =0.0032
Residual 118.365953 169 .700390254  R-

squared 
=0.0503

     Adj R-
squared 

=0.0447

     Root MSE =.83689

Total 124.631579 170 .733126935   
Health 
Status 

Coef. Std. Err. t P>t [95% Conf. Interval] 

Race .1875739 .0627134 2.99 0.003 .0637714 .3113764
_cons 1.901222 .1024105 18.56 0.000 1.699053 2.10339

 
Table E.19 
Summary of Self-Reported Health Status by Race 

 Summary of Health Status  
Race Mean Std. Dev. Freq. 
White/Caucasian 2.0903226 .84797499 155
African Americans 2.5 .70710678 2
Hispanic 2.3333333 .70710678 9
Asian 3 0 1
Other 3.25 .95742711 4
Total 2.1403509 .85622832 171

 
Table E.20 
Summary of Self-Reported Health Status by Family Structure 

Family Summary of Health 
Status 

 

Structure Mean Std. Dev. Freq. 
Single No Children 2.5294118 .87447463 17
Single with Children 2.3333333 .98473193 12
Married No Children 2.0625 .92870878 16
Married with Children 2.0887097 .82651287 124
Life Partner No Children 1.5 .70710678 2
Life Partner with Children 2 0 1
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Total 2.1395349 .85378813 172

 
Table E.21 
Health Status by Family Structure 

Source SS df MS Number 
of obs 

= 172 

    F(1, 170) = 4.84 
Model 3.45286481 1 3.45286481 Prob > F = 0.0291 
 Residual 121.198298 170 .712931165 R-

squared 
= 0.0277 

    Adj R-
squared 

= 0.0220 

Total 124.651163 171 .728954168 Root MSE = .84435 
Health 
Status 

Coef. Std. Err. t P>t [95% Conf. 
Interval] 

Family 
Structure 

-.1388898 .0631109 -2.20 0.029 -.2634718 -.0143078 

_cons 2.624842 .2297271 11.43 0.000 2.171356 3.078327 
Breusch-Pagan / Cook-Weisberg test for  heteroskedasticity  
         Ho: Constant variance 
         Variables: fitted values of Health Status 
 chi2(1)= 0.47 
 Prob > chi2  =0.4922 

 
Table E.22 
Health Status by Family Caregiving 

Two-Sample t-Test with Equal Variances 
Variable n Mean Std. Err. Std. Dev. 95% Conf. Interval 
Adult Family 
Caregiver 

34 2.5 .1536832 .8961196  2.187329  2.812671

Not Adult 
Caregiver 

137 2.051095  .0705139  .8253446  1.911649  2.190541

combined 171 2.140351  .0654774  .8562283  2.011097  2.269604
diff .4489051  .1608748  .1313221  .7664881

diff = mean(Adult Family Caregiver) - mean(Not Adult Caregiver) t=2.7904 
Ho: diff = 0      degrees of freedom =      169 
   Ha: diff < 0    Ha: diff != 0    Ha: diff > 0 
Pr(T < t) = 0.9971 Pr(|T| > |t|) = 0.0059  Pr(T > t) = 0.0029 

 
Table E.23 
Summary of Self-Reported Health Status by Adult Family Caregiving Responsibility 

Adult Family Caregiving Summary of Health Status 
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 Mean SRH Std. Dev. Freq. 
Adult Family Caregiver 2.5 .89611958 34
No Adult Family Caregiving Responsibility 2.0510949 .82534456 137
Total 2.1403509 .85622832 171

 
Table E.24 
Health Status by Hours of Sleep 

Source SS df MS  Number 
of obs= 

=174

Model 3.2666539   1 3.2666539   F(1, 172)  =4.55
Residual 123.423001  172 .717575589  Prob > F   = 0.0343
     R-

squared   
=0.0258

     Adj R-
squared 

= 0.0201

     Root 
MSE      

= .8471

Health 
Status 
(Rev) 

Coef. Std. Err.  t P>|t| [95% 
Conf. 

Interval]

Hours 
Sleep 
(Category) 

.1576256 .0738769  2.13   0.034   .0118034  .3034477

_cons 1.839315 .4836335    3.80 0.000 .8846936  2.793936
Breusch-Pagan / Cook-Weisberg test for heteroskedasticity  
 Ho: Constant variance     
 Variables: fitted values of Health Status (Rev)  
 chi2(1)= 0.21     
 Prob > chi2  =0.6482     

 
Table E.25 
Health Status by Number of Reports 

Source SS df MS Number of 
obs 

=190

   F(1, 188)= 
Prob > F= 
R-squared= 
Adj R-
squared= 
Root MSE= 

8.09 
Model 5.99351756 1 5.99351756 0.004

9 
Residual 139.274903 18

8
.740823955 0.041

3
   0.036

2
Total 145.268421 189 .768615984 .8607

1
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Health 
Status 

Coef. Std. 
Err. 

t P>t [95% Conf. Interval] 

Number of 
Reports 

.0055046 .0019353 2.84 0.005 .001687 .0093223

_cons 1.921775 .108364 17.73 0.000 1.70801 2.135541
 
Table E.26  
Summary of Unhealthy Days 

Unhealthy Days n Mean Std. Dev. Min Max 
Unhealthy Days – Physical Health Not 
Good 

190 1.984211 4.946782 0 30

Unhealthy Days – Mental Health Not 
Good 

190 3.136842 5.778285 0 30

Unhealthy Days – Prevent Usual 
Activities 

190 2.336842 6.156874 0 40

Unhealthy Days – Affect Self-Care 190 2.036842 5.734303 0 30
Unhealthy Days – Affect Work 189 1.888889 4.890648 0 30
Unhealthy Days – Affect Recreation, 

Leisure Social Activities 
190 2.821053 6.336221 0 30

Unhealthy Days – Affect Family Life 
and Relationships 

190 2.763158 6.740206 0 30

 
Table E.27 
Unhealthy Days—Physical and Mental Health 

Unhealthy Days Physical Health Mental Health 
Days    n   %      n % 
0 Total Unhealthy 
Days 

83 40.69 83 40.69 

0 Days 113 59.47 101 53.16 
1-3 52 27.37 37 19.47 
4-9 12 6.32 29 15.26 
10-13 5 2.63 10 5.26 
14-19 3 1.58 6 3.16 
20-24 1 0.53 3 1.58 
25-30 4 2.11 4 2.11 
Total 190 100.00 190 100.00 

 
Table E.28 
Summary of Unhealthy Days-Mental Health by Gender 

Summary of Unhealthy Days Mental Health 
Gender Mean Std. Dev.            Freq. 
Female 4.05 6.7125316 100 
Male 2 3.2732684 71 



 
EDUCATIONAL LEADER HEALTH AND WELL-BEING 200 
 
Total 3.1988304 5.6283107 171 

 
Table E.29 
Unhealthy Days-Mental Health by Gender 

Source SS df MS Number 
of obs 

= 171 

    F(1, 169) = 5.66 

Model 1.345324
82 

1 1.34532482 Prob > F = 0.0185 

Residual 40.17514
3 

169 .23772274 R-
squared 

= 0.0324 

    Adj R-
squared 

= 0.0267 

Total 41.5204678 170 .244238046 Root 
MSE 

= .48757 

Gender Coef. Std. Err. t P>t [95% 
Conf. 

Interval] 

Unhealthy 
Days 
Mental 
Health 

-.0158056 .006644 -2.38 0.018 -.0289216 -.0026896

_cons 1.465764 .0429172 34.15 0.000 1.381041 1.550487
Breusch-Pagan / Cook-Weisberg test for heteroskedasticity  

     Ho: Constant variance 
     Variables: fitted values of gender 
     chi2(1)   =   2.38 
     Prob > chi2 =  0.122 
Two-Sample t-Test with Equal Variances 
Variable n Mean Std. Err. Std. Dev. 95% 

Conf. 
Interval 

Female 100 4.05 .6712532  6.712532 2.718088  5.381912
Male 71 2  .3884655  3.273268  1.22523  2.77477
combined 171 3.19883 .4304077  5.628311 2.349198  4.048462
diff   2.05  .8617388  .3488411  3.751159

diff = mean(Female) - mean(Male) t =  
2.3789

Ho: diff = 0      degrees of freedom =      169 
   Ha: diff < 0    Ha: diff != 0    Ha: diff > 0 

Pr(T < t) =  0.9908 Pr(|T| > |t|) = 0.0185   Pr(T > t) = 0.0092 
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Table E.30 
Summary of Well-Being by Gender  

 Summary of Well-Being by Gender   
Gender Mean Std. Dev. Freq. Mean Std. 

Dev. 
Freq. 

Female 79.76 17.446669 100 7.58 1.69 423
Male 84.943662 12.574222 71 7.49 1.62 303
Total 81.912281 15.777438 171 7.54 1.66 806

(World Values Survey, 2016) 

Table E.31 
Well-Being by Gender 

Well-Being by Gender—Two-Sample t-Test with Equal Variances 
Variable n Mean Std. Err. Std. Dev. 95% Conf. Interval 
Female 100 79.76  1.744667 17.44667 76.2982  83.2218
Male 71 84.94366 1.492286  12.57422 81.96739  87.91993
combined 171 81.91228 1.206531  15.77744 79.53057  84.29399
diff  -5.183662 2.423175 -9.967253  -.4000714

diff = mean(Female) - mean(Male) t =-2.1392 
Ho: diff = 0      degrees of freedom =      169 
   Ha: diff < 0    Ha: diff != 0    Ha: diff > 0 
Pr(T < t) = 0.0169 Pr(|T| > |t|) = 0.0339  Pr(T > t) = 0.9831 

 
Table E.32 
Overall Well-Being by Adult Family Caregiving Responsibility 

Adult Family Caregiving Summary of Well-Being 
 Mean Std. Dev. Freq. 
Adult Family Caregiver 74.705882 19.453954 34 
Not Adult Caregiver 83.70073 14.252123 137 
Total 81.912281 15.777438 171 

 

Table E.33 
Overall Well-Being by Family Caregiving Responsibility 

Two-Sample t-Test with Equal Variances—Family Caregiving and Well-Being 

Variable n Mean Std. Err. Std. Dev. 95% Conf. Interval 
Adult Family 
Caregiver 

34 74.70588 3.336326 19.45395  67.91808  81.49369

Not Adult 
Caregiver 

137 83.70073  1.217641  14.25212  81.29277  86.10869

combined 171 81.91228  1.206531  15.77744 79.53057  84.29399



 
EDUCATIONAL LEADER HEALTH AND WELL-BEING 202 
 
diff -

8.994848  
2.951901  -14.8222  -

3.167498
diff = mean(Adult Family Caregiver) - mean(Not Adult Caregiver) t=-3.0471 

Ho: diff = 0      degrees of freedom =      169 
   Ha: diff < 0    Ha: diff != 0    Ha: diff > 0 
Pr(T < t) = 0.0013 Pr(|T| > |t|) = 0.0027  Pr(T > t) = 0.9987 

 
Table E.34 
Summary of General Self-Efficacy, Psychological Well-Being, and Organizational 
Empowerment Scale Scores 

Scale n Mean Std. Dev. Min Max 
General Self-Efficacy 185 4.295946 .4588174 2.625 5 
Psychological Well-Being 
(Flourishing Scale) 

187 44.45455 3.451946 23 52 

Organizational 
Empowerment 
Sub-Scores 

174 49.12069 6.075853 10 54 

Perceived Control 174 16.17241 2.536243 3 18 
Perceived Competence 174 17.05747 1.688837 3 18 
Goal Internalization 174 15.8908 2.839569 3 18 

 
Table E.35 
Overall Well-Being and Psychological Well-Being (Flourishing Scale) 

Source SS df MS Number of obs =187
     F(1, 169) =13.68
Model 3254.48896 1 3254.48896  Prob > F =0.0003
Residual 44013.3185 185 237.90983  R-

squared 
=0.0689

     Adj R-
squared 

=0.0638

Total 47267.8075 186 254.127997  Root 
MSE 

=15.424

Well-Being Coef. Std. Err. t P>t [95% Conf. Interval] 
Flourishing 
Scale 

1.211772 .3276315 3.70 0.000 .5653976 1.858146

_cons 28.09914 14.60832 1.92 0.056 -.7211738 56.91946
Breusch-Pagan / Cook-Weisberg test for heteroskedasticity  
 Ho: Constant variance 
 Variables: fitted values of Health Status (Rev) 
 chi2(1)= 

0.235 
 

 Prob > chi2  =0.1254 
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Table E.36 
Health Status (SRH), Self-Efficacy and Flourishing Scale (PWB) 

Source SS df MS Number of obs =185 
     F(1,183) =6.22
Model 4.6614133

6 
1 4.66141336  Prob > F =0.0135

Residual 137.08993
8 

183 .749125344  R-
squared 

= 
0.0329

Total 141.75135
1 

186 .773216031  Adj R-
squared 

=0.0276

Health Status 
(Rev) 

Coef. Std. Err. t P>t Root 
MSE 

=.86552

Self-Efficacy .3469046 .1390684  2.49 0.014 [95%Conf
terval] 

_cons 1.325933 .6008098 2.21 0.029 .072521 .6212882

Breusch-Pagan / Cook-Weisberg test for heteroskedasticity  .140528 2.511338
Ho: Constant variance     
Variables:fitted values of Health Status (Rev)    
chi2(1)=0.73    
Prob > chi2  = 0.3943    

 
Source SS df MS Number of obs =187
     F(1, 169) =4.23
Model 3.2181408 1 3.2181408  Prob > F =0.0410
Residual 140.600041 185 .760000222  R-

squared 
=0.2224

     Adj R-
squared 

=0.0171

Total 143.818182 186 .773216031  Root 
MSE 

=.87178

Health 
Status 
(Rev) 

Coef. Std. Err. t P>t [95% Conf. 
Interval] 

Flourishing 
Scale 

.038105 .0185177 2.06 0.041 .001572 .074638

_cons 1.124241 .8256595 1.36 0.175 -.5046776 2.75316
Breusch-Pagan / Cook-Weisberg test for heteroskedasticity  
 Ho: Constant variance 
 Variables: fitted values of Health Status (Rev) 
 chi2(1)= 

0.01 
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 Prob > chi2  =0.9096 
      

 
Table E.37 
Organizational Empowerment by Gender and Unhealthy Days—Mental Health 

Source SS df MS Number of obs =171
     F(1, 169) =4.35
Model 1.04183636 1 1.04183636  Prob > F =0.0385
Residual 40.4786325 169 .239518535  R-

squared 
=0.0251

     Adj R-
squared 

=0.0193

Total 41.5204678 170 .244238046  Root 
MSE 

=.48941

Gender Coef. Std. Err. t P>t [95% Conf. Interval]
Organizational  
Empowerment 

.0128205 .0061472 2.09 0.039 .0006854 .0249556

_cons .7863248 .3038487 2.59 0.010 .1864969 1.386153
Breusch-Pagan / Cook-Weisberg test for heteroskedasticity  
 Ho: Constant variance 
 Variables: fitted values of Health Status (Rev) 
 chi2(1)= 

1.06 
 

 Prob > chi2  =0.3021 
      

 
Source SS df MS Number of obs =174 
    F(1, 172) = 17.76 
Model 597.639736 1 597.639736 Prob > F = 0.0000 
Residual 5788.82578 172 33.6559638 R-

squared 
= 0.0936 

    Adj R-
squared 

= 0.0883 

Total 6386.46552 173 36.9159856 Root 
MSE 

= 5.8014 

 
Organizational 
Empowerment 

Coef. Std. Err. t P>t [95% Conf. 
Interval] 

       
Unhealthy Days  
Mental Health 

-.3322035 .0788343 -4.21 0.000 -.4878108 -.1765961

_cons 50.16503 .5048214 99.37 0.000 49.16859 51.16147 
Breusch-Pagan / Cook Weisberg test for heteroskedasticity  
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    Ho: Constant variance 
    Variables: fitted values of Organizational Empowerment Scale 
         chi2(1)      = 3.32 
         Prob > chi2  = 0.0683 

 
Table E.38 
Organizational Empowerment by Gender 

Organizational Empowerment by Gender—Two-Sample t-Test with Equal 
Variances 
Variable n Mean Std. Err. Std. Dev. 95% Conf. 

Interval 
Female 100 48.24  .6940032 6.940032 46.86295  49.61705
Male 71 50.19718 .5328711 4.490052 49.13441  51.25996
combined 171 49.05263 .4669513    

6.106181
48.13086 49.9744

diff  -
1.957183 

.9384291 -
3.809736  

-.1046298

diff = mean(Female) - mean(Male) t =-
2.0856

Ho: diff = 0      degrees of freedom =      169 
   Ha: diff < 
0   

 Ha: diff != 0    Ha: diff > 0 

Pr(T < t) = 0.0193 Pr(|T| > |t|) = 0.0385  Pr(T > t) = 0.9807 

 
Table E.39 
Summary of Self-Reported Health Status and Unhealthy Days (HRQOL) 

Self-Rated Health/ 
Unhealthy Days 

Survey 
%/Mean

National Sample
%/Mean 

  College 
 Grads 

Income
<$50K 

Good-to-Excellent Health 93.7% 93.5% 92.2%
Unhealthy Days–Total 5.12 4.0 4.0
Unhealthy Days–Total Zero Days 40.0% 52.8% 53.0%
Unhealthy Days–Total ≥14 days 11.0% 10.6% 10.6%
Unhealthy Days–Physical Health 1.98 2.1 2.0
Unhealthy Days–Physical Health Zero Days 59.47% 69.9% 71.3%
Unhealthy Days–Physical ≥14 Days 4.21 5.3% 4.8%
Unhealthy Days–Mental Health 3.14 2.3 2.1
Unhealthy Days–Mental Health Zero Days 53.16% 68.9% 68.7%
Unhealthy Days–Mental Health ≥14 Days 6.84% 6.0% 6.2%
Unhealthy Days–Activity Limitation 2.33 1.1 1.1
Unhealthy Days–Activity Limitation Zero Days 69.75% 83.0% 84.1%
Unhealthy Days–Activity Limitation ≥14 Days 4.74% 2.9% 2.5%
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(Centers for Disease Control and Prevention, 2000; Zahran et al., 2005) 

Table E.40 
Health Status Comparison: Leaders to National Comparators—Test of Proportions 

Excellent Health   
Survey Leaders    x: Number of obs 190
National 
Comparators 

  y: Number of obs 307021

Variable Mean Std. Err.  P<|z| 95% Conf. Interval 
x .244 .0311587   -.1829301 .3050699
y .34 .0008549   .3383244 .3416756
diff -.096 .311704   -.1570929  

-.0349071
 Under 

Ho: 
.0343756 -2.79 0.005  

 diff = prop(x) - prop(y)                                 z =  -2.7927 
 Ho: diff = 0  
   Ha: diff < 0                                    Ha: diff != 0                                  Ha: diff > 0 
Pr(Z < z) = 0.0026 Pr(|Z| > |z|) = 0.0052 Pr(Z > z) = 0.9974
Very Good Health   
Survey Leaders    x: Number of obs 190
National 
Comparators 

  y: Number of obs 307021

Variable Mean Std. Err.  P<|z| 95% Conf. Interval 
x .395 .035465     .32549 .46451
y .382 .0008769   .3802813  .3837187
diff .013 .0354758   -.0565313    .0825313
 Under 

Ho: 
.0352602  0.37 0.712  

 diff = prop(x) - prop(y)                                 z =  0.3687 
 Ho: diff = 0  
  Ha: diff < 0                                    Ha: diff != 0                                       Ha: diff > 0 
Pr(Z < z) =0.6438 Pr(|Z| > |z|) = 0.7124 Pr(Z > z) =0.3562
Good Health   
Survey Leaders    x: Number of obs 190
National 
Comparators 

  y: Number of obs 307021

Variable Mean Std. Err.  P<|z| 95% Conf. Interval 
x .295 .0330848   .2301549 .3598451
y .211 .0007364   .2095567 .2124433
diff .084   .033093     .0191389 .1488611
 Under 

Ho: 
.0296126 2.84 0.005  

 diff = prop(x) - prop(y)                                 z =2.8366 
 Ho: diff = 0  
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   Ha: diff < 0                                    Ha: diff != 0                                      Ha: diff > 0 
P(Z < z) =0.9977  Pr(|Z| > |z|) =0.0046 Pr(Z > z) = 0.0023
Fair Health   
Survey Leaders    x: Number of obs 190
National    y: Number of obs 307021
Variable Mean Std. Err.  P<|z| 95% 

Conf. 
Interval 

x .063 .0176264    .0284529 .0975471
y .047   .000382    .0462514 .0477486
diff .016 .0176305    -.0185552    .0505552
 Under 

Ho: 
.0153602 1.04 0.298  

 diff = prop(x) - prop(y)                                 z =  1.0417 
 Ho: diff = 0  
  Ha: diff < 0                                    Ha: diff != 0                                   Ha: diff > 0 
Pr(Z < z) =0.8512 Pr(|Z| > |z|) =0.2976 Pr(Z > z) = 0.1488
Poor Health   
Survey Leaders    x: Number of obs 190
National 
Comparators 

  y: Number of obs 307021

Variable Mean Std. Err.  P<|z| 95% Conf. 
Interval 

x 0 0    0 0
y .014   .000212   .0135844 .0144156
diff -.014   .000212      -.0144156   

-.0135844
 Under 

Ho: 
.0153602 1.04 0.298  

 diff = prop(x) - prop(y)                                 z = -1.6425 
 Ho: diff = 0  
   Ha: diff < 0                                    Ha: diff != 0                                  Ha: diff > 0 
Pr(Z < z) =0.0502 Pr(|Z| > |z|) = 0.1005   Pr(Z > z) = 0.9498

 
Table E.41 
Zero Unhealthy Days Comparison: Leaders to National Comparators—Test of 
Proportions 

Zero Unhealthy Days-Total   
Survey Leaders    Survey Leaders: Number of 

obs 
190

National Comparators National Comparators Number of obs 307021
Variable Mean Std. Err.  P<|z| 95% Conf. Interval 
Survey Leaders .4 .0355409   .3303411 .4696589
National 
Comparators 

.528 .000901     .5262342  .5297658
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diff -.128   .0355524   -.1976813  

-.0583187
 Under 

Ho: 
.0362284 -3.53 0.000  

 diff = prop(x) - prop(y)                                   z = -3.5331 
 Ho: diff = 0  
  Ha: diff < 0                                    Ha: diff != 0                                        Ha: diff > 0 
Pr(Z < z) =0.0002 Pr(|Z| > |z|) = 0.0004 Pr(Z > z) =  0.9998
Zero Unhealthy Days–Physical Health   
Survey Leaders    Survey Leaders: Number of 

obs 
190

National Comparators National Comparators: Number of obs 307021

Variable Mean Std. Err.  P<|z| 95% Conf. Interval 

Survey Leaders .5947 .0356173    .5248915  .6645085
National 
Comparators 

.699 .0008278   .6973775  .7006225

diff -.1043   .0356269    -.1741274   
-.0344726

 Under 
Ho: 

.0332894   -3.13 0.002  

 diff = prop(x) - prop(y)                                   z = -3.1331 

 Ho: diff = 0  

  Ha: diff < 0                                    Ha: diff != 0                                      Ha: diff > 0 

Pr(Z < z) =0.0009 Pr(|Z| > |z|) =  0.0017 Pr(Z > z) =0.9991

Zero Unhealthy Days–Mental Health   

Survey Leaders    Survey Leaders: Number of 
obs 

190

National Comparators National Comparators: Number of obs 307021

Variable Mean Std. Err.  P<|z| 95% Conf. Interval

Survey Leaders .5316 .0362013    .4606468 .6025532
National 
Comparators 

.689 .0008354    .6873626 .6906374

diff   
-.1574  

.0362109    -.2283721 -.0864279

 Under 
Ho: 

.0335958 -4.69 0.000  

 diff = prop(x) - prop(y)                                   z = -4.6851 

 Ho: diff = 0  

 Ha: diff < 0                                    Ha: diff != 0                                     Ha: diff > 0 

Pr(Z < z) = 0.0000 Pr(|Z| > |z|) = 0.0000 Pr(Z > z) =1.0000

Zero Unhealthy Days–Activity Limitation   
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Survey Leaders    Survey Leaders: Number of 

obs 
190

National Comparators National Comparators: Number of obs 307021

Variable Mean Std. Err.  P<|z| 95% Conf. Interval 

Survey Leaders .6975   .0333241     .632186 .762814
National 
Comparator 

.83   .0006779        .8286713 .8313287

diff -.1325 .033331      -.1978275  -.0671725

 Under 
Ho: 

.0272649 -4.86 0.000  

 diff = prop(x) - prop(y)                                   z =  -4.8597 

 Ho: diff = 0  

Ha: diff < 0                                    Ha: diff != 0                                      Ha: diff > 0 

Pr(Z < z) =0.0000 Pr(|Z| > |z|) =0.0000 Pr(Z > z) =  1.0000

 
Table E.42  
Unhealthy Days Survey Leaders vs. National Comparators 

Unhealthy Days—Survey Leaders to National Comparators: One-Sample z Test 
Unhealthy Days- Total 
Variable n Mean Std. Err. Std. Dev. [95% Conf. Interval]
Unhealthy Days 190 5.121053 .0725476 1 4.978862 5.263243
     mean = mean(Unhealthy Days)  z = -0.3231 
Ho: mean = 4      
Ha: mean < 4  Ha: mean != 4 Ha: mean > 4 
Pr(Z < z) = 1.0000  Pr(|Z| > |z|) = 0.0000 Pr(Z > z) = 0.0000 
Unhealthy Days 
–Physical Health 

190 1.984211  .3588773  4.946782  1.280824  2.687597

    mean = mean(Unhealthy Days-Physical Health) ` z = -0.3226 
Ho: mean = 2.1        
Ha: mean < 2.1    Ha: mean != 2.1   Ha: mean > 2.1   
 Pr(Z < z) =0.3735  Pr(|Z| > |z|) = 0.7470   Pr(Z > z) =0.6265 
Unhealthy Days 
Mental  Health 

190 3.136842  .4257989  5.869233  2.302292 3.279033

        mean = mean(Unhealthy Days-Mental Health)  z =  1.9653 
Ho: mean = 2.3         
Ha: mean < 2.3  Ha: mean != 2.3 Ha: mean > 2.3 
Pr(Z < z) = 0.9753     Pr(|Z| > |z|) =0.0494 Pr(Z > z) =0.0247 
Unhealthy Days 
Activity 
Limitation 

190 2.284211  .4257989  5.869233 1.44966    3.118761

       mean = mean(Unhealthy Days-Activity Limitation) z =  2.7811 
Ho: mean = 1.1        
Ha: mean < 1.1    Ha: mean != 1.1   Ha: mean > 1.1   
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Pr(Z < z) = 0.9973     Pr(|Z| > |z|) = 0.0054   Pr(Z > z) = 0.00270 

 
Table E.43 
Comparison of Educational Leader Caregivers with State BRFSS Data 

 Health-Related Quality of Life Self-Reported Health  
 >14 Unhealthy Days/Month %   %   

 
Mental 
Health 

Physical 
Health 

Activity 
Limitation Excellent

Very 
Good Good Fair Poor 

Leader 
Caregivers 6.84 4.21 4.74 24.74

39.4
7 

29.4
7 6.32 0

BRFSS 
Report 13.5 11.1 13.8   
SES 
Adjusted 8.8 5.6 * 32.2 45.5 16.1 5.9 0.4
*Suppressed        

(NH HealthWRQS BRFSS Module, 2010; Partch-Davies & Davie, Manuscript in preparation) 

Table E.44 
Well-Being by Gender Educational Leaders vs. National Comparators 

 

 World Values Survey  
University Graduates 

Educational Leaders 
Survey 

 n Score 
(1-10 
Scale) 

Std. 
Dev. 

n Score 
(1-100 
Scale) 

Std. 
Dev. 

Total 806 7.54 1.66 171 81.91 15.78 
Male  383 7.49 1.62   71 84.94 12.57 
Female 423 7.58 1.69 100 79.76 17.44 

 

Two-Sample z-Test—Educational Leaders Well-Being vs. National Comparators by 
Gender 
Variable n Mean Std. Err. Std. Dev. 95% Conf. Interval 
Educational 
Leaders-Female 

100 79.76  1.745  17.45 76.33986  83.18014

World Values 
Survey-Female 

423 75.8  .0821706 1.69  75.63895  75.96105

diff 3.96  1.746934  .5360731  7.383927 
diff =mean(Educational Leaders-Female)-mean(World Values Survey Female z = 

2.2668
Ho: diff = 0        
   Ha: diff < 0    Ha: diff != 0    Ha: diff > 0  
Pr(Z < z) = 0.9883    Pr(|Z| > |z|) = 0.0234    Pr(Z > z) = 0.0117  
Variable n Mean Std. Err. Std. Dev. 95% Conf. Interval  
Educational 
Leaders-Male 

100 84.94 1.491785 12.57 82.01616  87.86384
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World Values 
Survey-Male 

383 74.9 .0827781 1.62  74.73776  75.06224

diff 10.04 1.494079  7.111658  12.96834
diff = mean(Educational Leaders-Male) - mean(World Values Survey-Male) z = 

6.7199
Ho: diff = 0      degrees of freedom =      169  
   Ha: diff < 0    Ha: diff != 0    Ha: diff > 0  
Pr(Z < z) = 1.0000     Pr(|Z| > |z|) = 0.0000      Pr(Z > z) = 0.0000  
Variable n Mean Std. Err. Std. Dev. 95% Conf. Interval  
Educational 
Leaders-Total 

171 81.9  1.205962  15.77 79.53636  84.26264

World Values 
Survey-Total 

806 75.4  .058471 1.66  75.2854  75.5146

diff 6.5  1.746934  .5360731  7.383927
  diff =mean(Educational Leaders-Total)– mean(World Values Survey-Total)        z=  

2.2668 
Ho: diff = 0        

   Ha: diff < 0    Ha: diff != 0    Ha: diff > 0 
  Pr(Z > z) = 0.0000 

 
Pr(Z < z) = 1.000    Pr(|Z| > |z|) = 0.0000   
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Appendix F  

Qualitative Data Tables 

 
Table F.1 
Semi-Structured Interview Participants 

K-12 Position Survey M/F Age Years
Educ.

Years 
Leader 

Health 
Status 

Well-
Being 

Curriculum 
Administrator 

No M 40-45 21 4 Excellent 95 

Superintendent No F 61-65 43 32 Very Good 90 
Principal 
Middle-HS 

Yes M 61-65 39 28 Good 90 

Special Ed. 
Director 

Yes F 51-55 29 27 Good 75 

Superintendent Yes M 46-50 28 18 Very Good 90 
Principal K-6 No F 46-50 27 14 Good 75 

 
Table F.2 
Code Tree and Summary of Code Applications 

Codes/Sub-Codes                     Applications Codes/Sub-Codes                     Applications 
Social-Ecological Model 274 Cultural Models of Health 29

Intrapersonal/Individual 74 Health Moralism  5
Interpersonal/ Social Environment 66 Health Individualism 16
Organizational/Institutional 45 Health Consumerism 6
Community 37 Healthy Communities  2

Public Policy Environment 52 Time Impacts: Health/Well-Being 76
Health 156 Extended Work Hours 31

Caring for Self 22 Weekend hours 3
Mind/Body 9 Work Evening Hours 19

Mental Health 4 Hours at Work 9
Physical Self-Care 13 Time Off 28

Exercise 4 Time for Physical Activity 10
Eating Well 4 Time for Family 12

Stress 36 Vacation 6
Positive Stress  5 Working When Ill/ Sick Time 8
Negative Stress 29 Sleep Time 6
Family Stress 7 Organizational Empowerment 18

Work Stress 17 Perceived Control 9
Fatigue/Tired/Exhaustion 12 Perceived Competence 7
Illness 11 Goal Integration 2
Change in Health 7 Protective Factors 26

Well-Being 25 Supportive Relationships 15
Psychological Well-Being 24 Spouse/ Family Support 3
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Self-Efficacy 23 Supportive Work Relationships 3
Number of Boards/ Reports 30 Support from Female Colleagues 4

Number of Direct Reports 10 Negative Factors 59
Reporting Up- Direct  12 Constant Access 4
Reporting Up- Indirect  8 Burn Out 5
Positive Factors 49 Family  7
Trust 6 Family Caregiving 3
Team 14 Conflict 13
Mentors 10 Competition 2
Working with Children 11 Sacrificing Health/Well-Being 8

Leadership, Health, and Well-Being  56
Health/Well-Being Impact: 
Leadership 

14 Leadership Impact: Health/Well-
Being 

13

Role Model 7 Health/Well-Being 
Recommendations 

28

Total Code Applications  864
 
Table F.3 
Social-Ecological Model of Health Environmental Domain Exemplars 

Social-Ecological Model of 
Health  
Environmental Domains 

Leader Response Excerpt Exemplars 

Intrapersonal/Individual 
Environment 

“I know that in the more healthy times I have just 
more energy, more focus, more creativity….” 

 “I have health concerns, but I'm also over fifty so 
that comes with that.” 

Interpersonal/Social 
Environment 

“I do really make an effort to do those things. 
Whether it’s camping with the family hanging out 
and playing with the grandchildren, going out to 
dinner…”  

 “The good part about being in the same place for 
a long time is that you have a strong family, you 
know a co-worker family that you can lean on.” 

Organizational/Institutional 
Environment 

“We have a great school environment….” 
“There are people who are hateful to people 
here…” 

Community Environment “The community as a whole has been extremely 
supportive and respectful and trusting.” 

 “When you have relationships that need to be 
built with community partners they want to deal 
with the principal.” 

Public Policy Environment “Increasing concern about funding for public 
education is constant.” 
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 “It's the first time I've worked in my whole career 

in a school district that is not fighting for every 
single resource that our children need.” 

 
Table F.4 
Cultural Models of Health Exemplars 

Cultural Models of Health Leader Response Excerpt Exemplars 
Health Moralism I have some heart disease, part of which is from 

my own doing…. 
Health Individualism We don’t eat right because we're eating on the run. 
Health Consumerism You know for me it's all about [health] 

insurance…. 
Healthy Communities They were coming to school with their baby teeth 

in decay and under there, their adult teeth were 
already decayed, and they were in pain and so 
learning about their numbers and their letters 
wasn't important 

 
Table F.5 
Themes: Caring for Self 

Caring for Self Leader Response Excerpt Exemplars 
Motivation  
 “I think the idea of needing to have emotional and 

social wellness, as well as physical and intellectual 
wellness. I think in a school system you need to 
have all of those pieces of you intact and 
balanced.” 

 “I think it was just out of self-preservation. We 
needed the energy to be able to maintain the level. 
So I think indirectly, it must have been a factor that 
I knew that I was going to feel better if I ate right 
and exercised.” 

Physical Health  
 “Whether it's going for my hikes, going fishing or 

exercising daily, it definitely helps clear the mind 
a little bit.” 

 “I do make an effort to do at minimum of three 
days of about an hour or a little bit more than an 
hour of mostly cardio and a little core training.” 

 “I run four to five times a week.” 
Mental/Emotional Health  
 “One of things we’ve done here is to try put in a 

little bit of mindfulness goal for ourselves to take 
care of ourselves.” 
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 “I make jewelry, and I color, and I play with my 

grandkids.” 
 “If you’re less healthy in dealing with it – tobacco 

use was one piece of that for way too long…there 
have been times when probably alcohol has not 
been helpful to me… ” 

 “I medicate myself to be able to do the job… I 
don't believe I could do this job if I wasn't on my 
medication….” 

 
Table F.6 
Themes: Time and Work Hours 

Time Related Themes Leader Response Excerpt Exemplars 
Extended Work Hours  
Long Hours “No less than 60 and usually on average 80 hours 

a week for 9 years.” 
Evening and Weekend Work “I was out three nights this week.” 
Time Off  
Time for Family “You're out some late nights. It's hard on the 

family.” 
Vacation Time “My contract gives me twenty-five vacation days 

a year, which is the most I've ever had. I’ve never 
been able to use more than fifteen of those.  

Time for Self-Care “I think investing in yourself puts a level of 
prioritization, as well as it means you have to let 
some things go unfinished.” 

Sick Time and Working When Ill “If I was really sick I was still working.” 
 

Table F.7 
Themes: Positive, Negative, and Protective Factors 

Positive, Negative, and 
Protective Factors  

Leader Response Excerpt Exemplars 

Positive Factors  
Mission “Remember what they used to say about the 

Peace Corps? ‘It's the hardest job you’ll ever 
love.’” 

Working with Children “We really give kids a lot of trust and respect they 
really appreciate it. And they're not afraid to tell 
us that they appreciate it. So you know that really 
fills my bucket.” 

Being Part of a Team “That was the strongest team I've ever worked 
with. It was an amazing experience.”  

 “I have a very collaborative administration at my 
school, so my assistant principal and I work very 
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well together and often times we’ll divide and 
conquer and share the load so that helps manage 
the stress.” 

Negative Factors  
Poorly Resourced Schools 
and Communities 

“Lack of resources in any school district will 
work against being in balance or being well. 
“So when you have all of those kinds of really 
important life needs, basic needs that are not 
being met. It's really hard to say I'm not going to 
go to work today because I have a cold.” 

Isolation in the Leadership 
Role 

“That isolation is sometimes overlooked as a 
negative, negative effect on overall health, mental 
health and physical health,” 

 “It can be a lonely profession if you are not 
careful. You’re the one who has to make all the 
decisions…You can reach out and …get 
feedback, but you own those.” 

Constant Access “With the advent of electronic communication 
and cell phones, you're on all the time.” 

Family/Work Stress “It’s a little frustrating to do the family stuff that's 
what feeds us all.” 

 “I also have my elderly mother living with me 
half of the year. So I'm a caregiver.” 

Conflict and Competition “…The intensity or frequency of the interactions. 
Yesterday was a pretty good example. We had a 
medical emergency … we had a student who had 
stolen a pair of boots from another student and we 
had police here and we had … the usual conflicts 
that happen during a school day. Sometimes the 
intensity of those things….” 

 “One principal felt like another principal was 
getting away with things that he couldn't do. 
Making changes in his school that he couldn't do, 
so it didn't feel equitable.” 

Protective Factors  
Resilience “You have to build I think the capacity to weather 

those things and build those relationships with 
your fellow administrators, so that you can not 
feel like you're in a weak place but out of I guess 
support,   getting support from other people. 

Supportive Family and 
Colleagues 

“I’m very fortunate to have a very understanding 
[spouse] who is self-sufficient in many ways, but 
also very supportive. 

 “I have had many women educational leaders 
who would literally stand in front of a moving 
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train if they thought it would help in some place 
where I was stuck.” 

 
Table F.8 
Leader Recommendations to Support Health and Well-Being 
Leader Recommendations to 
Support Health and Well-
Being 

Leader Response Excerpt Exemplars 

Supporting Health  
Use Contracts to Support 
Health and Well-being 

“My district…actually pays for my gym 
membership.” 

 “Making it understood that…administrators take 
two hours during the day to go exercise or to do 
whatever, …maybe even putting that into 
administrative contracts would be a healthy 
thing….” 

Use Existing Features of 
Health Plans 

“And we're very lucky because the insurance 
company we have. We have, you know, health 
and wellness programs and the nurses call us at 
home and all sorts of incentives for exercising 
and healthy eating and those kind of things. So 
we have a really good network that way.” 

Job Structure and Reducing 
Time Pressures 

“Districts differ on their expectations around 
school boards and principals….And it raises the 
question of how many, how often does someone 
really need to be there?” 

 “I think there has to [be] a balance between an 
instructional leader and a manager. Some of those 
managerial tasks, I would empower my office 
manager to assume some of those duties. “  

Reporting Relationships and 
Evaluations 

“I would simplify the evaluation system.” “The 
teacher evaluation is unworkable.” 

 
Table F.9 
Survey Respondent/ Interview Respondent Comparison 

Survey/Interview SRH
Mean

Well-Being
Mean

Age 
Mean 

Gender 

Survey Respondents 2.17 81.92 53.51 M: 41.52%
  F: 58.48%
Interview Participants 2.33 85.83 53.83 M: 50.00%

F: 50.00%
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Table F.10 
Survey/Interview Response Exemplar Comparison: Self-Efficacy 

New General Self-Efficacy Scale Leader Responses 
I will be able to achieve most of the 
goals that I have set out for myself.  

“I feel like I am on top of my game. 
And it seems like it’s getting good 
results.” 

When facing difficult tasks, I am 
certain that I will accomplish them.  

“I feel like I am probably the most 
effective I've ever been”  

In general, I think that I can obtain 
outcomes that are important to me. 

“You really believe that what you're 
doing is making an impact back to the 
student.” 

I believe I can succeed at most any 
endeavor to which I set my mind.  

“I've been able to keep up with all of 
my responsibilities.” 

I will be able to successfully 
overcome many challenges.  

“I don't see it as insurmountable. I see 
it as we can do things.” 

I am confident that I can perform 
effectively on many different tasks.  

“I've been able to keep up with all of 
my responsibilities.” 

 
Table F.11 
Survey/Interview Response Comparison: Psychological Well-Being 

Flourishing Scale Leader Responses 
I lead a purposeful and meaningful 
life.  

“When people have a purpose.”  

My social relationships are supportive 
and rewarding. 

“I have great colleagues.” 

I am engaged and interested in my 
daily activities. 

“The fact that I have teachers who 
work really, really hard to make sure 
that all kids can succeed also is very 
uplifting.”  

I actively contribute to the happiness 
and well-being of others.  

“I feel really great about the work that 
we’ve done.” 

I am competent and capable in the 
activities that are important to me. 

“That sense of purpose and mastery 
and autonomy.” 

I am a good person and live a good 
life. 

“I just feel like I need to give back. 

I am optimistic about my future.  “I don't feel like those challenges are 
insurmountable, and I understand that 
the work that I'm involved in takes 
time.” 

People respect me.  “Honestly, it’s almost humbling the 
level of respect that I get in the 
community.” 
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Table F.12 
Survey/Interview Response Comparison: Organizational Empowerment 

Organizational Empowerment Scale Leader Responses 
I can influence the way work is done in 
my organization. 

“They’ve trusted me to kind of help 
shape a different way of doing things. 
When it’s like that, it's really 
rewarding to work here.” 

I can influence decisions made in my 
organization.  

“You can influence some decisions 
that impact the student.” 

I have the authority to make decisions 
at work.  

“I’m fortunate to be given a lot of 
autonomy in our system, to be able to 
do the things that I think need to 
work.” 

I have the capabilities required to do 
my job well.  

“I love building my administrative 
team and putting those things 
together.” 

I have the skills and abilities to do my 
job well.  

“That sense of purpose and mastery 
and autonomy.” 

I have the competence to work 
effectively.  

“I crunch the numbers well so that the 
people who do the magic have the 
resources they need to do the magic.” 

I am inspired by what we are trying to 
achieve as an organization. 

“When I ask her [my principal] about 
how children are doing. And how staff 
are doing, and how this new initiative 
is working, and what's the evidence 
she beams, she lights up. She is on 
fire.” 

I am inspired by the goals of the 
organization.  

“We were able to increase our cohort 
graduation rate….We have raised our 
test scores… significantly over that 
period of time.” 

I am enthusiastic about working toward 
the organization's objectives.  

“I believe that the work we're 
doing…is very satisfying and 
exciting.” 

 
Table F.13 
Qualitative/Quantitative Findings Intersections 

Key Quantitative Finding  Related Qualitative 
Codes/Findings 

Number 
of 

Excerpts 
Health Status HRQOL Health  106
 Time/Working When Ill/ Sick 

Time  
8

 Change in Health  5
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Well-Being Well-Being  25
Time  
Expected and Actual Work 
Hours 

Extended Work Hours  31

Sleep Hours Sleep Time 8
 Fatigue/Tired/ Exhaustion  12
Physical Activity Hours Time for Physical Activity  10
Number of Reporting 
Relationships 

Number of Direct/Indirect 
Reports/Boards 

29

Family Structure/ Time for Family  12
 Supportive 

Relationships/Spouse/Family  
3

 Negative Factors/ Family  7
Family Caregiving Negative Factors/Family 

Caregiving  
3
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