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Abstract 

Background  Strategies to promote workplace mental health can target system, organization, team, and individual 
levels exclusively or in concert with each other. Creating toolkits that include these different levels is an emerging 
innovative strategy to support employees working in various sectors. Our paper describes the development, imple-
mentation, and refinement of two different online toolkits: the Healthy Professional Worker Toolkit for Education Work-
ers and the Health Worker Burnout Toolkit.

Methods  The Knowledge to Action Framework guided the team during the development and early interventions 
phases of toolkit development. Stakeholder engagement regarding the intended use of the toolkit of promising prac-
tices for workplace interventions was integrated throughout with different forms of feedback in a research capacity 
between 2022 and 2024.

Results  Reflecting on the different phases of the KTA Framework, we describe first the engagement involved 
in building the toolkits and then on their utilization. Our toolkits were built to include different resources aimed 
at empowering workers, teams, and employers offering innovative ideas to address the mental health-leaves 
of absence and return to work cycle in one case and the different forms and consequences of burnout in the other. 
Criteria for inclusion were informed by ongoing research with a range of stakeholders and other intended toolkit 
users including managers, supervisors, executives, human resource specialists, staff, and others in healthcare and edu-
cational organizations and settings. In the implementation phase, the volume of resources available in each toolkit 
considered a strength by some was overwhelming for some partners and individual workers to navigate. Capacity, 
engagement, time, and readiness for change, are themes that heavily influenced if and when organizations interacted 
with each toolkit, and how much time they spent exploring the resources provided.

Conclusion  It is critical to ground toolkits in the experiential evidence of workplace mental health as is linking 
these to evidence-informed interventions that correspond to workplace concerns. Organizational readiness to adopt 
and adapt resources and implement changes is a key consideration. Ultimately, user engagement is what brought 
these toolkits to life.
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Background
Maintaining positive mental health in the workplace is 
a priority for many countries and organizations. Some 
countries have implemented workplace mental health 
standards and frameworks. In Canada, the Mental Health 
Commission of Canada (MHCC), created the National 
Standard for Psychological Health and Safety in the 
Workplace (the Standard) [1]. The Centre of Expertise on 
Mental Health in the Workplace, created by the Canadian 
government, includes resources in alignment with the 
Standard for organizations, managers, employees, and 
executives, and offers training related to mental health 
in the workplace [2]. Programs such as Mental Health 
First Aid and The Working Mind continue to provide evi-
dence-based mental health training while also reducing 
the stigma associated with seeking mental health support 
[3].

WorkWell in England is similarly developing a national 
health at work standard which aims to support the 
increasing number of people out of work due to ill health 
by focusing on early intervention [4]. Organizations in 
the United Kingdom (UK) have implemented role-based 
interventions in the workplace where a ‘business cham-
pion’ is employed and supported to create, distribute, 
and assess healthy workplace initiatives [5]. Others have 
focused on prevention by using artificial intelligence to 
monitor individual health trends and identify early warn-
ing signs of employee ill health [4].

In the United States (US), the Surgeon General devel-
oped a Framework for Workplace Mental Health & Well-
Being which offers a foundation for organizations to 
build on and emphasizes protection from harm, connec-
tion and community, work-life harmony, ‘mattering’ at 
work, and opportunity for growth with a focus on work-
ers’ voices and equity [6].

Such standards and frameworks provide high level 
guidance, but evidence suggests that system, organiza-
tion and individual level approaches are more effec-
tive at addressing workplace mental health issues when 
combined, and especially when they utilize participatory 
approaches (i.e., co-worker support, employer-employee 
interactions) [7]. Work-related stressors embedded in an 
organization’s culture and climate can be addressed by 
creating healthy work environments that embrace non-
stigmatizing strategies to improve employees’ well-being 
[8]. For sustainable change to occur, workplace cultures 
that encourage learning and empower workers need to 
be fostered [9]. The presence of feedback loops between 
an organization and its workers increases worker percep-
tions of control within the workplace [10]. Workers want 
to be supported by leadership and receive clear commu-
nication surrounding the socialization, sustainability, and 
availability of mental health interventions [8].

A means by which to integrate interventions to 
address mental health in the workplace across different 
levels includes the development of toolkits that can be 
utilized by various stakeholders. Toolkits can take on a 
variety of forms but is typically a curated resource that 
provides practical advice, guidance, and information 
on a particular subject [11]. They may include guide-
lines, policies, procedures, programs, training, docu-
ments, or websites to assist users. Toolkits aim to help 
organizations and individuals cultivate and sustain the 
health and wellbeing of workers [12]. Despite a growth 
of virtual toolkits that exist, there is much we do not 
know about their development for, uptake in and effec-
tiveness for different workplaces. For example, how and 
what resources are included? How many of them are 
being utilized? How are they formally evaluated? Do 
these toolkits make a difference for individuals, teams, 
and organizations seeking to address mental health in 
the workplace?

Our team received funding for two research projects 
for which we developed two distinct toolkits targeting 
different facets of workers’ health and well-being. The 
first toolkit was a component of a larger Healthy Pro-
fessional Worker (HPW) study which sought to exam-
ine the mental health, leave of absence, and return to 
work trajectories of seven different professional work-
ers in Canada [13]. For example, the HPW toolkit for 
education workers was developed to address concerns 
about a lack of resources to address their specific work-
place mental health concerns.

The Health Worker Burnout (HWB) toolkit was 
designed to be more inclusive of all health workers 
with a specific focus on burnout. An additional goal 
of the HWB study was to partner with organizations 
interested in adopting the toolkit to choose a fit-for-
purpose package of interventions to address burnout at 
their particular site [14]. Both toolkits were technically 
structured in a similar way employing a set of screen-
ing criteria and applying coding options that included 
audience, format, focus, and other features, with links 
to the external resources our teams shortlisted for rel-
evance and efficacy. Details on toolkit development are 
found in Tables 1 and 2.

Across both studies, we drew upon the Knowledge to 
Action (KTA) Framework [15] to help guide the team 
regarding the intended use of the toolkit with different 
levels of feedback from development and implementa-
tion partners. In this paper, we describe each toolkit, 
the engagement process undertaken in their devel-
opment and refinement and share valuable insights 
regarding their utilization potential.
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Methods
Guiding knowledge to action framework
Developed by Graham and colleagues (2006), the KTA 
Framework provides a deliberate approach for making 
change, including a seven-phase cycle to move knowl-
edge into practice [15] (Fig.  1). The knowledge creation 
process starts with inquiry and synthesis producing tools 
and products that are adapted to local contexts for which 
unique barriers and facilitators are experiences requiring 
further tailoring and monitoring with outcomes evalu-
ated and sustained.

Different parts of the KTA cycle were integrated into 
the development and implementation of the HPW and 
HWB toolkits as indicated in Fig.  1. For phase 1 this 
included a synthesis of relevant literature, complemented 
with an empirical survey and semi-structured interview 
data from workers and key stakeholders about promis-
ing practices to address their mental health and burnout 
experiences.

The HPW Toolkit for Education Workers involved 
phases 1 to 3 of the action cycle (Table 3 column 1). It was 

developed based on 980 surveys [16] and 53 semi-struc-
tured interviews (Supplement 1) conducted with educa-
tion workers and 26 stakeholders from across Canada and 
included a targeted review of the literature on relevant 
interventions. The focus of the selection of interventions 
were informed by the empirical data. Once developed, 
the toolkit was presented to two partner organizations for 
feedback on toolkit refinement. We received valuable feed-
back about sharing our research findings at the beginning 
of toolkit development to provide context for users. Part-
ner organizations also recommended resources pertaining 
to violence and microaggressions which were later added 
to the toolkit. Implementation of the toolkit was not part 
of the study protocol, but uptake is ongoing among partner 
organizations.

The HWB Toolkit was developed employing a similar 
methodology to the HPW toolkits which was then utilized 
by four clinical sites in a large urban Canadian city that 
advanced to phase 6 of the cycle (Table 3 column 2). Initial 
selection and curation of the toolkit elements was under-
taken before engaging with four clinical sites, informed in 
part by the health worker professional case studies of the 
HPW study [17]. Following the conduct of worker surveys, 
and semi-structured interviews and focus groups (Supple-
ment 2) with management teams in partnering organiza-
tions, refinement and additional interventions were added 
to address identified resource gaps. Our approach was to 
meet each clinical site where they were at, informed by 
the empirical data, and work to co-develop a set of inter-
ventions that would address the issues impacting burnout 
in their organizations. Relationship building with partner 
organizations was part of the work plan from the onset, 
making it more likely that uptake, implementation, and 
sustainability would occur.

Table 1  HWB toolkit development

Focus of Intervention Format Intervention Levels Users

Promoting mental health Video/Webinar System Worker

Managing workload Course/Training/Workshop Organization Educator

Handling conflict, bullying & harassment Guide Team Other/Mixed

Confronting discrimination Policy Individual Employer

Program Multileveled Trainee

Document/Report

Other

Toolkit

Website

Table 2  HPW education worker toolkit development

Focus of intervention Format Location Users

Preventing burnout Article Alberta Trainee

Addressing burnout Book British Columbia Educator

Accommodating burnout Podcast Ontario Administrator

Policy Quebec School Board

Program Canada

Report United States

Other Worldwide

Toolkit Virtual

Training United Kingdom

Video

Website

Workshop
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Fig. 1  The knowledge to action cycle from Strauss S, Tetroe J, & Graham I: Knowledge translation in health care: moving from evidence to practice. 
Second edition, 2013, p. 10. Modified and reprinted with permission from John Wiley and Sons

Table 3  Sources of evidence for the HPW education worker & HWB toolkits

KTA phase Healthy professional worker—education worker toolkit Health worker burnout toolkit

Phase 1 knowledge
creation

980 Education Worker Surveys
53 Education Worker Interviews
26 Stakeholder Interviews
49 Intervention Literature Sources

154 Intervention Literature Sources

Phase 2 adapt 4 partner organization presentations
November 2022—National Staff Conference
October 2023—Presentation/Workshop to Educational Services 
Officers
March 2023—Presentation/Workshop to Educational Services 
Committee
June 2024—Presentation to National Teachers’ Research Net-
work Meeting
Video guide and five additional intervention sources added 
to toolkit

Initial Worker Surveys—141
Initial Worker Interviews—24 participants

Phase 3 barriers & facilitators A presentation to all staff including management 
was undertaken at each site
Two additional intervention sources added 
to toolkit

Phase 4 tailor interventions Partner #1—5–7 Shortlisted interventions
Partner #2—7 Shortlisted interventions

Subsequent meetings to wellness leadership 
teams—10–12 across both sites

Phase 5 monitor Partner #1—Implemented 4 adapted interventions
Partner #2—Implemented 1 adapted interventions

Phase 6 evaluate outcomes 128 Follow up Worker Surveys
10 Follow Up Worker and Manager Interviews
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Results
Reflecting on the question we posed at the outset—if we 
build it, will they come—we transpose each of these ques-
tions onto the different phases of the KTA Framework.

“Building it”
Toolkit structure and format
The HPW and HWB toolkits curate evidence-informed 
strategies to address different facets of workplace men-
tal health, discussed below, and are structured in similar 
ways. Both are online, open access and categorize inter-
ventions in the toolkit according to four levels: system, 
organization, team, and individual. Both contain a filter-
ing option on the left-hand side where users can search 
for resources by format, location, cost, or language (the 
HWB toolkit is also available in French as well as Eng-
lish). Users can choose from a variety of formats such 
as articles, websites, podcasts, and programs. There is 
also an opportunity for users to leave comments about 
resources they found helpful to create a community of 
support for education workers. The target users for the 
HPW Education Worker toolkit are inclusive of teachers, 
early childhood educators, and educational assistants. 
The target users for the HWB toolkit are inclusive of all 
health workers across sectors and from different practi-
tioner backgrounds.

Toolkit content: healthy professional worker – education 
worker toolkit
During the knowledge creation phase of the KTA frame-
work, we listened to what education workers had to say 
about their mental health, leaves of absence and return 
to work experiences (Supplement 3) and complemented 
with a search of the grey and academic literature for 
high-quality evidence-based resources. We were particu-
larly interested in what they would identify as the prom-
ising practices that would address their experiences in a 
more supportive way facilitating leaves of absence and 
enhanced return to work. Education workers made it very 
clear that they are not interested in individual wellness 
initiatives where the onus is on them to “fix” themselves. 
Indeed, we found education worker mental health is pre-
dominantly influenced at a system level (e.g., staffing and 
workload) thus requires system-level interventions, such 
as reducing large class sizes and increasing support staff. 
Adapting this feedback to the realities of the school sys-
tem was an important consideration when developing 
the Education Worker Toolkit, because engaging in a 
wellness webinar or practicing yoga is not helpful when 
the education system is not set up to promote educators’ 
positive mental health. Education workers mentioned 
more support and funding for mental health followed by 

more preparation time as promising practices to improve 
education worker mental health. Education workers dis-
cussed streamlining the paperwork process for leaves of 
absence and return to work and the importance of build-
ing a culture of care for each other within the education 
system.

During a combined phase 2 and 3 of the KTA cycle 
applicability and assessment of potential barriers and 
facilitators to knowledge use were examined. One of the 
challenges was how to spread and scale the toolkit for 
a virtual audience. Workshops and presentations were 
facilitated by our partner organizations. We received 
valuable feedback at the end of each workshop, rang-
ing from gratitude that the toolkit existed to more prac-
tical suggestions such as adding closed captioning to 
the introductory video and ensuring the platform is 
mobile-friendly. When education workers are feeling 
overworked, underappreciated, and feelings of burnout 
start to surface, how helpful is a toolkit? Workshop par-
ticipants mentioned that looking at many resources in a 
toolkit may be overwhelming to navigate. Reflecting on 
this feedback, the team included an instructional video to 
guide users through the toolkit. Additional resources on 
microaggressions and how to create an anti-racism policy 
were added to the toolkit after receiving feedback from 
workshop participants.

Toolkit content: health worker burnout toolkit
During the KTA knowledge creation phase, our team 
undertook a search of interventions in both the public 
and private sectors across countries dated between 2018 
and 2023 that were available in English or French, and 
ideally open access yielding 48 sources at the system, 48 
at the organizational, 36 at the team and 22 at the indi-
vidual levels. Similar to the HPW toolkit, the team was 
very selective in choosing individual level interventions 
that didn’t over-responsibilize workers to increase their 
resilience to challenging work environments.

During the second phase of the KTA framework, we 
conducted pre-implementation online surveys and inter-
views with healthcare workers and leadership teams in 
the partner organizations (Supplement 4). Across all 
sites, we found high rates of burnout, particularly work-
related burnout, and high rates of presenteeism where 
staff come to work even when they felt they really should 
not be at work. Workers expressed the sentiment of feel-
ing particularly disconnected when working remotely. 
Workload burden, especially considering client complex-
ity, and financial stress related to compensation, espe-
cially in light of financial constraints were themes that 
arose during interviews. In considering any intervention 
or set of interventions, healthcare workers wanted to be 
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heard, respected, and valued, a strong theme which came 
through in the focus groups conducted.

Following this feedback, several additional interven-
tions were added to the health worker burnout toolkit. 
For example, a desire to do more advocacy was brought 
up during a site meeting and the research team identi-
fied a gap in advocacy resources within the toolkit. In 
response, two advocacy tools were added and shared 
with the clinical site.

Phase 3 of the action cycle entailed assessing barriers 
and facilitators to knowledge use. One of the sites noted 
at the outset the challenge of reviewing the number and 
varied interventions gathered in the toolkit. This is simi-
lar to what we heard in this phase of the HPW Education 
Workers Toolkit mobilisation.

“Will they come?”
Implementation of health worker burnout toolkit
Phase 4 of the action cycle involved selecting the right 
implementation strategy that adopted or adapted inter-
ventions to address growing health worker burnout. 
Choosing an intervention and implementing it was a 
thoughtful process that took time, trust, and a willing-
ness to listen. To respond to the feeling of overwhelm 
at the number of interventions in the online toolkit, 
the research team created a shortlist of interventions 
for consideration handpicked to meet the specific chal-
lenges faced by the partner organization informed by the 
empirical data analysis. We went through the toolkit with 
the highlighted concerns and chose the top 5–7 inter-
ventions we believed may help address the issues at each 
clinical site. Narrowing the number of interventions can 
help participants feel less overwhelmed and more willing 
to move forward in the action cycle.

With one partner organization, the research team took 
a strengths-based approach when proposing interven-
tions as they were given feedback from leadership that 
staff were weary of discussing “pain points” without solu-
tions. They opted to cater some of the short-listed inter-
ventions to focus on managers as they were identified 
during interviews as a valuable support to staff that also 
needed to care for themselves:

“I think our managers [are most in need of mental 
health interventions]. Yeah, our managers would 
have been through a lot. Because we see them in 
meetings, sometimes it’s one-on-ones, and they’re 
very professional. They keep everything together. But 
I do question: who checks in with them, right?”

After presenting the selected interventions, we encour-
aged sites to customize them and make them their own—
not just to adopt but adapt interventions to their setting. 
One clinical site was drawn to the idea of commensality 

groups [18] where workers share a meal and build trust, 
relationships and meaning in work. They decided to 
rename the intervention to ‘connection circles’ to make 
it their own. Combining ideas, changing the names or 
altering content was part of the customization process.

Phase 5 entailed monitoring knowledge use. Across our 
clinical sites, there was a desire for workplace resources 
that connected staff and fostered a shared sense of pur-
pose in work. Removing barriers of participation for 
staff was a crucial consideration. One clinical site cre-
ated a wellness working committee and compensated 
staff employees for their time on this committee; this 
sent a message that wellness was a priority that is val-
ued. Another site had a dedicated HR coordinator who 
was passionate, positive and kept everyone organized and 
on task by sending meeting reminders, taking notes, and 
drafting an agenda for each meeting. The HR coordina-
tor acted as a well-being champion and helped to inspire 
others within the organization which helped maintain 
momentum. A clinical leader at one site noticed no 
part-time staff signed up for a particular intervention. In 
response, they provided additional information about the 
purpose of the intervention, and the deadline for part-
time staff to register was extended.

Readiness for change was another consistent theme 
during the implementation process. There were multi-
ple levels of readiness including organizational, unit and 
individual readiness, and varying levels of engagement 
across the sites. One of the challenges encountered in one 
of our sites was repeated negative comments and feed-
back from one individual worker which started becoming 
cyclical during monthly meetings. This individual often 
presented their expressed concerns as negative feedback 
from other colleagues that they were asked to convey on 
their behalf. To anticipate the potential ramifications of 
this negativity, our team provided tools to help the indi-
vidual respond to any resistance coming from others. 
Given that there will always be those who do not agree 
with or object to changes, we found it valuable to shift 
the focus to what is working well. After nearly a year into 
the intervention, this individual became a champion for 
the project after participating in mental health initiatives 
at the site.

Leadership involvement played a key role and their 
commitment and readiness for change affected work-
ers’ willingness to engage and invest in the process. The 
Wellness Working Committee were heavily involved 
in Phase 4 of the KTA framework. The Wellness Work-
ing Committee took the initiative and spent the time to 
research and understand the short list of interventions so 
they could confidently share what they felt was valuable 
to the organization. The well-being champion from one 
site shared the importance of approaching this process 
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with an appreciative inquiry lens [19], a strengths-based 
approach to change that focuses on existing assets [20]. 
Maintaining a positive outlook and recognizing little 
wins was key. She shared,

“As a social worker I have learned when even the 
best group initiatives are offered numbers are often 
still low. If you find that even one staff member joins 
in, let’s consider it a success, you’re truly helping 
someone feel better.”

We also wanted employees to recognize that creating 
a Wellness Working Committee is an intervention unto 
itself.

Phase 6 of the action cycle entails evaluating outcomes, 
a process we are presently undertaking. Follow up sur-
veys and interviews are near completion in two of the 
partner sites with strong participation. Although there 
were no notable differences in burnout, stress and pres-
enteeism measures from the aggregated surveys submit-
ted so far, there remained a sense of momentum with 
plans to continue wellness initiatives into the future to 
embed in organizational culture.

Discussion
Addressing mental health in the workplace requires a 
multifaceted approach [8, 21, 22]. Toolkits are a means 
by which to assemble these different approaches in a 
user-friendly format, but their merit is primarily in their 
utilization and application [23]. We learned that tool-
kits are optimized when they are empirically based and 
embed consideration for different users. Application 
and implementation of toolkit elements for some users 
are enhanced when targeted to specific organizational 
needs and when trusted relationships between research 
teams and partner organizations are developed. Right-
sizing interventions is an important consideration. The 
availability of too many resources may have the unin-
tended impact of activating stress for those experienc-
ing high levels of burnout if we do not consider team, 
organization, and system-level factors and influences 
more broadly. Once organizations identified their main 
concerns (e.g. burnout, presenteeism, disconnect) they 
were then able to make informed choices about how or 
which resources might address these concerns. Choos-
ing appropriate interventions can be informed by the 
KTA framework where staff decide what resonates with 
their concerns and how interventions could be tailored 
to meet their specific needs. While the research team 
provided a short list of interventions, ultimately staff 
were given the time and space to decide which inter-
ventions were chosen. The power of decision making 
should rest with the staff who will be implementing 
and impacted by the interventions. After intervention 

implementation, organizations can evaluate and deter-
mine whether an intervention is working and can 
pivot as necessary. Organizations must also prioritize 
and pace interventions based on the bandwidth their 
employees have to engage. When a disconnect between 
leadership and frontline workers develops (as it per-
tains to prioritizing and pace), change implementation 
often fails and exacerbates worker burnout [9].

The context of each workplace is also important to 
consider before engaging in mental health initiatives 
[24]. It is unreasonable to ask employees to engage 
in additional work without compensation. It is also a 
profoundly gendered issue as female professions are 
disproportionately asked to engage in this kind of invis-
ible labour [17]. Individual worker and organizational 
readiness are critical and can depend on those in lead-
ership positions to enable collective action for change 
[25, 26]. Leaders can propose ideas, but workers need 
to feel part of the process and valued as change part-
ners. All participants in change management must also 
be attuned to change fatigue [9]. Workers who experi-
ence change fatigue can be overwhelmed by feelings 
of stress, exhaustion and burnout fuelled by feelings of 
ambivalence and powerlessness associated with ongo-
ing change in the workplace [9]. Change fatigue was 
exacerbated during the Covid-19 pandemic, especially 
in professions such as teaching and healthcare (the foci 
of our toolkit interventions), as rapid and continuous 
changes were made in response to evolving pandemic 
trajectories and subsequent municipal, provincial and 
national responses.

Building a toolkit is an important step, however, the 
engagement process and relationships that were fostered 
between the research team and each partner organiza-
tion are ultimately what brought each toolkit to life and 
create sustainability beyond the collaboration. In the 
absence of this kind of opportunity, which was not part 
of the HPW Education Worker protocol, leaders are well-
positioned to evaluate their organization’s capacity for 
change. The value add for us is listening to the needs of 
each site and being a support to help them attain their 
goals as they identify their champions and become 
empowered to continue this work. We are continuing 
to engage with partners with whom we co-created the 
toolkit, toolkit elements, and adopted/adapted initiatives 
based on these interventions. We hope to empower each 
partner site by focusing on small positive changes that 
can have a ripple effect among staff teams. There remains 
optimism that wellness initiatives will become part of the 
normal work cycle and partner sites will continue this 
work beyond our involvement. The seed of change has 
been planted and now it must be nurtured until growth 
can be sustained. Next steps are to spread and scale the 
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lessons learned so that other organizations/leaders can 
foster improved mental health in their workplaces.

There are limitations we experienced across our two 
studies, some of which provided important feedback. 
As noted earlier, the protocol for the HPW education 
worker study did not include an evaluation of the toolkit, 
thus the insights from these phases of the KTA process 
are derived from only one study. Limitations experi-
enced in the HWB project included variability in levels 
of engagement in the KTA cycle; more time would have 
benefited clinical sites that were slow to implement dur-
ing the implementation stage. Another limitation of our 
research is sustainability and financial constraints. The 
support provided to organizations only lasts the duration 
of the funding period which speaks to the importance of 
empowering workers to continue the work beyond our 
involvement. Caution is needed when making broad con-
clusions based on our observations with clinical sites. 
Each organization is unique and mental health initia-
tives should be tailored to the specific demographic uti-
lizing them. Learning from our experiences with the 
toolkits presented in this paper, future research should 
assess organizational and individual worker and leader 
readiness before engaging in mental health initiatives and 
work towards developing meaningful relationships with 
workers to implement and evaluate resources that have 
the potential to improve work culture.

Conclusions
Practical considerations have emerged from the process 
of toolkit development and implementation with collabo-
rating partner organizations. Ultimately, relationships 
between the research team and partner organizations and 
feedback from user engagement are what brought to life 
these toolkits to address workplace mental health. It is 
critical to ground toolkits in the experiential evidence of 
workplace mental health as is linking these to evidence-
informed interventions that correspond to workplace 
concerns. Toolkit users both have different roles and 
approach resources in different ways—with some appre-
ciating the opportunity to review on their own whereas 
others appreciate the effort to tailor to the needs of their 
organization based on local empirical data. Readiness of 
organizations to adopt and adapt resources and imple-
ment changes is an important consideration. Creating 
additional, wider reaching toolkits is feasible when inter-
ventions are tailored for the organizational context. The 
gap between evidence and practice can be closed when 
champions are identified, readiness is assessed, and inter-
ventions are adapted and adopted.
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