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Executive Summary  
 
Background  
 
We conducted a cluster-randomised trial to evaluate the implementation and effectiveness of 
an integrated workplace mental health intervention in a sample of Victoria Police stations. The 
primary aims of the intervention were to improve psychosocial working conditions and mental 
health literacy, and secondarily to improve mental health and organisational outcomes.  
 
Study Design & Methods 
 
The intervention was designed collaboratively with Victoria Police based on a mixed methods 
pilot study, and combines multi-session leadership coaching for the senior officers within 
stations (e.g., Sergeants, Senior Sergeants) with tailored mental health literacy training for 
lower and upper ranks.  Intervention effectiveness was evaluated using a two-arm cluster-
randomised trial design, with 12 police stations randomly assigned to the intervention and 12 
to the non-intervention/usual care control condition.  Data was collected from all police 
members in each station. Psychosocial working conditions (e.g., supervisory support, job 
control, job demands), mental health literacy (e.g., knowledge, confidence in assisting 
someone who may have a mental health problem), and mental health were assessed using 
established and validated measures. A mixed method process evaluation was conducted.  
Quantitative evaluation used generalised estimating equations, which effectively compares 
the intervention versus control group change in individual outcomes from baseline to final, 
controlling for station level characteristics.  The trial was conducted following CONSORT 
guidelines.  
 
Results & Discussion 
 
We set out to implement an integrated workplace mental health intervention focussing 
primarily on improving supportive leadership practices of station leaders.  This, it was hoped, 
would flow on to perceptions of improved working conditions among both troops and leaders 
in intervention stations compared to controls.  This was to be complemented by mental health 
literacy training for troops in intervention stations.  Due to a range of challenges, intervention 
activities were only partially implemented for both station leaders and troops despite extension 
of the project timeline.  Some challenges were organisational (e.g., high mobility of Victoria 
Police members) and some station level (e.g., operational demands limiting  member 
availability). This likely contributed to the finding of no improvement in the outcomes measured 
in intervention versus control stations.  It is also possible that there were improvements in 
some intervention stations but not others, and that these effects cancelled each other out.  It 
may also be the case that for such an intervention to have the intended impacts, a longer 
intervention period would be needed in order to implement all planned activities, for leader 
behaviour to improve, and then for improved manager behaviour to flow through and be felt at 
the troop level (or in other words, for the job stress prevention and mental health culture of the 
stations to change).  
 
Despite the null effectiveness results, there are valuable lessons arising from the study both 
for Victoria Police specifically and for workplace health stakeholders more broadly. For Victoria 
Police, the process evaluation results offer insights into aspects of the intervention that were 
best implemented and have the greatest promise, particularly for informing its response to the 
2016 Mental Health Review. For workplace health stakeholders more broadly, including 
WorkSafe Victoria and VicHealth, the general integrated approach to workplace mental health 
first articulated in this project has broad applicability and has been taken up in local and 
national workplace mental health policy and practice.    
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Purpose  
 
This report presents the results of a cluster-randomised trial to evaluate the implementation 
and effectiveness of a workplace mental health intervention in Victoria Police. The primary 
aims of the intervention were to improve psychosocial working conditions and mental health 
literacy, with secondary aims to improve mental health and organisational outcomes. This 
intervention is novel in both policing and in workplace programs in general for its integration 
of job stressor-reduction and mental health literacy-enhancing strategies.   
 

Rationale 
 
The Need for Workplace Mental Health Intervention 
 
Mental health problems account for roughly a quarter of total years lost due to disability and 
are the third largest cause of the overall disease burden in Australia (1, 2). The majority of 
these mental health problems occur in working age Australians, with 1 in 5 Australians aged 
16-85 years experiencing an anxiety, affective or substance use disorder in any given year (3).  
Past studies across a large number of countries have demonstrated that stressful working 
conditions, such as the combination of high job demands and low job control (job strain), have 
detrimental impacts on mental health (4-6). In Australia, previous research has estimated a 
job strain-population attributable risk for depression of 13% among working males and 17% 
among working females (7), and an associated cost burden of $730M per year nationally (8). 
This is only a fraction of the total depression-related workplace costs which have been 
estimated at $12.6B per annum (8); but this fraction likely underestimates the job stressor-
attributable burden of mental health problems because other job stressors (e.g., bullying, job 
insecurity) and other mental health problems associated with job stressors (e.g., anxiety, 
burnout) have not been accounted for (8). Job stressors also predict elevated risks for poor 
health behaviours as well as various physical illnesses, including cardiovascular disease (9, 
10). 
 
In parallel to the growing recognition of and responses to job stress, interventions to promote 
mental health and mental health literacy in the workplace are gaining acceptability as a means 
to prevent, screen, and effectively manage depression, anxiety, and other mental health 
problems among employees in various industrialised countries (11-15). Mental health literacy 
is defined as knowledge and beliefs about mental disorders which aid their recognition, 
management or prevention (16). A prominent Australian example of this is beyondblue’s 
National Workplace Program, which aims to raise awareness of depression and anxiety as 
treatable illnesses, improve help-seeking behaviours, reduce stigmatising attitudes, and 
develop confidence and skills in providing help to people who might be experiencing a mental 
illness (17). Mental health literacy programs address some aspects of mental health literacy, 
but to date they have tended to emphasise reducing the impact of mental health conditions or 
providing strategies to manage mental health conditions in the long term (secondary and 
tertiary prevention), rather than preventing mental health conditions from occurring in the first 
instance (primary prevention).  

  
In the workplace setting, primary prevention should include reduction of work-related risks to 
mental health, as well as enhancement of mental health-promoting aspects of work (14).  Job 
stress prevention features prominently here, and is relevant in all work contexts (18). Job 
stress interventions have tended to focus on the primary and secondary intervention levels, 
whereas mental health literacy interventions have tended to focus on the secondary and 
tertiary levels, and the two have tended to operate independently (10). A more integrated 
approach would bring these together to encompass primary, secondary, and tertiary 
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intervention, as articulated in a concept paper published as part of the groundwork of this 
project LaMontagne, 2014 #4051}.   
 
There is growing recognition among workplace stakeholders of the need to fulfill Occupational 
Health and Safety (OH&S) obligations with respect to psychological and physical health, as 
well as growing awareness of the impact of common mental disorders (work-related or 
otherwise) on productivity at work (e.g., sickness absence, presenteesim, turnover) (11, 14, 
19-21).  Employers, in particular, are increasingly receptive to integrated or comprehensive 
approaches, as characterised above, which to some extent are practiced in Europe (22) and 
Canada (23), but less so in Australia and elsewhere (10, 14).  Canada’s 2013 “National 
standard on psychological health and safety in the workplace” represents a recent policy 
development aiming to promote integrated approaches to workplace mental health using a 
voluntary standard strategy (23, 24). 

 
Police and Emergency Services as a Priority Sector  
 
While all occupational groups are potentially exposed to job stressors, some occupations are 
more exposed than others. Research in the Australian context (25, 26) as well as 
internationally  (27) has identified police work as being particularly stressful.  High levels of job 
stressors in police have been linked to burnout, work-family conflict (28), depression, intimate 
partner violence (29), psychological distress (25, 26), and suicide (30). As in other occupations, 
organisational sources of job stress such as high job demands (e.g., time pressures and work 
overload), low supervisor or collegial support (25, 26, 31, 32) and low levels of control (i.e., 
latitude in deciding how to do one’s work) have been found to be significant sources of stress 
in police (25, 26, 31). While stress-induced mental and physical health outcomes in law 
enforcement may also be linked to acute operational situations and events such as attending 
accident scenes and exposure to violence (33, 34), evidence to date suggests that 
organisational sources of job stress are better predictors of police distress (35-37) than acute 
and potentially traumatic incidents.  

 
There have been a number of job stress intervention studies in the police sector (38, 39). 
However, these have tended to focus on improving individual responses to stressors, rather 
than the reduction of stressors. This was also reflected in a systematic review of suicide 
prevention programs in police and emergency services that was published as part of this 
project (40).  Given that many of the stressors experienced by police stem from both individual 
and organisational sources, it is appropriate to address intervention efforts at both these levels.  
This is further supported by the findings of systematic reviews of job stress intervention studies, 
which indicate that the most effective interventions combine secondary worker-directed (e.g., 
coping and time management skills) with primary work-directed intervention (e.g., moderation 
of demands, improved supervisory support) (41, 42). 
 
The mental health of police and emergency services workers was recognised as a national 
priority with the launch of beyondblue’s Police & Emergency Services (PES) Program in 2014 
(https://www.beyondblue.org.au/about-us/about-our-work/workplace-mental-health/pes-
program).  The program aims to promote the mental health of PES workers and reduce their 
risk of suicide.  Prof LaMontagne was recently invited onto the Advisory Group of the PES 
Program to share insights from our research, which will also serve to contextualise our 
research nationally.  

 
The Current Study 
 
The current study was undertaken in collaboration with three partner organisations, namely 
Victoria Police, WorkSafe Victoria and the Victorian Health Promotion Foundation (referred to 
as VicHealth). Victoria Police is committed to finding more effective ways of protecting and 

https://www.beyondblue.org.au/about-us/about-our-work/workplace-mental-health/pes-program
https://www.beyondblue.org.au/about-us/about-our-work/workplace-mental-health/pes-program
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promoting the mental health of its members and hosted the trial.  Victoria Police is one of the 
largest employers in Victoria (~16,500 employees), and has one of the highest job stress-
related claims burdens in the workers compensation system.  The second partner, Worksafe 
Victoria, is the OH&S regulator and state workers’ compensation insurance provider. 
Worksafe is keenly interested in preventing work-related psychological harm and reducing 
associated claims in Victoria Police. Worksafe funds this research through the Institute for 
Safety Compensation and Rehabilitation Research (ISCRR).  Finally, the third project partner, 
VicHealth, has a long-standing interest in workplace health promotion, and in developing new 
intervention strategies in the workplace setting (43). This trial was preceded by two 
intervention needs assessment and development projects in Victoria Police which laid the 
foundation for the current project, also involving the above-named partners. 
 

Key research questions 
 
The process evaluation was conducted to address the following research questions: 
 

1) To what extent was the intervention implemented as intended? 
2) What did the intervention look like in practice? 
3) What were the barriers and facilitators to participation in and implementation of 

intervention activities? 
4) What was participants’ experience of the intervention? 

 
Using a cluster-randomised design, the following main intervention effectiveness hypotheses 
were tested by comparing the intervention versus the control arms: 
 

1. There will be significantly greater improvement in the intervention compared to wait-
list control arms in the primary outcomes of mental health literacy and psychosocial 
working conditions after the intervention period; 

 
2. There will be significantly greater improvement in the intervention versus control arms 

in the secondary mental health outcomes as well as organisational outcomes after the 
intervention period; 

 
The intervention was targeted, and hypotheses tested, at the police station (cluster) level.  
The randomisation procedure, outcome measurement, and analysis were also conducted at 
the station or cluster level. 
 

Methods   
 
This section begins with a description of the study design and is followed by details of three 
main methodological areas relevant to this project. The methods are set out below under the 
following sub-headings: intervention strategy, process evaluation, and effectiveness 
evaluation.  

 
Study Design  
 
A two-arm cluster RCT was used to evaluate intervention effectiveness. The two ‘arms’ refer 
to the intervention and control groups, and police stations define the cluster level. Twelve 
stations were allocated to the intervention condition and 12 to a wait list control condition. 
This design was chosen because intervention activities to improve working conditions were 
conducted at the workplace level, reflecting normal practice within the host organisation, 
thus precluding random assignment of individual participants to intervention or control within 
a given police station. The mental health literacy intervention was also directed at the station 



 
 

5 
 

 

level, which was anticipated to affect knowledge, attitudes and helping behaviours across 
each participating station.   
 
Due to budget limitations, the trial was rolled out in four temporally-staggered groups or strata 
of six stations each (sets of six randomly assigned to three intervention and three control 
stations): a staggered cluster design. Victoria Police has pledged to offer a refined version of 
the intervention for control stations following the conclusion of the trial. 
 
Ethics approval was granted by Human Ethics Advisory Group at the School of Population 
and Global Health at the University of Melbourne (ethics number: 1340429) and the Human 
Ethics Committee at Deakin University (Melbourne, Australia) (ethics number: 2014-132), as 
well as approval from Victoria Police. The study will be conducted in accordance with 
CONSORT guidelines  (44).    
 
Recruitment of clusters: For feasibility reasons, recruitment was restricted to the divisions of 
Victoria Police located in geographical regions that are within two hours’ travel time by car 
from the researchers’ university base; this corresponds to a large proportion of the state’s 
population.  These divisions were selected in consultation with welfare-related departments 
within Victoria Police (e.g., Policy Psychology, OH&S, HR) and a steering group consisting of 
Assistant Commissioners, Commanders, and other senior members of Victoria Police. The 
inner and outer Eastern and Northwest police districts (compass direction relative to the 
Melbourne central business district) were chosen to obtain some variation in setting and 
population base (Figure 1). The selected areas include a mix of predominantly suburban 
stations, with some regional sites also involved. In addition to being in the selected areas, 
station inclusion/eligibility criteria included a minimum size (40 or more sworn police members 
working in each station to achieve a participating sample of at least 20 employees) and 24-
hour operation. The two stations that participated in the intervention development study 
preceding the trial were excluded from consideration.  
 
We recruited police stations in four strata, each consisting of six police stations (three allocated 
to intervention and three allocated to wait-list control). The Assistant Commissioners for the 
two participating districts (one per district) generated lists of stations meeting the inclusion 
criteria.  Researchers then made contact with those stations and invited them to take part in 
the study.   
 
Station-level organisational data was obtained from Victoria Police’s central HR department 
for nominated stations, including size (number of sworn members assigned to station), station-
level unplanned absence rates, and the proportion of junior to senior members in the station 
(ratio of employed Full-time Equivalents of constables and senior constables to Sergeants and 
Senior Sergeants). These station characteristics were considered in randomisation 
procedures as described below. 
 
Recruitment of participants within stations: All sworn Victoria Police members within 
participating police stations were invited to take part in assessments and intervention activities, 
including early career officers (Probationary Constables and Constables), mid-tier ranks 
(Senior Constables and Leading Senior Constables) and station command (Sergeants and 
Senior Sergeants).  There were no exclusion criteria at the individual level. 

 
Information regarding the project activities was distributed in hard-copy leaflet and poster 
format in participating stations. Information sessions were also held for station command and 
general staff, explaining the goals of the study, outlining what the baseline survey involves, 
and emphasising that participation in the survey is voluntary and anonymous. They were also 
informed that their station may be randomly assigned to receive the intervention, or that they 
may receive a refined version of the intervention from Victoria Police at the conclusion of the 
study (wait-list control).  The introduction to the questionnaire reiterated the voluntary and 
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anonymous nature of the survey; thus completion of the questionnaire implied informed 
consent.  

 

 
 
Sequence Generation, Randomisation and Allocation Concealment: Randomisation to either 
the intervention or control arms of the trial was at the station level.  A computer-generated 
randomisation list stratified by region (Inner Eastern, Outer Eastern, Inner North West, and 
Outer North West) was created by a trial statistician who is not an investigator in the study.  
Given the small number of clusters involved, there was a risk that the randomisation process 
would produce an imbalance between the two treatment groups.  To prevent this from 
occurring, the randomisation procedure was balanced by size of police stations, mean 
unplanned absence rate at the station level in the six months prior to the trial, and the 
proportion of junior to senior members in each station, and the station-level proportion of males 
to females suing data obtained from Victoria Police Human Resources (44, 45).  Study sites 
were enrolled and then randomised until the required number of clusters and sample size was 
reached. As mentioned above, we recruited in four strata. Within each stratum, three stations 
were allocated to intervention and three to wait-list control. The sequence was generated 
through a computer-generated list of random numbers. Participating police stations were 
informed of their allocation to intervention or control conditions by researchers after completion 
of baseline surveys. Because random allocation was conducted for each stratum of six 
stations after completion of baseline surveys, researchers and participants were blinded to 
allocation up to the start of the intervention period for each stratum, after which blinding is not 
feasible due to the psychosocial nature of the intervention.   
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Methods: Intervention Strategy  
 
Following the in-depth intervention development and consultation process outlined above, it 
was agreed that we would test a station-level intervention aiming to make improvements in 
two main areas: psychosocial working conditions and mental health literacy.  To the extent 
that improvements were achieved in these two proximal outcome areas, we also anticipated 
improvements in the secondary outcomes of member mental health and organisational 
outcomes. The logic of the intervention—visually relating intervention activities, target groups, 
proximal outcomes, and secondary or distal outcomes—is presented in Figure 2.  The 
integrated and mutually-reinforcing nature of the various activities and outcomes were 
expected to help facilitate the desired changes in proximal and secondary outcomes.  For 
example, improvements in supportive leadership should reduce job pressures for junior ranks 
as well as senior ranks (to the extent that they are better able to perform their roles), and 
parallel improvements in the mental health literacy should facilitate more open, two-way 
communication and problem-solving around job stress, distress related to factors outside of 
work, or combinations of the two. Such communication should enable action to identify and 
control job stressors and/or to seek additional help from internal sources or, where appropriate, 
health professionals. Furthermore, improvements in working relationships, particularly 
between junior ranks and supervisors, reinforced by expanded peer support activities, has the 
potential to improve mental health at all levels of the station hierarchy while also contributing 
to higher levels of organisational effectiveness.   
 

 
 
The temporal flow of intervention activities at the station level is presented in Figure 3.  
Activities included: 
 
1. Feedback of baseline survey results:  Members of the research team presented a 

summary of station-level results to station leaders (those that had a supervisory role; 
specifically Senior Sergeants, Sergeants, and Acting Sergeants) and junior ranking 
members (those that are below the rank of Sergeant, and do not have a supervisory 
role),  via in-person presentations and posters, respectively. The presentations were 
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conducted by members of the research team who are degree-qualified at or above a 
Masters level in Organisational or Clinical Psychology.  
 

2. A 360-degree Leadership Capabilities Assessment for station leaders:  Following 
feedback of the baseline survey results at each intervention station, station leaders 
were recruited to partake in the first program component; a 360-degree Leadership 
Capabilities Assessment. The 360-degree Leadership Capabilities Assessment was 
developed using the United Kingdom’s Health and Safety Executive’s management 
competencies for preventing and reducing stress at work, in combination with the 
Chartered Institute of Personnel and Development management competencies for 
enhancing employee engagement (46). To complete the 360-degree assessment, 
each individual leader nominated one manager, four to five peers, and seven direct 
reports to provide feedback on their leadership behaviours and competencies via a 
survey accessed online using a secure platform. Of the nominated peers and direct 
reports, the research team randomly chose three peers and five direct reports to 
maintain respondents’ anonymity. The leader also completed the survey themselves, 
with their self-ratings compared to others’ ratings. Once the minimum required number 
of responses was achieved, the leader was provided with face-to-face individual 
feedback by a Registered Psychologist within the research team, to explore the links 
between the individual’s leadership style, station culture, and employee wellbeing 
outcomes. Through this 60-90 minute debrief process, the leader was guided to form 
two goals to work on during a coaching program. One goal was usually strengths-
based (e.g. being personally accessible and using that skill to have more conversations 
about wellbeing), and one developmental goal (e.g. having difficult conversations with 
staff in a more effective way).  

 
3. The Creating Healthy Workplaces Leadership Development and Coaching Program 

for leaders (Senior Sergeants, Sergeants, and Acting Sergeants): This program 
comprised of an initial full day (six-hour) ‘Leading for Wellbeing’ workshop, followed by 
individual coaching sessions over a period of a few months, and concluded with a half 
day (two to three-hour) ‘Leading for Wellbeing Follow-up’ workshop. The workshops 
were run by Psychologists within the research team, degree-qualified at masters level 
or above and trained in the coaching methodology utilised. Workshops were provided 
to introduce leaders to the competencies necessary to ‘lead for wellbeing’, and to 
provide an opportunity to discuss what specific competencies (e.g., workload 
management) would look like in the context of law enforcement. The coaching 
sessions followed the initial full day workshop and focused on the specific 
developmental needs of each participating leader as indicated by their 360-degree 
feedback. The coaching sessions were conducted face-to-face and one-on-one with 
individual leaders from each station. Leaders were able to select a coach preference: 
external coach (Deakin research team-based), or internal ‘peer coach’ (sworn Police 
members who were trained in the coaching methodology via attendance at a Coach-
the-Coach half day workshop). Each leader was offered four 60-90 minute coaching 
sessions spanning approximately three to four months, focusing on skill development 
specifically related to goals formed during the 360-degree assessment debrief session. 
 

4. Victoria Police Healthy Minds @ Work program: This program was developed by 
registered Psychologists within Victoria Police and was intended to provide information 
about common mental health problems such as: depression and anxiety, trauma, 
alcohol use, and suicide. Two versions of the program were provided to stations. The 
first was a one-day leader training session that was intended to build on leaders’ skills 
to have conversations with their members about such issues, and how to direct them 
to seek help. It is noted that another aim of the program was to decrease stigma around 
mental health issues and subsequently increase help seeking, both for the leaders 
themselves and for their direct reports. The second was a two-hour mental health 
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literacy session provided to all other ranks at each of the intervention stations. Where 
possible from a resource perspective, a research team member attended the two-hour 
session to explain the relationship between “Healthy Minds @ Work” and the overall 
Creating Healthy Workplaces program, so as to highlight that most of the intervention 
effort is dedicated to improving leaders’ people-management skills and enabling them 
to better support junior members. 

 

 

Wait-list Control Sites:  The same baseline and final surveys were conducted at control and 
intervention sites. Victoria Police has committed to offering a refined version of the intervention 
(including any changes or refinements indicated by the results) to control sites after study 
results are obtained.  There were no specific project-related intervention activities at control 
sites during the intervention period. However, control stations were not prevented from 
implementing other workplace mental health activities for obvious ethical reasons. Any such 
activities occurring at control stations, to our knowledge, are documented in the process 
evaluation as detailed below. 

 
Further details on the development of the intervention strategy have been published previously 
(47, 48). 

 
Methods: Process Evaluation   
 
A process evaluation was designed to provide narrative insight into the implementation of the 
intervention and what the intervention ‘looked like’ in practice (49). This included a qualitative 
assessment as well as quantitative data collection on intervention activities to assess the 
extent to which planned activities were carried out, and the extent to which they positively or 
negatively affected the effectiveness of the intervention. 
 
The combination of qualitative and quantitative methods enabled exploration of pre-existing 
context-specific factors that could modify intervention implementation as well as effectiveness 
(50). This was especially important for this study as the intervention was implemented in four 
temporally-staggered sets of stations (each set of six stations was randomised to three 
intervention and three control stations) over varying locations. Process evaluation data was 
also used for formative evaluation purposes, using insights gained to refine intervention 
activities and implementation strategies over the course of the intervention. 
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Process Evaluation Data Sources & Collection Methods: Data was collected from 1) 
intervention field staff working within the Deakin research team, 2) project participants (troops 
and leaders from participating police stations), and 3) key informants from the organisation 
hosting the trial (Victoria Police staff who were project liaisons and contributors to intervention 
activities from the Welfare, Occupational Health & Safety, and Psychology departments). 
 
Intervention staff recorded field notes including both quantitative and qualitative process data 
following most intervention activities (noting activity type, location [which police station/cluster], 
duration, with whom, how many in attendance, etc.) as well as their experiences and 
impressions following the activity. In addition to providing data for process evaluation, this 
enabled reflexivity among the intervention field staff and formative evaluation to improve 
intervention implementation over the course of the project (51, 52).   
 
Field notes were complemented by periodic semi-structured interviews of field staff. Semi-
structured interviews were also conducted with participants from intervention and control 
stations, as well as Victoria Police key informants. There were a total of 60 interviews 
conducted over the course of the project. The interview guides included (from the various 
perspectives of station leaders, troops, Victoria Police key informants, and Deakin-based 
project field staff): 

 Levels of engagement in surveys and ways to optimise; 

 Understandings of the project aims and processes; 

 Feedback on the various elements of the intervention (e.g., workshops, 360 evaluation 
process, leader coaching, mental health literacy training for leaders and troops); 

 Experiences of successes and challenges in the intervention activities; 

 Factors that might influence the implementation or effectiveness of the intervention; 

 Suggestions for optimising implementation of and participation in intervention activities; 

 Experiences of project staff and Victoria Police in implementing the intervention, 
including experiences of providing leader coaching; 

 Workplace mental health-relevant occurrences (if any) at control stations 
 
Table 1 summarises the data sources, data collection methods, number of field note 
observations or interviews, and types of respondents. 
 
Table 1: Summary of Process Evaluation Data Sources 

Data Type Data Source  
No. interviews 
(total n = 60) 

Field Notes 
 

Project field staff (8 unique persons)  

Semi-
structured 
interviews 
 

Project field staff (7 unique persons) 
 
Project participants (43 unique persons)  

 Station leaders  
(Strata 1-4 intervention and control stations) 

 Station troops  
(Strata 3&4 intervention stations only) 
 

Victoria Police key informants supporting the project 
(7 unique persons) 

 

9 
 
 

37 
 

6 
 
 

8 

 
Process Evaluation Qualitative Analysis: Interviews were audiotaped and transcribed, then 
combined with field notes to form a narrative database.  This narrative database was analysed 
thematically using NVivo (version 11) for Windows.  We began the qualitative analysis by 
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preparing a broad thematic coding structure that was developed by the research team who 
designed and implemented the intervention and conducted the interviews. The major themes 
that emerged were as follows;  

1. Barriers to participation in, and implementation of, intervention activities;   
2. Facilitators of participation in, and implementation of, intervention activities;  
3. Participants’ experiences of the intervention (including positive, negative, or other), 

and any noted outcomes; 
4. Implications and recommendations for future programs (based on the preceding three 

themes) 

 

Methods: Effectiveness Evaluation 
 
Data were collected on outcome measures in the baseline and final surveys.  Psychosocial 
working condition, or job stressor, measures were collected on various forms of workplace 
social support, job control, and job demands.  Mental health literacy measures included 
recognition of mental health problems, knowledge of recommended sources of help, stigma 
towards mental illness, confidence in helping others who might have a mental health problem, 
and intentions to seek help for oneself.  Secondary outcomes included job satisfaction, job 
tension/stress, mental health, station-level depression disclosure norms, and mental health 
helping behaviours. The measures are detailed in the published protocol paper (47) and in the 
tabulated results of the effectiveness analysis (see Table 8 and Appendix 1).  
 
Changes over the observation period of approximately one year in intervention versus control 
stations were compared using generalised estimating equation models.  This is a method of 
multi-level modelling that effectively compares the change in individual outcomes from 
baseline to final, controlling for the station level characteristics. The models included 
adjustment for the baseline factors that were used in the randomisation process to optimise 
balance between intervention and control groups (average sickness leave in station, number 
of employees in station, ratio of sergeants to constables, ratio of males to females in the station, 
average number of years in the station, average level of education in the station, average age 
in the station). 
 
Results are presented as a set of four summary measures (means of control stations at 
baseline, intervention stations as baseline, control stations at final, and intervention stations 
at final) accompanied by a test of the magnitude and statistical significance of the difference 
in change over the observation period between the control and intervention groups.  This is 
the key test of intervention effectiveness for each outcome examined (technically defined as 
the interaction between intervention status and time). 
 
All analyses followed intention-to-treat principles when comparing intervention and control 
groups; this means that outcomes for all survey participants were included regardless of their 
level of participation in the intervention. This analysis complies with CONSORT guidelines for 
the analysis of cluster-randomised trials (44). 
 

 
 

Research Findings  
 
Of the 24 stations enrolled in the trial at baseline, 23 completed the trial.  One intervention 
station dropped out early in the intervention period after the baseline survey, leaving a total of 
11 intervention and 12 control stations completing the trial, including baseline and follow-up 
surveys.  A total of 795 members (excluding blank survey responses) at participating stations 
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completed baseline surveys (overall baseline response rate of 75.1%) and 736 completed the 
follow-up surveys (overall follow-up response rate of 69.1%). The participation rate in the 
surveys was high relative to Victoria Police norms—particularly for a survey including 
questions about mental health. This was most likely attributable to the strategy advised by 
pilot study participants and Victoria Police key informants; the use of anonymous surveys 
conducted through directly web-linked Deakin University iPads, with no data being collected 
or transferred on Victoria Police computer systems.  
 
Due to the need to roll out and randomly assign strata of six stations at a time, it took 
approximately 2.5 years to conduct baseline surveys, the intervention activities, and follow-up 
surveys for all participating stations.  Actual intervention periods averaged roughly 12-15 
months for the two earliest intervention groups (strata 1 & 2), and shorter, roughly 9-10 months, 
for the later intervention groups (strata 3 & 4).  
 
Descriptive Analysis of Mental Health Literacy at Baseline 
 
We conducted an analysis of the mental health literacy baseline data from all participating 
stations. This data was collected before random assignment to intervention or control 
conditions and the implementation of intervention activities. As this report focuses primarily on 
the trial evaluation, we provide a brief summary of the baseline mental health literacy results 
immediately below (see Appendix 9 of the “Publications VicPol Trial” document for the full 
manuscript detailing these results). 
 
In brief, the aim of this analysis was to assess depression-related mental health literacy, help-
seeking and help-offering to others in the participating VP stations as a snapshot of VP’s 
general duty members. The baseline survey included questions regarding sociodemographic 
and employment information, recognition of depression in a vignette, depression stigma, 
beliefs about treatment, willingness to assist a co-worker with mental health problems, help-
giving and help-seeking behaviours, and intentions to seek help for any future mental health 
problems. We conducted a descriptive analysis of mental health literacy and helping 
behaviours comparing police station commanders or leaders to the lower ranks they supervise.  
 
Almost 84% of respondents were able to correctly label the problem described in the 
vignette as depression. In the case of those who had helped someone with a mental health 
problem, both lower ranks and leaders most commonly reported ‘talking to the person’ 
although leaders were more likely to facilitate professional help than troops. Leaders’ 
willingness to assist the person and their confidence in doing so was very high, and over 
80% of leaders rated police psychologists, GPs, psychologists, talking to a peer and 
contacting welfare as helpful to the person with a potential mental health problem. However, 
among both leaders and lower ranks with mental health problems, the proportion of those 
unlikely to seek professional help was greater than those who were likely to seek it 
 
Knowledge about evidence-based interventions for depression were lower in this police 
sample than surveys in the general population, pointing to the need for further education and 
training to improve mental health literacy. Such education should also aim to overcome 
barriers to professional help seeking, given that this study found that the proportion of police 
officers with mental health problems who would not seek help was greater than the 
proportion who would. 
 
Quantitative Process Evaluation Results 
 
The main finding of the process evaluation is that we were not able to fully implement the 
intervention as planned, despite extending the project timeline and intensifying efforts to 
achieve full implementation as the project progressed.  This was due to a number of factors, 
some general and some specific, as detailed in this section.  General factors include the high 
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mobility of VP members. The survey participants at follow-up were asked if they had 
completed a baseline survey: only 47% answered yes, suggesting only half the members 
experienced the full duration of the intervention. Another general challenge is the long lead 
time required to plan activities. Rostering Sergeants typically require 4-6 weeks advance 
notice in order to roster members for a particular group activity (e.g., workshop), and only a 
small percentage of members in a given station can be rostered on for such an activity due to 
operational demands; this adversely impacted participation of leaders in most program-related 
workshops, and troops in Healthy Minds at Work group training.   
 
Tables 2 and 3 present the extent of implementation and participation for specific intervention 
activities for station leaders (Table 2), and troops or ORs (Table 3).  Station leaders were the 
predominant focus of the intervention, as demonstrated by the large number of leader-based 
activities compared to only one activity for troops (HM@W training). The far right column of 
Table 2 shows that of those recruited into the Leadership Development Coaching Program 
(LDCP), on average, roughly one third dropped out due to transfers, sick leave, or 
undetermined reasons for withdrawal from the program (ranging from <10% to approximately 
60% at station level). In strata 1 & 2 (the earliest intervention stations), we obtained good 
recruitment into 360 assessments and feedback, but relatively few leaders completed the 
coaching program; of the leaders that began the coaching program, most completed only two 
of the four coaching sessions offered.  In strata 3 & 4 (the intervention stations starting in the 
second half of the project), we intensified efforts to retain leaders in the LDCP and most 
leaders completed at least three coaching sessions. Enagagement levels of leaders in the 
LDCP seem to vary by station; for example, the fullest implementation of the coaching program 
was realised at Broadmeadows (strata 4), where most of the leaders who participated in the 
program completed all four coaching sessions.   
 
The HM@W for Managers full-day sessions was implemented partially across all four starta, 
as Police Psychology was generally only able to deliver one such training session at each 
station (see Table 2). Consequently, only half of station leaders received the training at most 
stations; stations were unable to roster all leaders at any given time and/or some leaders were 
unavailable on the scheduled day for various reasons.  Northcote and Sunbury (in strata 4) 
were two positive exceptions, with most leaders available to attend HM@W training when it 
was scheduled. 
 
Regarding implementation of HM@W Foundation sessions (for troops), we were unable to 
obtain participation numbers for strata 1 and 2, but have firm numbers for strata 3 & 4 (Table 
3). Table 3 shows, disappointingly, that none of those stations achieved even 50% troop 
participation in HM@W training.  The situation was likely similar for strata 1 & 2, as only a 
maximum of two sessions were usually delivered at each station by Police Psychology and 
participation was voluntary regardless if troops had been rostered to attend. Furthermore, 
rostering challenges also adversely impacted attendance rates, as is illustrated in the next 
section of this report. 
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Table 2: Leader Participation by Intervention Activity 

 

Stratum 1^

Ringwood ? 22 21 15 10 2 11 4 0 5 2 1 6 8 9

Wonthaggi ? 13 13 11 10 2 10 6 0 0 4 1 5 5 2

Stratum 2

Boronia ? 10 9 8 6 2 5 1 1 1 2 1 5 5** 3

Knox ? 9 8 8 6 2 4 0 2 1 1 1 4 6** 2

Oakleigh ? 12 8 8 8 1 6 1 1 1 3 2 5 4 7

Stratum 3

Reservoir 11 10 9 8 5 1 5 1 2 1 1 1 7** 7** 4

Keilor Downs 10 11* 11 10 7** 2 5 0 1 3 1 1 5** 4** 6

Werribee 16 16 16 15 11 2 13 1 1 8 3 1 12** 7 5

Stratum 4

Broadmeadows 16-18 13 13 13 10 2 12 1 2 2 8 1 7 7 3

Northcote 10 9 9 9 5 1 8 1 2 3 2 1 8** 7** 1

Sunbury 8 7 7 7 4 1 5 2 0 3 0 1 6** 3 3

KEY:

^Croydon - a Stratum 1 intervention station - dropped out (therefore only 2 intervention stations listed for Stratum 1)

*includes 2 leaders from Sunshine (sister station) who requested to participate with Keilor Downs (the Sunshine leaders only ended up doing the 360 assessment and feedback, then 1 moved and the other wasn't available)

**Includes leaders other than those who commenced CHW

?did not have specific leader numbers at time of program commencement

Total no. of 

leaders received 

three coaching 

sessions

Total no. of 

leaders who 

commenced 

coaching

Total no. of 

leaders 

received two 

coaching 

sessions

Total no. of 

leaders 

received one 

coaching 

session

Police Station

Total no. 

of leaders 

recruited 

into LDCP

Total no. of 

leaders who 

completed a 

360 assessment

Total no. of 

leaders who 

participated in 

L4W workshop

No. of Leaders 

eligible during 

program 

recruitment post-

BL Survey

Total no. of 

leaders who 

received 

individual 360 

feedback

No. of L4W I 

workshops 

delivered by 

DU Research 

team

No. of Healthy 

Minds @ Work 

Manager sessions 

offered/provided 

by PPU

Total no. excluded 

since recruitment 

(due to transfer/ SL/ 

withdrawal from 

study etc)

Total no. of 

leaders 

received four 

coaching 

sessions

Total no. of 

leaders who 

attended L4W 

FUP 

workshop

Total no. of 

leaders who 

attended 

Healthy Minds at 

Work
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Table 3: Troop Participation in Healthy Minds @ Work Sessions  

Police Station 
No. of ORs on 

ground during BL 
Survey period* 

No. of Healthy Minds @ 
Work Foundation sessions 
offered/provided by PPU 

Total no. of ORs 
attended Healthy 

Minds @ Work 

Approx. % ORs 
attended (at station 

level) who did a 
Healthy Minds @ 

Work session 

Stratum 1^         

Ringwood ~54 2 no rec n/a 

Wonthaggi ~24 2 no rec n/a 

Stratum 2         

Boronia 18 1 no rec n/a 

Knox ~38 1 no rec n/a 

Oakleigh ~36 1 no rec n/a 

Stratum 3         

Reservoir 33 1 10 30% 

Keilor Downs 57 2 22 39% 

Werribee 49 2 22 45% 

Stratum 4         

Broadmeadows 56 1 3 5% 

Northcote 28 2 11 39% 

Sunbury 29 2 12 41% 

     

^Croydon-a Stratum 1 intervention station-dropped out (therefore only 2 intervention stations listed for Stratum 1) 

*ground numbers subject to change over time     

~ estimated OR numbers at time of baseline survey   

no rec: attendance numbers not able to be provided by Police Psychology 
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Qualitative Process Evaluation Results 
 
The qualitative process evaluation (based on data from project staff field notes as well as 
interviews with project staff, project participants, and VP key informants) yielded four major 
themes: i) barriers to implementation, ii) facilitators to implementation, iii) participant 
experiences and outcomes, and iv) implications and recommendations for future program 
implementation. Various specific themes were identified for each of the four major categories; 
these are listed in Tables 4-7, along with the number of unique sources (persons or field notes) 
and number of references made for each theme. The most common themes are outlined and 
illustrated with specific quotes below.   
 
Major Theme One: Barriers to Implementation  
 
The major theme of ‘barriers to implementation’ featured most strongly. Confidentiality was 
frequently mentioned as a barrier to implementation, referring to confidentiality about survey 
responses, 360 degree assessments, coaching session content, and more. 

I was disappointed to find out how the system [360 assessment process] actually 

worked, because to my understanding the managers were nominating a group of 

people, a small group of people. […] so when those managers get their feedback 

from you guys, it’s not really that hard for them to work out who is saying what. 

(Troop, Intervention Station) 

Cynicism was a common barrier to intervention implementation, and was noted in relation to 
the Police Psychology Unit/Welfare, the project itself, negative attitudes towards change, or—
most frequently—to organisational cynicism about VP.  For example, the following quote 
expresses organisational cynicism:  

I think if Victoria Police was going to spend all this money doing this stuff they 

actually need to listen to the outcomes. I’m not confident they will, because there’s a 

lot of idiots running this organisation, who don’t listen to other people because their 

ego is so big that they think they’ve worked it all out and that anyone who disagrees 

with them is stupid, or ignorant, or naïve, or junior, or inferior. They don’t listen to 

people like me, even though the whole reason we exist is the stuff I do out there […] 

They don’t listen to us. (Troop, Intervention Station) 

Difficulties in scheduling and completing project activities were frequently mentioned, referring 
to challenges, including: the frequency of VP member leave, lack of training facilities, poor 
communication within the station about the project, difficulty reaching members and/or getting 
a response, and members failing to remember scheduled program activities and/or needing 
to reschedule. Examples were: 

We don’t have facilities.  We don’t have a conference room.  We don’t have a training 

room.  Being able to try and secure one external of this building is really difficult.  

Victoria Police won’t spend any money.  So they won’t spend money on hiring a 

venue and then they won’t spend money on catering. (Senior Sergeant, Intervention 

Station) 

They [participants] are always on leave, and then you add to that that they do shift 

work […] it feels like they have 10 weeks off because their shifts are so…. it's just 

crazy.  So you'll get a Senior Sergeant who is present for about two weeks and then 

no response from them, you ring the station, they're on leave…When are they back?  

Not for another three weeks.  Is there someone else?  Not really. (Key Informant, 

Deakin Research Team) 

By far the most salient issues, however, concerned rostering challenges and staff turnover or 
rotation, as indicated by the very high frequencies of mentions from a large number of sources.    
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We all work shift work. You’ve got people working night shifts, afternoon shifts, day 

shifts. We all have two days off a week and then we have nine weeks leave a year.  

On any one day it's very difficult to get everybody there, and it's... I could say it's 

impossible to get the whole team there in one hit. So that side of it is always going to 

present problems when you're dealing with police. (Senior Sergeant, Intervention 

Station) 

Staff are constantly changing over which is one of the things I mentioned […] in 
relation to the before and after survey.  You don’t have the same audience.  There 
will be people who will be doing the after survey that had no idea that there ever was 
a before survey because they’ve transferred in. (Senior Sergeant, Control Station) 

 
There were a number of barriers identified with respect to implemention of the 360 degree 
assessments and coaching program as illustrated by the various sub-themes presented 
under this theme in Table 4.  The most common issues were poor engagement from station 
leaders in the LDCP and the VP coaches being unable to commit time and availability to 
provide coaching. 

He himself, the Senior Sergeant, didn’t participate.  So we felt that because he wasn’t 
participating or any other Senior Sergeants weren’t participating, the Sergeants were 
under the assumption that they don’t have to participate either.  They’re leading by 
example basically (Key Informant, Deakin Research Team) 
 
I was on my own [at the station] for about six weeks and getting smashed on 
secondment as an OIC. I struggled with getting that time to do the right thing by the 
two coachees that I had, but I also know they were in the same boat. Setting aside 
time was a bit of an issue, but I would think with the increasing numbers over the 
coming two years, it’s not going to be such a problem. It’s hard to say. (Key Informant 
[internal coach], VP) 

 
Issues pertaining to workload and resourcing (theme in Table 4) were also frequently 
identified barriers.  Such issues included changes to policies and practices co-occurring with 
the CHW program that required additional time, such as a new requirement to complete 
family violence briefs in less time than previously.  Particularly salient workload barriers were 
not having enough time to participate, and having intervention activities displaced by 
operational activities: 

So it's a lot more difficult to have a structured coaching process in this environment 
because they're you know...  And all you need is for the person that you're coaching 
to go on night shift and then you're stuffed because they'll go on night shift and then 
they have the two weeks off and you don't see them for you know, a month.  But not 
only have you not seen them for a month, but they probably haven't had chance to 
do what you asked them to do.  So then you're out six weeks.  So it's difficult. (Key 
Informant [coach], Deakin Research Team) 
 
Time commitment is always going to be a challenge and just coordination of the 
same people, same time, same place is difficult… I think organisationally that's one 
of the biggest issues they'll face. (Key Informant, VP)  
 
Some stations failed to roster ORs as agreed, made errors and/or requested date 
changes as a result of operational needs taking priority. (Key Informant [Field Note], 
Deakin Research Team) 
 
I mean it would be fantastic if there was nothing else to have to give attention to other 
than getting down to [station name] and having coaching sessions when they were 
available.  But unfortunately various different things happened over that period, you 
know, anti-terrorism things came in and – which meant their roster kind of went all 
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over the shop and various different things happened.  (Key Informant [internal 
coach], VP) 
 
I think that the workload is such at the moment that people are drowning in it, and 
that's a criticism of Victoria Police, not a criticism of the project.  There are just not 
enough hours in the day for them to do what they have to do, and there is continually 
more and more work being put on them. (Senior Sergeant, Intervention Station) 

 
A specific sub-theme of workload and resourcing pertained to that of the Police Psychology 
Unit and the impact this had on their ability to provide an important component of the overall 
program, i.e., ‘Healthy Minds at Work’, to both leaders and troops. It is noted that prior to 
implementing CHW, Police Psychology offered to provide mental health literacy training (in 
the form of their already existing Healthy Minds at Work) to all intervention stations.   

I think there were a lot of assumptions made about what priority we were able to 
place on anticipating the Creating Healthy Workplaces.  When I say ‘we’, I mean 
Police Psychology.  We've had resourcing issues, we've had a lot of workload 
demands, and we just haven't been able to meet some of the deadlines.  We've had 
some demands and assumptions made that we weren't able to meet. (Key Informant, 
VP) 

 
In effect, mental health literacy training was unable to be implemented to the majority of 
members at intervention stations: 

Once we found out that the Healthy Minds at Work foundation sessions weren’t 
booked in, there were again more time pressures and then it was dropped down to 
one session for each station for troops, but that just wasn’t feasible at all for us 
because stations were only able to roster maybe a quarter of their total troops at any 
given time.  So, in terms of implementing the actual Healthy Minds at Work program, 
that was going to be a failing in itself because then we’re only accessing a maximum 
of a quarter of the station.  After that conversation, they [Police Psychology] agreed 
to offer two sessions per station for troops, but we were met with, I guess, some 
resistance to that given their own workloads and time pressures, and it made it 
difficult. (Key Informant, Deakin Research Team) 

 
There were a number of other specific barriers identified, as detailed in Table 4.  Most were 
relatively small in terms of frequency, but chief among them was the occurrence of non-
program events negatively affecting implementation: 

What I've noticed is, and I've nothing to back it up with, I haven't gone through any 
sickies and that, but I think that the sickies have increased, people going off sick, 
there's been a couple of instances where members have succumbed to, we'll call it 
mental illness, and that hasn't happened for quite some time.  We have two new 
Senior Sergeants within the past bit over a year, and that may be affecting members' 
welfare. (Sergeant, Control Station) 
 
The main thing going on here is we've had a few members suspended for corruption.  
Their court cases and trials have been ongoing and they’re obviously former 
colleagues and friends of the people here, so their allegiances have been tested and 
obviously they’ve realised they’ve got to cut those people loose because they are 
corrupt. (Sergeant, Control Station) 

 
Another specific barrier worth highlighting was the voluntary nature of the project, given it 
was research-based. As a result, uptake of the program by individual station members was 
limited; perhaps those leaders with poorer supportive leadership skills who would have 
benefitted most from the program elected not to participate, as evidenced by the following 
quote: 
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I think the issue is that obviously I was happy and keen to do it, but perhaps the 
Sergeants that needed it actively avoided it and didn't participate (Sergeant, 
Intervention Station). 

 
Table 4: Major Theme: Barriers to Implementation 

Specific Themes Sources Refs 

Change in key project personnel or stakeholders 6 10 

Closer to retirement and not open to program 15 19 

Confidentiality 15 22 

Lack of engagement from station command, or champion 21 45 

Poor engagement from station members 23 50 

Low morale 10 21 

Members lacking respect or trust for station command or champion 7 11 

Non-CHW occurrences (investigations, other programs, etc) affecting implementation 18 71 

Project timelines pushed back or cut short due to implementation issues 15 39 

Stigma about job stress, mental health, help-seeking, etc. 14 26 

Survey issues, including iPad going missing 7 10 

Voluntary nature of project 15 21 

Cynicism – subthemes:    

Individual cynicism about Police Psych personnel or EAP (support provided; 

competence etc) 

7 9 

Individual cynicism about the project or being a control station 23 40 

Negative attitudes to change or change fatigue  22 29 

Organisational cynicism 23 41 

Difficulty scheduling and completing project activities – subthemes:    

Frequency of leave 25 53 

Lack of appropriate facilities at stations 6 10 

Members failing to remember, or rescheduling, program activities 8 15 

Rostering challenges at 24 hour stations 38 99 

Staff turnover or rotation of leaders or key staff members 38 94 

Unable to reach a member or they're unresponsive 11 27 

Lack of project understanding, or limited communication about project within station  31 59 

Specific issues related to 360 degree assessment or coaching program – subthemes:    

Allocation of a VP-based coach  6 8 

Engagement affected by negative peer feedback (or anticipation of) 17 21 

Lack of specific competence of coaches, or sufficient training unable to be provided 7 11 

Members not completing rater lists accurately or raters not responding  5 5 
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Internal (VP) coaches unable to commit to full coaching program 11 14 

Workload and resourcing – subthemes:    

New VP policies and procedures adding time pressure and depleting resources 7 13 

Lack of resources to cover participants attending program activities 5 5 

Not enough time to participate, or not a priority 32 52 

Operational work commitments displacing intervention activities 26 53 

Police Psych unable to provide sufficient resources for mental health literacy training or 

other activities, or coordinate in a timely manner 

15 31 

Shortage of staff at station level 16 31 

 
Major Theme Two: Facilitators to Implementation 
 
Despite the predominance of barriers in the qualitative results, a considerable number of 
facilitators were also identified.  The persistence and flexibility of the Deakin research team, 
as well as its willingness to assist the Police Psychology Unit in the coordination and 
scheduling of mental health literacy training were acknowledged (Table 5): 

I thought you [Deakin’s research team] were good, well, they were really very 

generous and forgiving about what we could do at short notice, changes and those 

sorts of things, and I didn’t feel particularly like I was getting a hard time if stuff didn’t 

work out exactly as you wanted, which was nice. (Sergeant, Intervention Station) 

I’ve got no doubt that you guys found it frustrating sometimes with how long it took to 

get replies back and information back.  […] It is a bit difficult for outsiders to 

understand some of the rostering restrictions, about how far ahead we can actually 

roster people and get it going.  But I think the level and the type of communication 

that came from Deakin was terrific. (Sergeant, Intervention Station) 

Furthermore, the data indicated that engagement was increased when the Deakin research 
team was able to overcome any cynicism or fears about the project, and when buy-in was 
able to be provided with ongoing relationship management: 

There was some negativity towards the program as there is negativity towards any 
program, but I think to the credit of [Deakin team], they got over that and won the 
troops over. (Senior Sergeant, Intervention Station) 
 
Couldn't have faulted the presenters and the coaches, they looked after us very well.  
You know, supplied lunches and coffees.  We got to know them quite well and it was 
really nice to see them popping in.  They certainly won the troops over, you know? 
(Senior Sergeant, Intervention Station)  

 
Effective information sharing by station leaders about the project was also mentioned with 
comparable frequency: 

There were some Sergeants who were a bit sceptical about it, and I got them on 

board, and just said, “Look, you know, it’s there, it’s free.  Let’s do it.  We can only 

try.  It can only benefit you.  There won’t be any negatives that come out of it.” I was 

trying to, you know, be quite positive about it.  The ones that were sceptical about it 

are the ones that have come out and gone, “Oh wow. I got a lot out of that.” 

(Sergeant, Intervention Station) 

Implementation was enhanced by engagement of the full range of ranks of participants 
within stations, as well as upper management (e.g., Inspectors).  Most frequently 
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acknowledged within stations were the station champion, Senior Sergeant (or Officer in 
Charge; OIC), and station leaders as a group (i.e., Sergeant rank and above): 

You need the people like [the Senior Sergeant] and myself, one prepared for it to 
happen at your station and two prepared to let the Sergeants buy into it and then 
engage and keep going. (Sergeant, Intervention Station) 
 
The Senior Sergeant was supportive of it and obviously pushed it.  I think all the 
Sergeants got something out of it.  I certainly did. (Sergeant, Intervention Station) 
 
I shall speak generally, anything new that comes in is often viewed with a degree of 
scepticism. “It’s another bloody thing,” excuse my language, “Just another 
program…who is going to get promoted out of that?” That sort of thing. My function 
was to really drive it and try and get the members, across all ranks, to understand the 
thought process behind this and that they would benefit and the department would 
benefit at the end of the day. (Senior Sergeant, Intervention Station) 
 
Look, initially it took a lot of pushing and I was the one who put my hand up to drive 
it. At the start, it was probably difficult to get people to start doing the initial survey, 
but once the momentum started and our staff started having the sessions, I think it 
went really well. (Senior Sergeant, Intervention Station) 

 
Several other specific facilitators to implementation were also identified (Table 5).  Most 
prominent among these was the perceived need for, or benefits from, the CHW program: 

Right upon the initial presentation I was really keen to have it here, because we had 
some serious morale issues over the previous years before I got here. I knew that 
there were some issues here. It just sounded like a really positive process. We were 
really keen then to get it to sound like something that was really going to help us 
move forward, yeah. (Senior Sergeant, Intervention Station) 

 
It seemed to be quite important to have the option of having a coach from the Deakin team, 
rather than having an internal VP coach, although it is worth noting a few members did 
prefer internal over external coaches: 

I liked the idea of having an external coach rather than an internal coach because I 

don’t think we do managing people particularly well as an organisation and so to 

have an external coach rather than some Inspector sitting down and telling me this is 

how it is, I think it was more beneficial to talk to someone with a completely – you 

know, the way police work is so different to normal people.  But yeah, to actually 

have someone who understands how things should work rather than how things do 

work was quite refreshing. (Sergeant, Intervention Station) 

She was great.  Obviously a very highly skilled lady and everything like that.  […] She 
was very good at making me self-reflect.  At first I thought, well hang on.  You're a 
psychologist, you're an academic.  You're going to come in here and tell me how to 
run 50-odd people and manage them and make them happy? But she didn't.  It was 
all focused around personal impact and perception and stuff like that.  I found it to be 
very good. (Senior Sergeant, Intervention Station) 
 
I deliberately nominated that I wanted an external coach.  I didn’t want a Victoria 
Police coach because I wanted to take the opportunity to have an outsider look at me 
and give me their views and give me some tools that perhaps weren’t tainted by 
being in the organisation a while, which I think sometimes is important because we 
can become very insular. (Senior Sergeant, Intervention Station) 
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Table 5: Major Theme: Facilitators to Implementation 

Specific Themes Sources Refs 

Effective information sharing about the project by leaders within station 20 27 

Externally run program with credibility and anonymity 9 10 

Non-metro stations welcome training opportunity because don't usually receive 4 4 

Openness to change or anticipating career progression  13 16 

Perceived need or benefit of the project 24 44 

Personal tailoring, individual focus to development 19 22 

Preference met for Deakin-based coach 12 16 

Deakin team effectiveness in project delivery – subthemes:   

        Deakin staff coordination of mental health literacy training sessions between Police            
        Psych and stations 

3 4 

        Deakin staff ability to overcome individual cynicism or fears 16 26 

        Deakin staff and key contractors creating buy-in and relationship management 26 46 

        Effective communication and flexible approach to program delivery by Deakin team 27 42 

        Persistence in contacting participants to schedule individualised program components 8 11 

Engagement at various levels – subthemes:    

Engagement from Rostering Sergeant 7 8 

Having an engaged and influential station champion 30 48 

Maintaining engagement, and following up, with coaches 5 9 

Positive engagement from upper management 12 19 

Senior Sergeant engagement and encouraging participation despite any challenges 27 43 

Station leaders’ engagement  29 57 

Troop engagement  11 15 

 
Major Theme Three: Participant Experiences and Outcomes 

 
Participant experiences and outcomes from the intervention were some of the most frequently 
noted comments in interviews (Table 6). Decreased stigma was noted in compelling ways: 

I reckon now we're even more aware that we can achieve things if we think someone's 
got a few issues at home they're not afraid to ask that question, the old "Are you 
okay?" routine, I see that happen a lot.  One of the boys was off sick for a couple of 
days, I heard a Sergeant on the phone yesterday giving him a quick buzz at home, 
"Look I'm not trying to annoy you but are you okay? Are you going to be off long term? 
If there is, what can we do?"  Not the old why are you off sick? This is crap, he's off 
sick for four days what's wrong with him? That mindset here doesn't exist.  It's good.  
It's more about are you okay?  Will you be back at work?  If not, what can we do to 
help you out at your end.  I think that's definitely a step forward. (Sergeant, Intervention 
Station)  
 
I think the only thing I would say is, and whether it's a result of [the program] or not, I'm 
not sure, but there's certainly more of our members are letting us know when they're 
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struggling.  Than they were previously… both on email and in person in regards to you 
know, paperwork for instance. (Acting Senior Sergeant, Control Station) 
 
Especially as a supervisor, it gets you thinking about what's going on in our world of 
policing, and if people are struggling what options you can give them and how you can 
speak to them. (Acting Sergeant, Control Station) 

 
Experiences with the 360 degree assessment process, both positive and negative, came up 
very frequently: 

[He] mentioned that he was a bit sceptical about the 360 process and was ‘licking his 
wounds’ for a while, but then accepted the feedback and did something about it. He 
focussed on tailoring his leadership style to different Sergeants based on their needs. 
(Key Informant, Deakin Research Team) 
 
Guys of our age, or my age 52 (and you know most of the Sergeants here are 45 and 
50), we didn't grow up in an atmosphere where you did have these situations where 
you got told by your subordinates what they thought your shortcomings were.  It didn't 
happen.  It was a bit of a culture shock, but it was great.  I know at least one of the 
bosses got some pretty brutal feedback and was initially upset but to his credit jumped 
in and did everything he can to address it and became actively engaged which...it's 
pretty easy at that stage to walk away probably if you don't like it but no that didn’t 
happen. (Sergeant, Intervention Station)  
 
I think the way that was delivered could have been done better.  Not having a go at 
[the Psychologist], but when I walked out of there, it was like, these comments say that 
you've got this fault and that fault, blah, blah, blah.  What are you going to do to 
change it, you know? I'm thinking, well hang on a minute.  Who said it's a valid 
comment, you know? (Senior Sergeant, Intervention Station) 

 
Positive experiences of the individual coaching program were also mentioned very frequently 
by a wide range of interviewees: 

That’s probably what I took most from, was the coaching sessions.  I think that’s 
because it’s individually tailored to yourself. (Sergeant, Intervention Station) 
 
When we spoke about what sort of things can we impact, setting a goal that is 
achievable and measurable had a really profound impact on that particular supervisor, 
and he was quite taken aback by how his behaviour influenced others below him. (Key 
Informant [internal coach], VP) 
 
I had a bit of respect for my coach because based on the rapport and her attitude and 
the way she approached different things.  So yeah, so I found the coaching experience 
to be good. (Sergeant, Intervention Station) 
 
I got a lot out of my coach – there’s nothing negative that I would say, but I know that 
talking to others that I don’t think they got the coaching that I got. I don’t know if they 
didn’t put in, or the coach was just different; I don’t know. But I think also too, it’s up to 
the individual and how much they’re going to put into it as well.  Because you can only 
extract so much information out of someone if they want it.  I can’t complain.  My 
coach was awesome. (Sergeant, Intervention Station) 

 
There were also very frequent acknowledgements of improvement in supportive or positive 
leadership skills: 

I got a lot out of that first workshop [Leading for Wellbeing] and I think every stage of 
what Deakin has done has, for me personally, I’ve just seen myself progress as a 
leader and as a supervisor and as a manager I have seen myself progress really well.  
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(Senior Sergeant, Intervention Station) 
 
I think […] for me it has made a big difference in to the way I’ve been engaging with 
my subordinates, and now I look at it, that has also improved my professional 
relationship with my subordinates as well.  (Sergeant, Intervention Station) 
 
It made me even more aware of the need to make everyone feel valued.  Even if it's 
someone who just drives you up the wall, you know, in terms of conversation, or 
ability, or whatever like that. If you want them to work better, they must feel valued.  It's 
very easy when you're dealing with a large number of people.  You've got your stars 
and your staggerers.  It's very easy to not be prepared to put the time in with the 
plodders.  If you want a plodder to move forward, then you've got to make them feel 
valued.  It's something I took out of it, and it's something I really tried to incorporate 
into my management style, leadership style. I think breaking up leadership and 
management was an interesting one.  It's something that I've covered before.  I felt 
that my management style was fine, but there was some facets of my leadership style 
that I felt I could improve.  That's after doing the workshop and the coaching and 
everything like that. (Senior Sergeant, Intervention Station) 

 
Reports of improved leadership were complemented and extended by further reports of the 
use of strategies or tools from the LDCP outside of program activities in the course of day-to-
day work: 

…[co-worker name] and myself are working on something out of that using the 
Skill/Will format. We're putting together a day where we're going to get as many of the 
Sergeants together and go through a process of helping them to get to know each 
other a bit better. They're putting them onto that Skill/Will document. Then put all of 
their subordinates on the same document and work through a bit of development work 
using that. (Senior Sergeant, Intervention Station) 
 
It was around the workshop time that I really picked up on just how engaged the 
Sergeants were.  Most of them anyway.  We had a Sergeants team meeting about a 
week or so after.  Straight away in that meeting, a couple of the Sergeants who were 
really driving it started using tools that we'd picked up in the sessions and coaching to 
run the meeting.  There was so much discussion about it.  I think it actually changed 
the way that the Sergeants think about the team. One of the Sergeants who was in it, 
he's just adopted it, you know? He truly has adopted it. (Senior Sergeant, Intervention 
Station) 
 

Table 6: Major Theme: Participant Experiences and Outcomes 

Specific Themes Sources Refs 

Decreased stigma 12 17 

Experience of 360 degree assessment  37 74 

Experience or impacts of individual coaching program 31 66 

Experience with, or outcomes of, the overall trial 29 56 

Experiences with Healthy Minds at Work  25 40 

Lack of program offerings after follow-up survey (controls) 3 3 

Members more productive or engaged, or observed decease in unplanned leave 7 7 

Opportunity for understanding own and peers' leadership strengths and weaknesses 17 23 

Participant explanations for null results 11 42 
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Perceived improvement in supportive or positive leadership skills 26 70 

Station leaders working more collaboratively 14 21 

Use of strategies or tools outside of program activities 23 45 

Views on stationwide surveys 14 22 

 
Major Theme Four: Implications & Recommendations for Furture Mental Health Programs 
 
Implications for future programs, as well as recommendations for improvements, were also 
captured in the process evaluation. As noted above, the voluntary nature of the research 
project likely had a negative impact on the overall findings due to limited uptake of the 
program, especially by members in greatest need. In line with this, there was support for 
having this type of program mandatory, with suggestions that it could be incorporated into 
promotional pathways or qualifying programs (Table 7):  

I wish all of them could have gone through it.  I think everyone should go through this 
program.  I wish all the Sergeants had have gone through. (Senior Sergeant, 
Intervention Station) 
 
I particularly think it would be a good idea for people who are maybe seeking 
promotion as well, that in preparation for them embarking down a promotional 
pathway, […] if this is the pathway you’re looking at going down, let’s start preparing 
you other than a job knowledge preparation. (Senior Sergeant, Intervention Station) 
 

One Sergeant felt they would have benefitted from the program as an Acting Sergeant, 
when she was already promoted, or nearly there. She felt when she first started out, in 
the first three to six months of upgrading, it might have been a really good tool to have 
access to, to help develop her personal skills. (Key Informant [internal coach], VP) 

‘Considerations for future programs’ was indeed the most frequently (110 mentions) and 
broadly (41 sources) coded theme of all.  Suggestions dealt with a wide range of topics, 
including: timing, content, delivery methods for various program elements, and 
implementation above station level that would be essential to enabling full participation and 
optimising program effectiveness: 

I think [this program] extremely important, especially if it’s targeted at those who need 
it, as opposed to people who don’t. I think it would be a really good tool for senior 
management to have in their arsenal with regards to dealing with underperforming 
managers, or managers who are creating workplace conflict through the way they 
interact with others. (Key Informant [internal coach], VP) 

I think the duration was unrealistically short.  I don’t think three months [for the 
coaching component] is really sufficient time, and we’re talking like - we were having 
three or four coaching sessions in total out of that time.  It’s not a lot of contact time 
and I don’t think it created to me a realistic scope in terms of seeing through a goal. 
(Key Informant [internal coach], VP) 

I think if you could somehow, and I don't know how, but if you allocate specific time 
and go, “Okay.  Just sit in this room with no phones ringing and no managers coming 
down and asking you about your paperwork and you just sit down and focus on that”, I 
think you guys would get a lot better results out of it.  And probably truer results as 
well. (Acting Senior Sergeant, Control Station) 

I think it's important that there's a bit of, the part of being anonymous and being able to 
tell somebody independent, I think you get a lot truer indication rather than us going 
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down and asking what's wrong.  A lot of people would hold stuff back because they 
think it will disadvantage them in the long run. (Acting Senior Sergeant, Control 
Station) 

We’ve got stuff that our organisation is doing and pushing it out there.  So the Mental 
Health Review was one of them.  I think people start to make a bit of a parallel 
between that and then also this program as well.  So the assistance – there’s no 
shame in talking, there’s no shame in coming and asking for help and all the rest of it 
[…] I see we need more stuff done is at a local level.  A health review is an 
organisation thing.  We need stuff at stations, and each station is different.  So yeah, 
that’s what we need. (Senior Sergeant, Control Station) 

We're not that good at giving constructive feedback.  Too many people at my rank and 
Sergeant rank find it very difficult to give constructive or negative feedback to 
someone.  Either (a) they are concerned about the conflict it will cause...  and my view 
is that it shouldn't cause conflict.  You know, if they can get the person to self-reflect on 
why this conversation is taking place, then the battle's three quarters won.  We're not 
generally very good at giving negative or constructive feedback.  We're absolutely 
terrible at accepting it.  The moment someone turns to us and says, you're not quite as 
wonderful as you think you are, straightaway the defences go up.  That is something 
that has to change within the organisation.  I think perhaps an enhanced program like 
what you're talking about, state-wide, it should be, in my view, a part of the Sergeant's 
course. (Senior Sergeant, Intervention Station) 

The Senior Sergeant […] asked if Vic Pol supports this program and whether he can 
be given permission to pull resources from other stations to accommodate for potential 
workshops etc and help with resourcing. This might be an idea for future work – use 
PSA level clustering, which may be able to assist with resourcing workshops etc. (Key 
Informant [field note], Deakin Research Team) 

Despite overwhelmingly positive perceptions and experiences reported by program 
participants, in particular those who received the LDCP, a few interviewees noted the high 
cost or feasibility associated with implementing such a program state-wide: 

…this is very resource-intensive, certainly in its current delivery style, to have all these 
days and meetings and workshops, it’s unusually resource-intensive.  Now, there’s no 
way the organisation is going to pay for yourselves to stay on or pay for a number of 
psychologists or whatever to do that so I can see it being watered down quite 
substantially to maybe one or two training days or the coaching sessions being done 
locally by your own manager which I think will be counterproductive.  But it would be 
something like that.  There would be shortcuts taken.  It would be watered down to a 
point where it’s almost unrecognisable and I don’t think the benefits will be there and to 
be honest, I could even see them going down the lines of just doing an online training 
course because that’s what we tend to do because it’s cheaper and easier and again, I 
don’t think the benefits would be there.  Certainly in my experience, the online training 
courses, people don’t actually read them.  They just press ‘play’ and then go and make 
a cup of tea and come back and have a go at the quiz.  So yeah, realistically I think 
that’s where it would go.  It would be nice if it could be rolled out as it is but I just don’t 
see that happening. (Sergeant, Intervention Station) 
 
Look I think management coaching is a very, very powerful tool, but I don't think we 
can resource it. (Key Informant, Victoria Police) 

Nonetheless, a need for the program across the organisation was identified as evidenced by 
some of the earlier quotes, as well as limited leadership development opportunities currently 
offered by VP:   
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It's only a two week course [sub-officers course] and the second week is all about 
operational settings, dealing with critical instances, etc.  The first week is all about 
dealing with underperformers and that sort of thing.  They touch on things like 
leadership, but not to this scale. (Sergeant, Intervention Station) 
 
We get people to sit an exam or an assessment and then they put in for a job and they 
get it and then they get put through a course which ostensibly is all around 
governance.  It’s not really about the people stuff.  This is my personal view, why we 
seem to end up having problems with issues around our people is because we really 
don't continue to develop our managers and leaders to be people-focused and policing 
is all about people.  It’s not about governance. (Senior Sergeant, Intervention Station) 

There were also a number of more specific recommendations, such as, extending the 
program to upper management (e.g., Inspectors, Superintendents) and delivering training on 
a group level (multiple stations) so as to economise on delivery: 

I think one of the challenges is that, you know, I don’t believe that this is a program 
that should stop at a level.  This is something that should progress up into Inspector 
level as well. (Senior Sergeant, Intervention Station) 
 
My first impression of the project was probably disappointment that it didn't go 
extended up far enough to the level that really the stations are managed.  That’s 
Inspector level locally or at Commander level.  I was a little bit disappointed that the 
research didn't go deep enough to basically look at all the contributing things that lead 
to office harmony, and that being from Inspector level down. (Senior Sergeant, 
Intervention Station) 

I would think it would be better [to implement] division by division. I would suggest 
probably two [workshops] a fortnight per division over a couple of months, that way 
you are going to cover people on leave, people on nightshift, secondments, all that sort 
of thing. Being in division you can use one station to support another station so you’ve 
got more people available and that sort of thing, it would be a bit of a rostering 
nightmare, but it’s certainly achievable. (Senior Sergeant, Intervention Station) 

Independent of the effectiveness evaluation (quantitative) results that follow, the project was 
widely well-received by participants, with some positive changes noted at station level for 
intervention stations. The theme of ‘experience with, or outcomes of, overall trial’ (Table 4) 
included striking comments from program recipients such as the following:  

It’s really brought that health and wellbeing focus to this station, which wasn’t 
happening at all, unless there was a critical incident. Now, we talk about everyone’s 
overall health and wellbeing, not just at work, but during their life and what else they 
are doing outside of work, giving them opportunities. That wasn’t happening before 
this project, so that’s been really good. Hopefully it’s now part of this workplace 
(Senior Sergeant, Intervention Station). 

 
Table 7: Major Theme: Implications & Recommendations for Mental Health Programs 

Specific Themes Sources Refs 

Anticipated challenges 27 37 

Considerations for future programs 41 110 

Creating member buy-in prior to program implementation 24 31 

Extend program to upper management levels 10 14 

High cost or feasibility 11 17 
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Implementation of 360s  10 14 

Mandatory ongoing training 11 17 

Member workload or demographic differences according to region 18 24 

Promotional pathway or qualifying program, or specific leadership KPIs 9 15 

Resourcing appropriate coaches, or provision of adequate training 18 24 

Upper management engagement and overseeing continued implementation 11 13 

Views on current leadership development or mental health training 14 20 

Widespread group training (e.g. divisional), not just station level 8 8 

 
 
Quantitative Effectiveness Evaluation Results  
 
Comparing the group of intervention stations to the group of control stations, there were no 
significant differences in changes from baseline to final in any of the outcomes measured.  
These included primary outcomes on working conditions and mental health literacy, as well 
as the various secondary outcomes measured and summarised in Table 8.  Details of 
statistical analyses for these outcomes are presented in Appendix 1.  Analyses to date have 
been conducted separately for troops and leaders.  Further analyses will be conducted 
including both troops and leaders, and with further adjustments for confounding.  While it is 
possible that some results will change marginally, it is unlikely that results will change 
substantively.  
 
Table 8: Effectiveness Evaluation Measures 

Primary Outcomes: 
 Working Conditions 

Primary Outcomes: 
 Mental Health Literacy Secondary Outcomes 

 Social support 
from supervisors 

 Social support 
from co-workers 

 Job control 

 Job demands 
 
 

 Depression recognition 

 Beliefs about treatment 

 Personal stigma 

 Manager stigma 

 Help-seeking intention for 
job stress - would talk to 
peers and/or manager 

 Confidence to assist 
someone who might have 
a mental health problem 

 Willingness to assist 
someone who might have 
a mental health problem 

 Job satisfaction 

 Job tension/stress  

 Depression disclosure 
norms 

 Help-seeking if had a 
mental health problem 

 Hep-offering if thought co-
worker had a mental 
health problem 

 Manager checking in on 
troop welfare in last 6 
months  

 Mental health (Kessler-6) 

 

Discussion, conclusions and implications  
 
In this project, we set to implement an integrated workplace mental health intervention 
focussing primarily on improving supportive leadership practices of station leaders.  This, it 
was hoped, would flow on to perceptions of improved working conditions among both troops 
and leaders in intervention stations compared to controls.  This was to be complemented by 
mental health literacy training for troops at intervention stations. In the end, intervention 
activities were only partially implemented for both station leaders and troops due to a number 
of implementation barriers and challenges. This likely contributed to the finding of no 
improvement in the outcomes measured in intervention versus control stations.  It is also 
possible that there were improvements in some intervention stations but not others, and that 
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these effects cancelled each other out.  It may also be the case that for such an intervention 
to have the intended impacts, a longer intervention period would be needed in order to 
implement all planned activities, for leader behaviour to improve, and then for improved 
manager behaviour to flow through and be felt at the troop level (or in other words, for the job 
stress prevention and mental health culture of the stations to change).  An interesting 
comparison is provided by a previous study of Prof LaMontagne’s in which an integrated job 
stress reduction and mental health literacy intervention in a group of small to medium-sized 
workplaces showed sustained improvements in mental health literacy one year on (from a 
comparable two-hour general staff and half-day manager training program) but no 
improvements in working conditions (17). 
 
Despite the disappointing outcomes of the trial, there are valuable lessons arising from the 
study both for VP specifically and for the workplace stakeholders more broadly.  For VP, the 
aims of this trial aligned with the recommendations of the 2016 Mental Health Review 
(http://www.police.vic.gov.au/content.asp?Document_ID=46171), particularly with respect to 
mental health literacy, stigma reduction, people-oriented leadership development, Police 
Psychology and Welfare department capacity, reorientation of expect behaviours, and 
performance appraisal.  The trial results demonstrate how challenging it is to achieve shifts in 
some of these areas. On the other hand, this was a non-mandatory intervention implemented 
in a small number of VP’s stations for a highly mobile population of participants.  Hence:  

 Mandatory training and other activities took precedence over project activities; 

 Station leaders who did not wish to participate in the LDCP did not have to, and some of 
those who did not participate may have been those most in need; 

 When participants shifted stations the intervention did not usually go with them (though 
some leaders continued coaching voluntarily), and when participants shifted into 
intervention stations they did not experience the full program. 

 
We would offer the following observations to inform future workplace mental health efforts in 
VP: 

 The majority of participants who actually did the LDCP found it useful and beneficial (as 
per their self-reports during follow-up workshops, station level results presentations, field 
interviews, etc.). Even some of the initially sceptical leaders verbalised positive 
perceptions of the program; one such Sergeant who recently moved to another station 
recently contacted the Project Manager to ask if something like Creating Healthy 
Workplaces could be implemented at their new station; 

 The use of 360-degree assessments had pros and cons. Some members welcomed the 
process, others resisted. It required the cooperation and good will of troops as well as 
leaders, which at some stations was better than others.  In this project we focused the 360 
process on manager competencies for job stress prevention, but it is amenable to 
broadening as desired (e.g., to also include equal opportunity or other VHREOC report 
recommendations). A particular strength is the specific and personalised feedback it 
provides, but the process is time and resource-intensive (expensive); 

 The coaching that followed on from the 360 assessments and feedback is also resource-
intensive, but its strengths are again that it is specific and personalised, and builds on both 
identified strengths and development areas.  Most importantly, it is focused on skill 
development, which necessarily takes time—usually on the order of months. Anecdotal 
positive feedback included comments from participating leaders indicating that the 
coaching component was one of the best parts of the overall program as it was 
individualised and included a tailored approach to leadership skill development.  

 A peer coach suggested that something like the leadership development and coaching 
program should be integrated into promotional pathways.  This might make it more 
feasible to implement or to integrate with other people-oriented management skill 
development efforts;  

http://www.police.vic.gov.au/content.asp?Document_ID=46171
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 Overall buy-in from all levels (Superintendent, Inspector, station command, Sergeant 
group) is a key factor and time needs to be spent initially and throughout to ensure this is 
occurring.  Field staff spent additional time on this in the second half of the trial, which 
paid off in terms of improved implementation; 

 Ongoing analyses of data from the trial will yield further insights on mental health literacy 
in particular: 

o An analysis of mental health literacy (MHL) at baseline (i.e., pre-interveniton) 
showed higher literacy among leaders compared to troops and various other 
insights that can inform the design of forthcoming MHL programs in VP (for full 
results see Appendix 9 of “Publications Vic Pol Trial”). 

o We are assessing the relationship between MHL and helping behaviours (both 
seeking help for oneself if needed, and offering help to others). It is presumed 
that higher literacy leads to improved help behaviours, but this requires further 
substantiation.  In the same analyses, we are assessing other potential 
influences on help-seeking behaviours, such as station-level depression 
disclosure norms; 

o We will be assessing the determinants of manager stigma towards mental illness; 
o We will be assessing the determinants of station-level depression disclosure 

norms; 
o We welcome suggestions for other research questions from VP. 

 

 The Creating Healthy Workplaces project flowed on to another project (Systems 
Evaluation for the Prevention of Suicide, or StEPS project) to assess the influence of VP 
organisational systems on member mental health. This will yield recommendations that 
complement those from this project; 

 Prof LaMontagne was interviewed as a key informant in the 2016 independent Victoria 
Police Mental Health Review 
(http://www.police.vic.gov.au/content.asp?Document_ID=46171).  The Creating Healthy 
Workplaces project was described as an innovative approach to improving leadership 
capability and mental health literacy, and our study’s protocol paper was cited.   

 
Broader Workplace Health Policy & Practice Implications 
The ‘integrated approach’ to workplace mental health, as we first articulated it in a 2014 
concept paper (14) as part of this project, has been embraced widely in policy & practice, both 
locally and nationally, as detailed below.   

 Inclusion and citation in beyondblue’s 2016 Good Practice Framework for Mental Health 
& Wellbeing in First Responder Organisations.  See 
https://das.bluestaronline.com.au/api/prism/document?token=BL/1675; 

 Adopted in 2016 New South Wales’  Mental Health & Wellebing Strategy for First 
Responder Organisations (see 
http://nswmentalhealthcommission.com.au/sites/default/files/publication-
documents/First%20Responders_FINAL_WEB%20%281%29.pdf);   

 Formed the basis of the new (2016) Victorian whole of government approach to mental 
health & wellbeing (affecting the large Victorian public sector workforce), as is articulated 
in a recently published VPS Mental Health Charter.  The charter is being rolled out 
progressively across various state Departments, including Worksafe Victoria and Victoria 
Police;    

 The newly formed (2016 launch) Victorian Workplace Mental Wellbeing Collaboration—
involving three key industry stakeholders: Superfriend (an industry super fund-supported 
mental health promotion foundation), Worksafe Victoria, and the Victorian Health 
Promotion Foundation—has used the integrated model to frame its policy and practice role, 
focusing primarily on promoting the positive aspects of work and positive mental health.  
See http://leadingwellvic.com.au/;  

http://www.police.vic.gov.au/content.asp?Document_ID=46171
https://das.bluestaronline.com.au/api/prism/document?token=BL/1675
http://nswmentalhealthcommission.com.au/sites/default/files/publication-documents/First%20Responders_FINAL_WEB%20%281%29.pdf
http://nswmentalhealthcommission.com.au/sites/default/files/publication-documents/First%20Responders_FINAL_WEB%20%281%29.pdf
http://leadingwellvic.com.au/
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 Our integrated approach has been adopted as an organising framework by Worksafe in 
its new WorkHealth program, announced in April 2017 (http://www.workhealth.vic.gov.au/). 
Prof LaMontagne consulted on a number of occasions with the specially appointed 
Ministerial WorkHealth Advisory Group, chaired by Todd Harper (CEO, Cancer Council 
Victoria), contributing to project design and planning.  WorkHEalth will be a five-year $50 
million program focusing on the mental health and wellbeing of workers across the state 
of Victoria. It will include a free online ‘mental health navigator’ aligned to the integrated 
approach to workplace mental health, which is intended to be a ‘go to’ for businesses 
seeking tools and resources to improve the mental health and wellbeing of their workers. 
The program, to be formally initiated in 2018, also includes $17 million to fund new 
initiatives and expand existing programs.  

 Inclusion and citation in beyondblue’s forthcoming Developing a workplace mental health 
strategy: A how-to guide for health services (scheduled launch July 2017); 

In addition, the integrated approach has been seen as internationally leading thinking in 
workplace mental health, as demonstrated by the following: 

 Invited keynote on “Workplace mental health: developing an integrated approach” for the 
4th International Wellbeing at Work Conference, Amsterdam, 29 May 30—1 June, 2016, 
Amsterdam (Netherlands).  See http://www.wellbeingatwork.nl/;   

 A national conference and workshop entitled Workplace Mental Health: An Action Plan 
For Australia (Hobart, 13-14 October 2016) was organised around our integrated approach 
to workplace mental health (included Worksafe Victoria participants). The conference 
delegates identified nine implementation priorities, across the three components of the 
integrated approach to workplace mental health and wellbeing, and the organisers (led by 
Prof Martin and including Prof LaMontagne from this project team, produced a White Paper 
entitled Integrated workplace mental health: Nine priorities for implementation in 
Australia (http://www.utas.edu.au/__data/assets/pdf_file/0008/972395/WHW-Network-
White-Paper.pdf). This workshop and white paper were designed to gain consensus on 
policy, practice and research needs in this area, and to coordinate the efforts of various 
groups at a national level going forward. Conference delegates agreed to reconvene in 
three years to revisit these implementation priorities. Martin led the organisation of the 
workshop and White Paper; LaMontagne was an invited speaker at the conference, and a 
member of the White Paper Advisory Group; 

 Invited keynote on “Developing an integrated approach to workplace mental health” for an 
International Initiative for Mental Health Leadership workshop February 27-28 2017, 
Melbourne; 

 Invited book chapter from the US National Institute for Occupational Safety & Health 
(NIOSH) on our integrated approach to workplace mental health for a forthcoming volume 
on NIOSH’s Total Worker Health initiative (LaMontagne et al, in press, see Publications 
list); 

 Forthcoming: invited keynote presentation on “Developing an integrated approach to 
workplace mental health” for the 4th International Understanding Small Enterprises 
Conference, Denver (USA), October 25-27, 2017.  See https://useconference.com/; 

 Invited International Advisory Group member and invited presentation for Danish national 
Job & Mind workplace mental health initiative in Copenhagen (12-13 June 2017).  

 
The national and international profile of this project also led to an invitation for Prof 
LaMontagne to serve on beyondblue’s new Advisory Group for its national Police & 
Emergency Services program (see https://www.beyondblue.org.au/about-us/about-our-
work/workplace-mental-health/pes-program). The first Advisory Group meeting was held in 
February 2017. In the future this will provide a valuable channel for applying insights from 
study findings specifically in the police and emergency services sector. 
 

http://www.workhealth.vic.gov.au/
http://www.wellbeingatwork.nl/
http://www.utas.edu.au/__data/assets/pdf_file/0008/972395/WHW-Network-White-Paper.pdf
http://www.utas.edu.au/__data/assets/pdf_file/0008/972395/WHW-Network-White-Paper.pdf
https://useconference.com/
https://www.beyondblue.org.au/about-us/about-our-work/workplace-mental-health/pes-program
https://www.beyondblue.org.au/about-us/about-our-work/workplace-mental-health/pes-program
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The project team looks forward to continuing to contribute to the development of workplace 
mental health policy & practice strategy in the police and emergency services sector, as well 
as in other workplace settings.  This will occur through: 

 Future publications arising from the data collected in this trial; 

 Presentations to researchers, policy makers and practitioners; and 

 Workplace mental health research policy and practice projects that have been 
generated through this trial and by related work. 
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Appendices  
 

Appendix 1.  Effectiveness Evaluation Multivariate Regression Modelling Results  
 

Code     results from generalised estimating equation models, controlling for baseline factors (average 
sickness leave in station, number of employees in station, ratio of sergeants to constables, ratio 

of males to females in the station, average number of years in the station, average level of 
education in the station, average age in the station) 

 

 00 - baseline, control      

 01 - baseline, intervention      

 10- follow-up, control                

 11- follow-up, intervention                

              

  Social Support – instrumental support from colleagues - higher on these scales is better      

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  -0.4548566 0.2394355 0.057 -0.9241415 0.0144283        

Predicted means              

 00 - baseline, control  6.939754 0.1456671 <0.001 6.654252 7.225256   

 01 - baseline, intervention  7.124211 0.1480361 <0.001 6.834066 7.414357        

 10- follow-up, control  6.949932 0.1368482 <0.001 6.681714 7.21815        

 11- follow-up, intervention  6.679533 0.0876814 <0.001 6.507681 6.851385        

Troops              

interaction - time*intervention  -0.0046009 0.1975028 0.981 -0.3916993 0.3824975        

Predicted means              

 00 - baseline, control  7.845522 0.0821308 0 7.684549 8.006496        

 01 - baseline, intervention  7.739507 0.1074111 0 7.528985 7.950029        

 10- follow-up, control  7.877071 0.1028529 0 7.675483 8.078659        

 11- follow-up, intervention  7.766455 0.1058984 0 7.558898 7.974012        

              

  Social Support – instrumental support from supervisor - higher on these scales is better      
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  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  -0.3606814 0.3412657 0.291 -1.02955 0.308187        

Predicted means              

 00 - baseline, control  6.414686 0.1763675 0 6.069012 6.76036        

 01 - baseline, intervention  6.283696 0.2131808 0 5.865869 6.701522        

 10- follow-up, control  6.538341 0.1179065 0 6.307248 6.769433        

 11- follow-up, intervention  6.046669 0.1794981 0 5.69486 6.398479        

Troops              

interaction - time*intervention  -0.1685355 0.252748 0.505 -0.6639124 0.3268415        

Predicted means              

 00 - baseline, control  7.536736 0.1100036 0 7.321133 7.752339        

 01 - baseline, intervention  7.664955 0.112377 0 7.4447 7.88521        

 10- follow-up, control  7.629015 0.1154574 0 7.402723 7.855307        

 11- follow-up, intervention  7.588699 0.0935659 0 7.405313 7.772084        

              

  Social Support – emotional support from colleagues - higher on these scales is better      

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  -0.032369 0.3075158 0.916 -0.6350888 0.5703508        

Predicted means              

 00 - baseline, control  6.48725 0.1247581 0 6.242729 6.731772        

 01 - baseline, intervention  6.299007 0.134689 0 6.035021 6.562992        

 10- follow-up, control  6.385299 0.1668442 0 6.05829 6.712308        

 11- follow-up, intervention  6.164686 0.1104864 0 5.948137 6.381235        

Troops              

interaction - time*intervention  -0.0413027 0.2133536 0.846 -0.4594682 0.3768628        

Predicted means              
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 00 - baseline, control  6.821678 0.0953866 0 6.634724 7.008633        

 01 - baseline, intervention  6.646362 0.1044559 0 6.441632 6.851092        

 10- follow-up, control  6.932824 0.0949994 0 6.746629 7.11902        

 11- follow-up, intervention  6.716206 0.099067 0 6.522038 6.910373        

              

  Social Support – emotional support from supervisor  -higher on these scales is better      

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  -0.3373899 0.3659779 0.357 -1.054693 0.3799137        

Predicted means              

 00 - baseline, control  6.066131 0.1315371 0 5.808323 6.323939        

 01 - baseline, intervention  5.951498 0.1973039 0 5.564789 6.338206        

 10- follow-up, control  6.431481 0.17785 0 6.082901 6.78006        

 11- follow-up, intervention  5.979457 0.1397303 0 5.705591 6.253324        

Troops              

interaction - time*intervention  0.0021928 0.2102626 0.992 -0.4099143 0.4142999        

Predicted means              

 00 - baseline, control  6.489874 0.1085394 0 6.277141 6.702607        

 01 - baseline, intervention  6.575655 0.1247368 0 6.331175 6.820135        

 10- follow-up, control  6.337879 0.133111 0 6.076986 6.598772        

 11- follow-up, intervention  6.425853 0.1276122 0 6.175738 6.675968        

              

  // Manager Stigma affective subscale - lower is better        

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  0.5014972 0.5762346 0.384 -0.6279018 1.630896        

Predicted means              

 00 - baseline, control  10.93516 0.3277396 0 10.2928 11.57752        
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 01 - baseline, intervention  10.47389 0.4616065 0 9.569157 11.37862        

 10- follow-up, control  10.69468 0.5744298 0 9.568818 11.82054        

 11- follow-up, intervention  10.73491 0.2918135 0 10.16296 11.30685        

              

  Manager Stigma cognitive subscale - lower is better           

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  0.4857284 0.5997825 0.418 -0.6898237 1.66128        

Predicted means              

 00 - baseline, control  8.132547 0.3229973 0 7.499484 8.76561        

 01 - baseline, intervention  7.516472 0.3218865 0 6.885586 8.147358        

 10- follow-up, control  7.468743 0.3906939 0 6.702997 8.234489        

 11- follow-up, intervention  7.338396 0.3703192 0 6.612584 8.064208        

              

  /Manager Stigma behavioural subscale - lower is better         

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  0.0142281 0.4489565 0.975 -0.8657104 0.8941666        

Predicted means              

 00 - baseline, control  7.286212 0.2472361 0 6.801638 7.770786        

 01 - baseline, intervention  7.070612 0.3578391 0 6.36926 7.771964        

 10- follow-up, control  7.265625 0.227255 0 6.820214 7.711037        

 11- follow-up, intervention  7.064253 0.2296911 0 6.614067 7.51444        

              

              

   Manager Stigma overall - lower is better           

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              
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interaction - time*intervention  1.137361 1.093109 0.298 -1.005093 3.279816        

Predicted means              

 00 - baseline, control  26.34744 0.8330717 0 24.71465 27.98024        

 01 - baseline, intervention  25.07759 0.8546346 0 23.40254 26.75265        

 10- follow-up, control  25.27887 1.156616 0 23.01194 27.5458        

 11- follow-up, intervention  25.14638 0.733653 0 23.70844 26.58431        

              

  // Depression Disclosure - higher better disclosure         

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  1.021145 0.8843978 0.248 -0.7122433 2.754532        

Predicted means              

 00 - baseline, control  14.97999 0.4663704 0 14.06592 15.89405        

 01 - baseline, intervention  14.77869 0.4300616 0 13.93579 15.6216        

 10- follow-up, control  14.41672 0.5207853 0 13.396 15.43744        

 11- follow-up, intervention  15.23657 0.2997695 0 14.64903 15.8241        

Troops              

interaction - time*intervention  0.7495693 0.5827319 0.198 -0.3925641 1.891703        

Predicted means              

 00 - baseline, control  14.73054 0.1971415 0 14.34415 15.11693        

 01 - baseline, intervention  14.2793 0.3825746 0 13.52946 15.02913        

 10- follow-up, control  14.24702 0.3954125 0 13.47203 15.02202        

 11- follow-up, intervention  14.54535 0.2421665 0 14.07071 15.01998        

              

  k6-lower is better           

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  -1.482652 0.8652657 0.087 -3.178542 0.2132376        



 
 

41 
 

 

Predicted means              

 00 - baseline, control  8.944311 0.2713532 0 8.412468 9.476153        

 01 - baseline, intervention  9.791704 0.5123799 0 8.787458 10.79595        

 10- follow-up, control  10.76358 0.3468612 0 10.08375 11.44342        

 11- follow-up, intervention  10.12832 0.5011846 0 9.14602 11.11063        

Troops              

interaction - time*intervention  -0.1544328 0.4920747 0.754 -1.118881 0.8100159        

Predicted means              

 00 - baseline, control  10.76855 0.2651783 0 10.24881 11.28829        

 01 - baseline, intervention  10.9763 0.2520368 0 10.48232 11.47028        

 10- follow-up, control  11.40579 0.4052601 0 10.61149 12.20008        

 11- follow-up, intervention  11.45911 0.3083052 0 10.85484 12.06337        

              

  // Job Control – Skill Discretion - higher is better         

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  0.1127958 0.5843406 0.847 -1.032491 1.258082        

Predicted means              

 00 - baseline, control  22.32101 0.3178293 0 21.69808 22.94394        

 01 - baseline, intervention  21.9665 0.3215872 0 21.3362 22.5968        

 10- follow-up, control  21.81941 0.2080746 0 21.41159 22.22723        

 11- follow-up, intervention  21.57769 0.2676998 0 21.05301 22.1023        

Troops              

interaction - time*intervention  0.2180671 0.3363116 0.517 -0.4410915 0.8772258        

Predicted means              

 00 - baseline, control  22.3277 0.1464147 0 22.04073 22.61466        

 01 - baseline, intervention  21.82495 0.1503444 0 21.53028 22.11962        

 10- follow-up, control  22.00973 0.2314394 0 21.55612 22.46334        
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 11- follow-up, intervention  21.72505 0.11676 0 21.49621 21.9539        

              

  Job Control – Decision Authority - higher is better          

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  0.6313006 0.4424275 0.154 -0.2358414 1.498443        

Predicted means              

 00 - baseline, control  11.09904 0.2793841 0 10.55146 11.64662        

 01 - baseline, intervention  10.68736 0.3362221 0 10.02838 11.34635        

 10- follow-up, control  10.61749 0.1984267 0 10.22858 11.0064        

 11- follow-up, intervention  10.83711 0.2128361 0 10.41996 11.25426        

Troops              

interaction - time*intervention  0.0649349 0.2088935 0.756 -0.3444888 0.4743587        

Predicted means              

 00 - baseline, control  10.24596 0.0821941 0 10.08487 10.40706        

 01 - baseline, intervention  9.858682 0.1017139 0 9.659327 10.05804        

 10- follow-up, control  10.12818 0.1058521 0 9.92071 10.33564        

 11- follow-up, intervention  9.805831 0.0972371 0 9.615249 9.996412        

              

   //Job Demands – Quantitative - lower is better              

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  -0.1715027 0.6619207 0.796 -1.468843 1.125838        

Predicted means              

 00 - baseline, control  12.41432 0.3782065 0 11.67305 13.15559        

 01 - baseline, intervention  12.69522 0.369192 0 11.97162 13.41883        

 10- follow-up, control  13.27086 0.5012959 0 12.28834 14.25338        

 11- follow-up, intervention  13.38026 0.3155503 0 12.7618 13.99873        
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Troops              

interaction - time*intervention  0.1079815 0.4048309 0.79 -0.6854725 0.9014355        

Predicted means              

 00 - baseline, control  13.57951 0.3002614 0 12.99101 14.16801        

 01 - baseline, intervention  13.50497 0.3126302 0 12.89222 14.11771        

 10- follow-up, control  14.33059 0.3555593 0 13.63371 15.02748        

 11- follow-up, intervention  14.36403 0.2283595 0 13.91645 14.81161        

              

   // Job Demands – Cognitive - lower is better         

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  -0.7998667 0.6003456 0.183 -1.976522 0.376789        

Predicted means              

 00 - baseline, control  16.66631 0.2235688 0 16.22812 17.10449        

 01 - baseline, intervention  16.91234 0.2993592 0 16.32561 17.49907        

 10- follow-up, control  16.57649 0.2040255 0 16.1766 16.97637        

 11- follow-up, intervention  16.02265 0.2507703 0 15.53115 16.51415        

Troops              

interaction - time*intervention  0.1125055 0.2427131 0.643 -0.3632035 0.5882146        

Predicted means              

 00 - baseline, control  15.84685 0.0901333 0 15.67019 16.02351        

 01 - baseline, intervention  15.57655 0.159464 0 15.264 15.88909        

 10- follow-up, control  16.12286 0.1142645 0 15.8989 16.34681        

 11- follow-up, intervention  15.96506 0.1554592 0 15.66037 16.26976        

              

  job satisfaction - extrinsic           

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              
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interaction - time*intervention  1.027843 1.481983 0.488 -1.876791 3.932477        

Predicted means              

 00 - baseline, control  32.66916 0.6401098 0 31.41457 33.92375        

 01 - baseline, intervention  33.08588 0.9257086 0 31.27153 34.90024        

 10- follow-up, control  31.71381 0.7861953 0 30.17289 33.25472        

 11- follow-up, intervention  33.15838 0.6987423 0 31.78887 34.52789        

Troops              

interaction - time*intervention  -0.1142095 1.009807 0.91 -2.093395 1.864976        

Predicted means              

 00 - baseline, control  32.52162 0.4632225 0 31.61372 33.42951        

 01 - baseline, intervention  32.58905 0.5475545 0 31.51586 33.66224        

 10- follow-up, control  32.29836 0.6337743 0 31.05619 33.54053        

 11- follow-up, intervention  32.25158 0.4428638 0 31.38359 33.11958        

              

  //Job Satisfaction – intrinsic - higher is better          

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  1.017214 1.35523 0.453 -1.638988 3.673415        

Predicted means              

 00 - baseline, control  35.3537 0.4743199 0 34.42405 36.28335        

 01 - baseline, intervention  34.87887 0.8102648 0 33.29078 36.46696        

 10- follow-up, control  33.46894 0.6687342 0 32.15825 34.77964        

 11- follow-up, intervention  34.01133 0.6625274 0 32.7128 35.30986        

Troops              

interaction - time*intervention  -0.1578914 0.9831622 0.872 -2.084854 1.769071        

Predicted means              

 00 - baseline, control  34.6873 0.4581337 0 33.78937 35.58522        

 01 - baseline, intervention  34.41981 0.3854246 0 33.66439 35.17523        



 
 

45 
 

 

 10- follow-up, control  34.06655 0.5491073 0 32.99032 35.14278        

 11- follow-up, intervention  33.64117 0.4390417 0 32.78067 34.50168        

              

   //Job Satisfaction – global - higher is better                

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  1.837648 2.779604 0.509 -3.610276 7.285571        

Predicted means              

 00 - baseline, control  67.92912 1.103472 0 65.76635 70.09189        

 01 - baseline, intervention  68.04336 1.675628 0 64.75919 71.32753        

 10- follow-up, control  65.26386 1.423079 0 62.47467 68.05304        

 11- follow-up, intervention  67.21574 1.216877 0 64.83071 69.60078        

Troops              

interaction - time*intervention  -0.4920443 1.928449 0.799 -4.271736 3.287647        

Predicted means              

 00 - baseline, control  67.19099 0.9049383 0 65.41734 68.96464        

 01 - baseline, intervention  67.08202 0.8952741 0 65.32732 68.83673        

 10- follow-up, control  66.4283 1.215167 0 64.04662 68.80999        

 11- follow-up, intervention  65.82729 0.8840064 0 64.09467 67.55991        

              

   // JTI (Job Tension Index). Q23 – sum of all 6 items - lower is better        

  Coefficient/mean Robust std error P value Lower CI Upper CI        

Leaders              

interaction - time*intervention  -0.286346 0.9203816 0.756 -2.090261 1.517569        

Predicted means              

 00 - baseline, control  15.28723 0.3998489 0 14.50354 16.07092        

 01 - baseline, intervention  16.30645 0.5392231 0 15.2496 17.36331        

 10- follow-up, control  15.83678 0.283209 0 15.2817 16.39186        



 
 

46 
 

 

 11- follow-up, intervention  16.56966 0.4007741 0 15.78416 17.35517        

Troops              

interaction - time*intervention  -0.3499786 0.4988965 0.483 -1.327798 0.6278406        

Predicted means              

 00 - baseline, control  15.44214 0.2190704 0 15.01277 15.87151        

 01 - baseline, intervention  15.3461 0.3012043 0 14.75575 15.93645        

 10- follow-up, control  16.18433 0.2126228 0 15.7676 16.60107        

 11- follow-up, intervention  15.73832 0.2643345 0 15.22023 16.25641        

              

 
Mental Health Literacy Outcomes: Results from generalised estimating equation models, controlling for baseline factors (average 
sickness leave in station, number of employees in station, ratio of sergeants to constables, ratio of males to females in the station, 
average number of years in the station, average level of education in the station, average age in the station) 

         

  

Beliefs about treatment (leaders 
only)     

  

Coefficient/mea
n 

Robust std 
error P value Lower CI Upper CI   

Leader
s         

interaction - 
time*intervention 0.4354893 0.7077132 

-
0.951603

1 1.822582 0.538   

Predicted means        

 baseline, control 9.840331 0.3177142 9.217623 10.46304 0   

 baseline, 
intervention 9.535422 0.4245419 8.703336 10.36751 0   

 followup, control 9.776475 0.3714475 9.048451 10.5045 0   

followup, 
intervention 9.907055 0.2823499 9.353659 10.46045 0   
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Depression 
recognition 
(Y/N) • 
 

      

Leader
s         

interaction - 
time*intervention 0.2046695 0.7862509 0.26 0.795 -1.336354   

Predicted means        

 baseline, control 0.9204879 0.0325237 28.3 0.8567426 0.9842333   

 baseline, 
intervention 0.9156136 0.0372041 24.61 0.842695 0.9885322   

 followup, control 0.7547186 0.0508346 14.85 0.6550847 0.8543525   

followup, 
intervention 0.7779795 0.0487048 15.97 0.6825198 0.873439   

Troops         

interaction - 
time*intervention 0.3573416 0.2895614 0.217 -0.2101883 0.9248715   

Predicted means        

 baseline, control 0.8288583 0.0232702 0 0.7832495 0.8744671   

 baseline, 
intervention 0.841524 0.0300747 0 0.7825787 0.9004692   

 followup, control 0.6441883 0.0294633 0 0.5864414 0.7019352   

followup, 
intervention 0.7372963 0.0245376 0 0.6892034 0.7853891   
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Depr w suicidal features - higher is better 

Leader
s         

interaction - 
time*intervention 0.2969541 0.5128654 0.563 -0.7082435 1.302152   

Predicted means        

 baseline, control 0.2152273 0.0334061 0 0.1497525 0.2807021   

 baseline, 
intervention 0.1201883 0.0485569 0.013 0.0250186 0.2153581   

 followup, control 0.1830499 0.0480312 0 0.0889104 0.2771893   

followup, 
intervention 0.128613 0.034704 0 0.0605945 0.1966315   

Troops         

interaction - 
time*intervention 1.032416 0.540167 0.056 -0.0262924 2.091123   

Predicted means        

 baseline, control 0.1291072 0.0160579 0 0.0976343 0.1605801   

 baseline, 
intervention 0.0997483 0.0225704 0 0.0555111 0.1439855   

 followup, control 0.0779689 0.0229861 0.001 0.0329169 0.1230209   

followup, 
intervention 0.1488971 0.0332423 0 0.0837435 0.2140508   
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Personal stigma “Weak, not 
sick” 

   increase in scores, lower stigma     

Leader
s         

interaction - 
time*intervention 2.845443 2.005572 0.156 -1.085407 6.776292   

Predicted means        

 baseline, control 7.824281 0.5371724 0 6.771443 8.87712   

 baseline, 
intervention 6.806648 1.051031 0 4.746665 8.866632   

 followup, control 5.822907 0.9977319 0 3.867389 7.778426   

followup, 
intervention 7.650717 0.8695111 0 5.946507 9.354928   

Troops         

interaction - 
time*intervention 0.490507 0.8126742 0.546 -1.102305 2.083319   

Predicted means        

 baseline, control 5.842611 0.4352663 0 4.989505 6.695717   

 baseline, 
intervention 5.277135 0.4980805 0 4.300915 6.253355   

 followup, control 6.780239 0.5962808 0 5.61155 7.948928   

followup, 
intervention 6.70527 0.5786697 0 5.571098 7.839442   

         

  Personal stigma “Dangerous & unpredictable”.    

Leader
s         

interaction - 
time*intervention 0.3839156 0.5047577 0.447 -0.6053913 1.373222   
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Predicted means        

 baseline, control 10.14586 0.2606066 0 9.635083 10.65664   

 baseline, 
intervention 10.30046 0.2587059 0 9.793409 10.80752   

 followup, control 9.40945 0.2543969 0 8.910842 9.908059   

followup, 
intervention 9.947968 0.275208 0 9.40857 10.48737   

Troops         

interaction - 
time*intervention 0.2031318 0.2697852 0.451 -0.3256375 0.7319012   

Predicted means        

 baseline, control 9.978795 0.1197977 0 9.743996 10.21359   

 baseline, 
intervention 9.797057 0.1410656 0 9.520574 10.07354   

 followup, control 9.892842 0.1916625 0 9.51719 10.26849   

followup, 
intervention 9.914235 0.1234773 0 9.672224 10.15625   

         

  

Help-seeking intentions for job 
stress     

  Would talk to peer (1—5, with 5 very likely)    

Leader
s         

interaction - 
time*intervention -0.004571 0.2447221 0.985 -0.4842176 0.4750756   

Predicted means        

 baseline, control 3.610736 0.112159 0 3.390909 3.830564   

 baseline, 
intervention 3.679091 0.0873467 0 3.507894 3.850287   
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 followup, control 3.499402 0.1483686 0 3.208605 3.790199   

followup, 
intervention 3.563185 0.1033711 0 3.360582 3.765789   

Troops         

interaction - 
time*intervention 0.0167397 0.1046175 0.873 -0.1883068 0.2217862   

Predicted means        

 baseline, control 3.731618 0.0583369 0 3.617279 3.845956   

 baseline, 
intervention 3.668998 0.0406974 0 3.589233 3.748764   

 followup, control 3.818369 0.047312 0 3.72564 3.911099   

followup, 
intervention 3.77249 0.0752352 0 3.625031 3.919948   

         

  

Help-seeking intentions for job 
stress     

  Would talk to mgr (1—5, with 5 very likely). higher scores better   

Leader
s         

interaction - 
time*intervention 0.0009871 0.2774109 0.997 -0.5427282 0.5447024   

Predicted means        

 baseline, control 3.357549 0.1136389 0 3.134821 3.580278   

 baseline, 
intervention 3.219765 0.1391453 0 2.947045 3.492484   

 followup, control 3.333254 0.151979 0 3.03538 3.631127   

followup, 
intervention 3.196456 0.1174796 0 2.9662 3.426712   

Troops         
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interaction - 
time*intervention 0.0637107 0.1256063 0.612 -0.1824732 0.3098946   

Predicted means        

 baseline, control 3.306635 0.0686792 0 3.172027 3.441244   

 baseline, 
intervention 3.326255 0.0985011 0 3.133196 3.519313   

 followup, control 3.339013 0.0704535 0 3.200926 3.477099   

followup, 
intervention 3.422343 0.0865628 0 3.252683 3.592002   

         

  Confidence to assist someone how might have a problem (binary)   

  (leaders only)      

Leader
s         

interaction - 
time*intervention 0.365917 0.3616202 0.312 -0.3428456 1.07468   

Predicted means        

 baseline, control 0.4342519 0.0573443 0 0.3218591 0.5466447   

 baseline, 
intervention 0.4468551 0.0452671 0 0.3581333 0.5355769   

 followup, control 0.3078673 0.0447592 0 0.2201409 0.3955937   

followup, 
intervention 0.4001893 0.0421353 0 0.3176057 0.4827729   
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Willingness to assist someone how might have a problem  

  1—7, where 7 = strongly agree to assist (leaders only)   

Leader
s         

interaction - 
time*intervention 0.201048 0.256883 0.434 -0.3024335 0.7045294   

Predicted means        

 baseline, control 6.208025 0.2048288 0 5.806567 6.609482   

 baseline, 
intervention 6.394338 0.2456865 0 5.912801 6.875875   

 followup, control 6.472929 0.1648949 0 6.149741 6.796117   

followup, 
intervention 6.86029 0.0873041 0 6.689177 7.031403   

 

  Beliefs about treatment (leaders only)     

  

Coefficient/mea
n 

Robust std 
error P value Lower CI Upper CI   

Leaders         

interaction - time*intervention 0.4354893 0.7077132 

-
0.951603

1 1.822582 0.538   

Predicted means        

 baseline, control 9.840331 0.3177142 9.217623 10.46304 0   

 baseline, intervention 9.535422 0.4245419 8.703336 10.36751 0   

 followup, control 9.776475 0.3714475 9.048451 10.5045 0   

followup, intervention 9.907055 0.2823499 9.353659 10.46045 0   
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Depression 
recognition 
(Y/N) • 
 

Leaders         

interaction - time*intervention 0.2046695 0.7862509 0.26 0.795 -1.336354   

Predicted means        

 baseline, control 0.9204879 0.0325237 28.3 0.8567426 0.9842333   

 baseline, intervention 0.9156136 0.0372041 24.61 0.842695 0.9885322   

 followup, control 0.7547186 0.0508346 14.85 0.6550847 0.8543525   

followup, intervention 0.7779795 0.0487048 15.97 0.6825198 0.873439   

Troops         

interaction - time*intervention 0.3573416 0.2895614 0.217 
-

0.2101883 0.9248715   

Predicted means        

 baseline, control 0.8288583 0.0232702 0 0.7832495 0.8744671   

 baseline, intervention 0.841524 0.0300747 0 0.7825787 0.9004692   

 followup, control 0.6441883 0.0294633 0 0.5864414 0.7019352   

followup, intervention 0.7372963 0.0245376 0 0.6892034 0.7853891   

         

  Depr w suicidal features - higher is better    

Leaders         

interaction - time*intervention 0.2969541 0.5128654 0.563 
-

0.7082435 1.302152   

Predicted means        

 baseline, control 0.2152273 0.0334061 0 0.1497525 0.2807021   

 baseline, intervention 0.1201883 0.0485569 0.013 0.0250186 0.2153581   

 followup, control 0.1830499 0.0480312 0 0.0889104 0.2771893   

followup, intervention 0.128613 0.034704 0 0.0605945 0.1966315   

Troops         
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interaction - time*intervention 1.032416 0.540167 0.056 
-

0.0262924 2.091123   

Predicted means        

 baseline, control 0.1291072 0.0160579 0 0.0976343 0.1605801   

 baseline, intervention 0.0997483 0.0225704 0 0.0555111 0.1439855   

 followup, control 0.0779689 0.0229861 0.001 0.0329169 0.1230209   

followup, intervention 0.1488971 0.0332423 0 0.0837435 0.2140508   

         

  Personal stigma “Weak, not sick”     

   increase in scores, lower stigma     

Leaders         

interaction - time*intervention 2.845443 2.005572 0.156 -1.085407 6.776292   

Predicted means        

 baseline, control 7.824281 0.5371724 0 6.771443 8.87712   

 baseline, intervention 6.806648 1.051031 0 4.746665 8.866632   

 followup, control 5.822907 0.9977319 0 3.867389 7.778426   

followup, intervention 7.650717 0.8695111 0 5.946507 9.354928   

Troops         

interaction - time*intervention 0.490507 0.8126742 0.546 -1.102305 2.083319   

Predicted means        

 baseline, control 5.842611 0.4352663 0 4.989505 6.695717   

 baseline, intervention 5.277135 0.4980805 0 4.300915 6.253355   

 followup, control 6.780239 0.5962808 0 5.61155 7.948928   

followup, intervention 6.70527 0.5786697 0 5.571098 7.839442   

         

  Personal stigma “Dangerous & unpredictable”.    

Leaders         

interaction - time*intervention 0.3839156 0.5047577 0.447 
-

0.6053913 1.373222   
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Predicted means        

 baseline, control 10.14586 0.2606066 0 9.635083 10.65664   

 baseline, intervention 10.30046 0.2587059 0 9.793409 10.80752   

 followup, control 9.40945 0.2543969 0 8.910842 9.908059   

followup, intervention 9.947968 0.275208 0 9.40857 10.48737   

Troops         

interaction - time*intervention 0.2031318 0.2697852 0.451 
-

0.3256375 0.7319012   

Predicted means        

 baseline, control 9.978795 0.1197977 0 9.743996 10.21359   

 baseline, intervention 9.797057 0.1410656 0 9.520574 10.07354   

 followup, control 9.892842 0.1916625 0 9.51719 10.26849   

followup, intervention 9.914235 0.1234773 0 9.672224 10.15625   

         

  Help-seeking intentions for job stress     

  Would talk to peer (1—5, with 5 very likely)    

Leaders         

interaction - time*intervention -0.004571 0.2447221 0.985 
-

0.4842176 0.4750756   

Predicted means        

 baseline, control 3.610736 0.112159 0 3.390909 3.830564   

 baseline, intervention 3.679091 0.0873467 0 3.507894 3.850287   

 followup, control 3.499402 0.1483686 0 3.208605 3.790199   

followup, intervention 3.563185 0.1033711 0 3.360582 3.765789   

Troops         

interaction - time*intervention 0.0167397 0.1046175 0.873 
-

0.1883068 0.2217862   

Predicted means        

 baseline, control 3.731618 0.0583369 0 3.617279 3.845956   
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 baseline, intervention 3.668998 0.0406974 0 3.589233 3.748764   

 followup, control 3.818369 0.047312 0 3.72564 3.911099   

followup, intervention 3.77249 0.0752352 0 3.625031 3.919948   

         

  Help-seeking intentions for job stress     

  Would talk to mgr (1—5, with 5 very likely). higher scores better   

Leaders         

interaction - time*intervention 0.0009871 0.2774109 0.997 
-

0.5427282 0.5447024   

Predicted means        

 baseline, control 3.357549 0.1136389 0 3.134821 3.580278   

 baseline, intervention 3.219765 0.1391453 0 2.947045 3.492484   

 followup, control 3.333254 0.151979 0 3.03538 3.631127   

followup, intervention 3.196456 0.1174796 0 2.9662 3.426712   

Troops         

interaction - time*intervention 0.0637107 0.1256063 0.612 
-

0.1824732 0.3098946   

Predicted means        

 baseline, control 3.306635 0.0686792 0 3.172027 3.441244   

 baseline, intervention 3.326255 0.0985011 0 3.133196 3.519313   

 followup, control 3.339013 0.0704535 0 3.200926 3.477099   

followup, intervention 3.422343 0.0865628 0 3.252683 3.592002   

         

  Confidence to assist someone how might have a problem (binary)   

  (leaders only)      

Leaders         

interaction - time*intervention 0.365917 0.3616202 0.312 
-

0.3428456 1.07468   

Predicted means        
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 baseline, control 0.4342519 0.0573443 0 0.3218591 0.5466447   

 baseline, intervention 0.4468551 0.0452671 0 0.3581333 0.5355769   

 followup, control 0.3078673 0.0447592 0 0.2201409 0.3955937   

followup, intervention 0.4001893 0.0421353 0 0.3176057 0.4827729   

         

  Willingness to assist someone how might have a problem    

  1—7, where 7 = strongly agree to assist (leaders only)   

Leaders         

interaction - time*intervention 0.201048 0.256883 0.434 
-

0.3024335 0.7045294   

Predicted means        

 baseline, control 6.208025 0.2048288 0 5.806567 6.609482   

 baseline, intervention 6.394338 0.2456865 0 5.912801 6.875875   

 followup, control 6.472929 0.1648949 0 6.149741 6.796117   

followup, intervention 6.86029 0.0873041 0 6.689177 7.031403   

         



 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 


