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Workplace Mental Health Awareness Training

A Cluster Randomized Controlled Trial

Leona Tan, MPsych, Samuel B. Harvey, PhD, Mark Deady, PhD, Mark Dobson, BArts,

Alison Donohoe, BExScRehab (Hons), Curie Suk, MA, Helen Paterson, PhD, and Richard Bryant, PhD

Objective: To investigate the efficacy of a workplace mental health awareness

training program on help-seeking and mental health outcomes. Methods: A

cluster randomized controlled trial was conducted comparing those who

received standard training (N¼ 210) or standard training with a mental health

awareness module (N¼ 208). Both groups were followed up for 3 years with

the primary outcome being likelihood to seek help. Results: Rates of likely

help-seeking were slightly higher in the intervention group 6 months after the

training, but this was not maintained over time. There was no significant

difference between study conditions for mental health outcomes or actual

help-seeking among those with probable mental disorder at any time point.

Conclusions: Workplace mental health awareness training has a limited

short-term impact on likelihood of help-seeking and does not appear to

improve mental health outcomes.

Keywords: first responders, help-seeking, mental health, mental ill health,

psychoeducation, RCT, workplace

M ental illness is the now the leading cause of long-term
sickness absence and work incapacity in most developed

countries.1 Unlike many other public health concerns, the major
challenge of mental illness is not the matter of treatment, as there are
a range of effective options available. Rather, it is the preceding

behavior of help-seeking. The low number of symptomatic individ-
uals that engage in treatment continues to be a crucial obstacle to
overcoming the burden of mental illness.2,3

This widespread reluctance to seek treatment is especially
prevalent in high-risk workforces, such as first responders.4 Previ-
ous studies have reported high rates of post-traumatic stress disorder
(PTSD), depression and heavy drinking amongst first responders,
with preliminary evidence also showing that they are at elevated risk
for suicidal thoughts and behaviors.5–7 Yet many are reluctant to
seek help even when mental health services are readily available to
them. A study of rescue workers after the 9/11 World Trade Centre
terrorist attacks found that more than half of symptomatic workers
who were referred to mental health treatment chose not to attend at
all.8 This finding is unsurprising, given that stigma of mental illness
remains one of the key deterrents to help-seeking.9 A recent meta-
analysis on first responder mental health makes evident that while
one in 11 first responders experience barriers to care, a larger
proportion, one in three, experience stigma regarding mental
health.10

In an effort to address the issue of stigma, many high-income
countries have increasingly implemented psychoeducation pro-
grams that provide information on symptom awareness and how
to seek help if needed.3,11 These programs are widely implemented
on the assumption that awareness will reduce stigmatizing attitudes
and promote symptom recognition, which will subsequently encour-
age individuals to seek help when needed.12 While mostly imple-
mented as a public health or community intervention, workplaces
are also progressively adopting psychoeducation programs on the
similar assumption that these will benefit workers experiencing
mental health problems and reduce the economic impact of mental
health on employers. While there has been little research on the
impact of psychoeducation as a workplace intervention, a meta-
analysis of a widely implemented public health psychoeducational
program found that providing mental health education was able to
improve the public’s mental health literacy, reduce stigmatizing
attitudes, and increase supportive behavior towards others with
mental health problems.13 Subsequent studies have supported these
conclusions, though highlighted that any benefit appears to be
relatively modest, with no evidence of any benefit lasting longer
than 6 months.14 It is also worth noting that countries that have
invested heavily in mental health education have not had any
reduction in the level of mental health symptoms, but rather
experienced increases in disability attributed to mental ill health.15

Given these findings, there is an emerging debate questioning
the benefits of psychoeducation programs on help-seeking and
mental health outcomes.16 Previous studies on psychoeducation
have reported benefits in terms of providing help to others, however
there is surprisingly little evidence describing improved rates of
help-seeking behavior or mental health outcomes for those in need
of care.16,17 In a rare randomized controlled trial (RCT) examining
the impact of public service announcements on a sample of adults
from the United States, no effect was observed on intention to seek
help despite showing improvements in stigmatizing attitudes.11

Further doubts about the benefits of psychoeducation were raised
by a series of studies focused on victims of trauma attending
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emergency departments.18,19 In two separate RCTs, the provision of
mental health education via a booklet did not improve mental health
outcomes, with one study suggesting that mental health education
may have actually increased the risk of subsequent PTSD.18,19 Such
findings raise concerns on whether or not the provision of too much
mental health education can, at times, be harmful, especially if it
does not normalize recovery from stress and encourages too much
focus on transient symptoms.16 Robust evaluation of psychoedu-
cation is clearly needed before meaningful conclusions can be made
on its efficacy in different situations, including the workplace.

In this study, we aimed to investigate the efficacy of a
workplace mental health awareness training program developed
specifically for first responders, that emphasized personal stories of
recovery and help-seeking. First responders represent a predomi-
nantly men and high-risk workforce, with a culture that, at times,
can create a barrier for help-seeking.10 Taken together, this provides
an ideal setting for an evaluation of workplace mental health
awareness training. It was hypothesized that compared with the
training-as-usual group, the workplace mental health awareness
intervention group would show an increase in the likelihood of
help-seeking from pre-intervention to 3-year follow-up. We also
anticipated that among those with any probable mental disorder,
actual help-seeking behavior would be higher in the intervention
group than in the control group. Finally, we expected that probable
mental disorder would be higher in the intervention group compared
with controls. To the best of our knowledge, this is the first RCT to
directly test the effect of a workplace mental health awareness
training on help-seeking and mental health outcomes amongst
first responders.

METHODS

Study Design and Participants
A cluster RCT was conducted in partnership with Fire and

Rescue New South Wales (FRNSW), Australia. FRNSW is one of
the world’s largest urban fire and rescue services in the world,
responsible for the provision of fire, rescue, and hazmat services in
cities and towns across the state of New South Wales (NSW). Study
participants were identified through the recruit and regular update
training program at the FRNSW training center. All trainees
inducted in the program during the recruitment period from Sep-
tember 2013 to September 2015 were invited to participate in the
study. Eligible participants were required to be over 18 years of age
and were either retained or permanent firefighters recruited
through the main Alexandria training center in addition to other
training centers around NSW. Participation in the study was
voluntary. The study protocol was approved by the Human
Research Ethics Committee at The University of Sydney in March
2009 (EC00145) and was retrospectively registered as a clinical
trial with the Australian and New Zealand Clinical Trials Registry
(ACTRN12618001294246).

Randomization
Randomization occurred through clusters of participants that

were identified based on a list of classes of the recruit training
program ranging in size from 10 to 30 individuals. An officer from
the FRNSW Health and Safety department was instructed to perform
randomization by coin toss and participants were allocated to either
the workplace mental health awareness intervention condition or
training as usual control condition. It was not possible to conceal
the allocation sequence from the researchers who performed recruit-
ment for practical reasons, as they had to be able to advise the FRNSW
training team of requirements for training materials in advance of
participants arriving at the training centre. At no time in the study did
FRNSW know who consented to participate in the study nor were they
provided with access to the data.

Procedures
Researchers attended the classroom training sessions at a pre-

arranged time to briefly introduce the study to each class and
provided them with a copy of the participant information sheet,
consent form, and baseline questionnaires. Consent forms and
questionnaires were handed directly back to the researchers once
completed. Measures were administered at five timepoints: at
baseline, prior to the intervention (T1), at 6-month follow-up
(T2), 1-year (T3), 2-year (T4), and 3-year follow-up (T5). Data
collection at T1 was administered in person and all follow-up
questionnaires were delivered electronically to all participants.

Following completion of the baseline questionnaire, partic-
ipants in the intervention condition were given the FitMind pro-
gram. The program was developed after extensive consultation with
FRNSW firefighters regarding the key messages that would have
most credibility with trainees and could be readily taught in a brief
format. This consultation resulted in identification of the following
FitMind principles: Find time; Individual check; Team check; Mate
support; Internal help in FRNSW; Network of informal outside help;
Doctors, psychologists, and outside help. The FitMind program
involved watching three videos, approximately 30 minutes in total
length in a single session. The videos featured senior firefighters
talking about some of the common, yet challenging experiences,
most firefighters will face in their career. Senior firefighters also
discussed some of their own personal traumatic experiences and
how they sought help to overcome difficulties faced. The videos
were designed to enhance help-seeking behavior in firefighters, by
encouraging them to talk to and get support from their peers, family
or health professionals, as outlined in the FitMind principles.
Twenty groups of participants ranging in size from seven to 13
firefighters received the FitMind program. The sessions occurred
across a 21-month period, between September 30, 2013 and
July 25, 2015.

Participants in the control condition continued their training
as per usual without receiving the FitMind program. All participants
who consented to the study were invited via email to complete the
follow up questionnaire online at 6 months, 1 year, 2 years, and
3 years follow up. Participants were also phoned on their work
phone numbers within 1 week of receiving their final follow up
questionnaire to ensure that they had received and understood the
questionnaires. As an incentive to complete the follow up question-
naire, participants were informed in the invitation email that a $5
donation to the burn’s unit at the Westmead Children’s Hospital in
Sydney would be given. If all four of the follow-up surveys were
completed the donation was doubled to $10.

Measures
At baseline, sociodemographic (sex, age) and occupational

information (employment status, years of experience) were pro-
vided by participants.

Primary Outcomes
The primary outcome for this study was change in likelihood

of help-seeking. Likelihood of help-seeking was assessed at each
assessment point using a single question developed by the research-
ers specifically for the study. At baseline, participants were asked a
single item ‘‘If you were having troubles, would you ask for help
from someone?’’ Responses were rated on a five-point scale
(1¼ strongly disagree, 5¼ strongly agree). For the follow-up
assessments the question was expanded to ‘‘How likely would
you be to seek support if you were experiencing stress or any other
psychological difficulties from each of the following groups of
people: (a) your mates or friends in FRNSW, (b) Internal help from
FRNSW (eg, chaplain, peer support), (c) Network of outside help
(ie, family, friends not in FRNSW), or (d) health professionals (eg,
doctor, psychologist, psychiatrist).’’ Responses were rated on a five-
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point scale (1¼ not likely, 5¼ extremely likely). Total scores for the
follow-up assessment questions were summed and divided by four.

Secondary Outcomes
For actual help-seeking, a single question was asked during

each follow-up assessment. Participants were asked ‘‘In the last
(6 mo/yr), have you spoken to mates, family or professionals to
receive support for any difficulties you may have been experienc-
ing?’’ Responses were indicated with either a ‘‘yes’’ or ‘‘no.’’

Probable mental disorder was measured using the six-item
Kessler Psychological Distress Scale (K6).20 The K6 is a brief
screening tool for serious mental illness that detects mood or anxiety
disorders and has high validity and reliability.20,21 Participants were
asked to indicate the frequency with which they experienced a

symptom in the past 4 weeks. The scale was administered based on
the Australia scoring system which uses a five-point scale (1¼ none
of the time, 5¼ all of the time).22 Participants who scored 19 or
higher were classified as a probable mental disorder case.21,23

Statistical Analyses
Statistical analyses were performed with SPSS version 24.0

software (IBM Corp., Armonk, NY). We examined demographic
associations and differences between intervention and control
groups using independent samples t test for continuous variables.
Chi-squared or Fisher exact test were used for categorical variables,
with test for linear trend for ordinal variables. To examine the primary
outcome of likelihood of help-seeking, this effect was addressed by
performing a linear mixed-effects model repeated measures analysis

Participants assessed for eligibility 
and randomised (n=418) 

Participants allocated to intervention 
(n= 208) 

Participants allocated to control group 
(n= 210) 

Participants consented to participate 
and completed baseline (n= 201) 

Participants consented to participate 
and completed baseline (n= 207) 

Analysed at 3-year follow-up 
(n=70) 

Analysed at 3-year follow-up 
(n= 63) 

Lost to follow-up 
(n=116) 

Excluded 
• Withdrew (n=1) 
• Resigned (n=1) 
• Incorrect email 

(n=13) 

Lost to follow-up 
(n=122) 

Excluded 
• Withdrew (n=3) 
• Incorrect email 

(n=19) 

FIGURE 1. CONSORT trial profile.
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(MMRM), controlling for any differences found in demographic
associations. This approach was used as it yields unbiased estimated
of intervention effects in the case of data missing at random. Cluster-
ing of each class of participants was accounted for by a random cluster
membership factor, and an unstructured variance–covariance matrix
was used to accommodate the relationships between observations at
the five different measurement timepoints, from baseline (T1) to the
final 3-year follow up (T5). In addition to the group-by-time interac-
tion, planned contrasts were used to examine differences between the
intervention and control groups at each of the follow-up timepoints
from T2 to T5 against baseline (T1). Associations between probable
mental disorder and actual help-seeking and differences between
groups were analyzed using chi-squared tests.

The G�Power 3.1 program24 was used to determine sample
size, where power was set at 0.80 and alpha of 0.05, with the
conservative assumption that the primary outcomes will have a
correlation coefficient of 0.20. A required sample size of N¼ 286
was required to detect a small effect size of 0.10. A previous ESW
study found that the mean time between workplace training and
psychological injury was 6.6 years with less than 15% obtaining
psychological injury within the first 4 years of work.25 Based on this
finding we used a 3-year assessment point for final follow-up at
which workplace mental health awareness training should be
expected to have an impact. To account for the potential moderate
dropout (40%) at the 3-year follow up timepoint, N¼ 400 was
considered adequate to detect an effect.

TABLE 1. Baseline Characteristics for the Intervention and Control Groups Participating in the FitMind Trial

Intervention Group (N¼ 201)

n (%)

Control Group (N¼ 207)

n (%)

Test of Difference Between Groups P

Age
15–24 45 (22) 58 (28) 0.242
25–34 96 (47) 101 (49)
35–44 55 (27) 35 (17)
45–54 9 (4) 12 (6)
55–64 0 (0) 1 (1)
65–74 0 (0) 1 (1)

Sex
Male 176 (85) 179 (85) 0.859
Female 32 (15) 31 (15)

Level of education
Left school before year 12 48 (23) 37 (18) 0.131
Completed year 12 47 (23) 48 (23)
Vocational qualification 73 (35) 75 (36)
University degree or above 38 (18) 48 (23)

Marital status
Single 41 (20) 52 (25) 0.571
In a relationship 74 (36) 73 (35)
Married 86 (42) 76 (37)
Divorced/Widowed 6 (3) 6 (3)

Employment type
Permanent 88 (42) 67 (32) 0.028�

Retained 120 (58) 143 (68)

�P < 0.05.
Test of difference between groups carried out using chi-squared with Linear-by-Linear association for age and level of education.

FIGURE 2. Mean change in likelihood
of help-seeking.
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RESULTS
As outlined in Fig. 1, a total of 418 firefighters consented to

participate in the study, where 97% (N¼ 408) completed the
baseline questionnaire. Follow-up data were available for 70 fire-
fighters in the intervention (35%) and 63 in the control group (30%).
Figure 1 details the study profile according to the Consolidated
Standards of Reporting Trials (CONSORT) reporting guidelines,
and participant retention in both study conditions.

As shown in Table 1, there was a significant difference in
employment type (P< 0.05) between intervention and control
participants at baseline. There were no significant differences
between groups with regards to age, sex, level of education,
and marital status (P> 0.05). At baseline, there was no difference
in the primary outcome of likelihood of help-seeking for interven-
tion (M¼ 4.01, SD¼ 0.93) and control (M¼ 3.85, SD¼ 1.00),
t(405)¼ –1.71, P¼ 0.087.

For the primary outcome of likelihood of help-seeking, there
was no significant interaction of study condition and time [F (4,
55.33)¼ 1.36, P¼ 0.261]. Analyses of postintervention (T2) meas-
urements for the primary outcome indicated a significant difference
in likelihood of help-seeking (P¼ 0.043), although the difference
was attenuated after 6 months (T5) (P¼ 0.188). These differences
equate to Cohen d effect sizes of 0.14 (95% confidence interval [CI],
–0.39–0.67) and –0.23 (95% CI, –0.57–0.11), respectively.
Figure 2 displays the pattern of mean change in likelihood of
help-seeking.

For probable mental disorder, there was no significant inter-
action of study condition and time [F (4, 55.05)¼ 2.360, P¼ 0.065].
Analyses of postintervention (T2) (P¼ 0.325) and final follow-up
(T5) (P¼ 0.799) measurements found no significant differences
between intervention and control groups.

Of the whole sample, five (1%) participants had a probable
mental disorder at any time point. Two of the participants were from
the intervention group and three from the control condition. There
were no significant differences between probable mental disorder
and study conditions (P¼ 0.464). The majority (80%) of those with
probable mental disorder sought support, one of whom was from the
intervention group and three were from the control group, however
the difference between groups was not significant (P¼ 0.171).

DISCUSSION
This cluster RCT is the first study to examine the effective-

ness of a workplace mental health awareness training program on
help-seeking and mental health outcomes amongst first responders.
Our results show that a workplace mental health awareness program
can generate a temporary increase in rates of likely help-seeking, but
this difference was not maintained beyond 6 months. There was no
difference between the groups in mental health outcomes and
mental health awareness training did not appear to increase actual
help-seeking in those with probable mental disorders.

These results suggest that within the workplace, single
session mental health education programs have, at best, a limited
short-term impact on the likelihood of help-seeking. However, this
did not appear to translate to actual help-seeking behaviors amongst
those in need of care. These findings are consistent with previous
trials on mental health literacy, which have been found to be
promising for improving help-seeking attitudes but not actual
behavior.17 The results also add support to the argument that raising
awareness and changing attitudes may not be sufficient in isolation
to bring about lasting behavior change.26

The current study has a number of strengths, most notably is
the robust evaluation method of a cluster randomized controlled trial
as well as the multiple long-term follow up assessment time points.
Further to this is the use of linear mixed models for repeated
measures analysis, which has been shown to provide unbiased

estimates of treatment differences when accounting for missing
data.27 Despite these strengths, the present study is not without
several important limitations. The first of which is the low response
rate at follow-up which may have introduced bias. As we were
unable to retrieve information on the characteristics of non-partic-
ipants it is difficult to conclude how this may have influenced the
results of the study, although the similar rates of follow up in both
groups provides some reassurance. Second, the study was conducted
with a sample of relatively young firefighters early in their careers.
Detecting changes in help-seeking behaviors is difficult in this
sample where only a small minority may have a mental health
disorder requiring care. It is possible there was little perceived need
to seek help amongst the current sample, as identified in the low
prevalence rates of mental disorders. Future research should con-
sider whether help-seeking behaviors are more likely to shift
amongst a sample of symptomatic or at-risk individuals. Third,
the content of the mental health awareness program was designed
specifically for firefighters in training and may not be generalized to
other ESWs or other types of mental health awareness programs. As
this was not a comparison study of psychoeducation programs, it is
not known whether the results are applicable to all forms of mental
health awareness or psychoeducation programs. Finally, it is possi-
ble that contamination between groups might have occurred through
participant interactions, however it is expected that the cluster
randomization by training classes would have minimized this risk.

The current study has several implications for future mental
health awareness programs. First, there needs to be more robust
evaluation on the efficacy of these programs, predominantly at
changing behavior. The results of this study support previous
research that mental health education by itself is unlikely to be
sufficient at improving outcomes for those in need of care. This is
not to say that previous psychoeducation campaigns have not been
worthwhile or invaluable to society, as evident in its proficiency to
increase help-providing behavior, as well as tolerance and accep-
tance towards those suffering from mental illness.13 Instead, careful
consideration on the effect on actual help-seeking behavior in the
short-term must be a priority to ensure meaningful impact to those
who are in most need of care. Second, future efforts should
concentrate on what content is most effective at reaching those
most at-risk, and how to get them to seek help or access support
when required. Preliminary research has found that targeted content
incorporating biological attributions can influence willingness to
seek help28 and that brief but effective content can facilitate help-
seeking.17 It would be worthwhile to consider a multi-disciplinary
approach to designing effective content and diversifying sources of
support, particularly when implementing psychoeducation in work-
places where there are organizational and cultural factors that may
influence a worker to seek help. As is the case for first responders,
where there is a culture of camaraderie amongst peers, but isolation
from outsiders, especially mental health professionals.29 Given the
current saturation of psychoeducation programs, it is timely that
future research on psychoeducation seek to understand what type of
content and method of delivery is highly effective and engaging
enough to facilitate sustained behavior change. On a practical level,
our results show that any benefits of mental health awareness
training only last for 6 months. Therefore, if a workforce is going
to provide mental health training to its staff, this will need to be
repeated at regular intervals.

Overall, the present study suggests that single-session
mental health awareness training has a limited short-term impact
on likelihood to seek help. This study adds support to current
findings that mental health awareness programs are likely to
improve attitudes, but this does not necessarily translate to longer
term help-seeking behavior, particularly amongst those requiring
care.
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