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Mental Health Awareness Training (MHAT):  

The Development and Evaluation of an Intervention for Leaders 

 

by Jennifer K. Dimoff 

 

Abstract  
 

A three-hour mental health awareness training (MHAT) intervention was designed to 

improve leaders’ knowledge, self-efficacy, attitudes, and promotion intentions 

surrounding employee mental health.  All participants (N = 142) were leaders at a large 

Canadian organization and were asked to respond to a baseline and two follow-up 

questionnaires.  Participants were assigned to an intervention (n = 88) or wait-list control 

(n = 54) group.  A mixed-model MANOVA resulted in a significant group-by-time 

interaction; univariate effects demonstrated that each of the four dependent variables was 

significantly affected by the training. Findings from a follow-up Roy-Bargmann 

stepdown demonstrate that when covariance between measures was controlled, the 

training only had a significant effect on knowledge and self-efficacy. The results of the 

stepdown, when combined with the univariate effects, may imply a pattern of direct and 

indirect effects among the training and outcome variables.  Ultimately, findings suggest 

that the intervention successfully improved leaders’ mental health literacy up to eight 

weeks post-training. 
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Mental Health Awareness Training for Leaders: 

Development and Evaluation 

The World Health Organization (WHO) contends that “there is no health without 

mental health” (WHO, 2004, p. 14).  Described as the “foundation for individual 

wellbeing and the effective functioning of a community” (WHO, 2004, p. 10), mental 

health is integral to the overall health and productivity of employees and their 

workplaces.  Consequently, mental health problems result in abnormal psychological 

patterns and disabilities that affect how individuals feel, think, behave, and interact with 

their environment (U.S. Department of Human Services, 1999).  According to a national 

study, mental health problems cost Canadian organizations approximately $50 billion 

every year (Smetanin, Stiff, Briante, Adair, Ahmad, & Khan, 2011).  As a result, many 

employers are beginning to recognize the psychosocial and financial burdens of poor 

employee mental health (Goetzel, Ozminkowski, Sederer, & Mark, 2002; Irvine, 2011).  

In response to these rising financial burdens, numerous organizations have 

implemented mental health programs (e.g., Employee and Family Assistance Programs) 

in an effort to provide support for employees experiencing mental health issues (Mental 

Health Commission of Canada [MHCC], 2013a).  Similarly, many Canadian employers 

have begun to implement the National Standard of Psychological Health and Safety—a 

voluntary national mental health standard created by the Canadian Standard Association 

(CSA Group) and the Bureau de normalisation du Québec (BNQ), in partnership with the 

Mental Health Commission of Canada (CSA Group & BNQ, 2013; MHCC, 2013a).   

Despite these efforts, mental health problems are still considered to be the leading 

cause of workplace disability in Canada (Watson Wyatt Worldwide, 2007).  Mental 
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health problems are often associated with low productivity (Goetzel et al., 2002; Karasek 

& Theorell, 1990), high rates of absenteeism (Baicker, Culter, & Song, 2010; Goetzel et 

al., 2002), poor interpersonal relationships (Caveen, Dewa, & Goering, 2006; Shain, 

Arnold, & GermAnn, 2012), and increased disability and insurance costs (Caveen et al., 

2006; Karasek & Theorell, 1990).  Yet, very little systematic research has examined how 

organizations can help to prevent mental health conditions among employees (Corbière & 

Shen, 2006; Goldenhar, LaMontagne, Katz, Heaney, & Landsbergis, 2001; Krupa, 2007; 

Schaufeli, 2004).   

Although organizations are beginning to direct attention toward workplace mental 

health promotion (Goetzel et al., 2002; Irvine, 2011), most of these efforts focus 

exclusively on organizational and employee-level programs and strategies (Jane-Llope, 

Hosman, Jenkins, & Anderson, 2003; Kitchener & Jorm, 2002; Kitchener & Jorm, 2004; 

Kitchener & Jorm, 2008; Vuori, Toppinen-Tanner, & Mutanen, 2012).  Although 

managers and supervisors are likely to play an important role in building and sustaining 

psychologically safe and healthy work environments (Goetzel et al., 2002; 

Nieuwenhuijsen, Verbeek, de Boer, Blonk, & van Dijk, 2004; Karasek & Theorell, 1990; 

Shain et al., 2012), very few mental health programs and strategies have focused on 

leaders as sources of social support, early recognition, and referral to these programs 

(Briner, Amati, & Lardner, 2003; De Lange, Taris, Kompier, Houtman, & Bongers, 2004; 

Nieuwenhuijsen et al., 2004). 

Accordingly, the purpose of this study was to develop and deliver a Mental Health 

Awareness Training (MHAT) intervention designed to help leaders recognize and support 

employee mental health in the workplace.  
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Mental Health First Aid  

Mental Health First Aid training is designed to teach the public to give initial help 

to a person who may be developing a mental health problem or experiencing a mental 

health crisis (Kitchener & Jorm, 2002).  Recognizing that members of the general public 

had low mental health literacy, Kitchener and Jorm (2002) developed the training to help 

individuals recognize and provide appropriate support for individuals who may be 

suffering from a mental health condition.  As described by Jorm et al., (1997), mental 

health literacy is an individual’s knowledge of mental health, attitudes about mental 

disorders, intentions to promote and offer mental health support, and ability to recognize 

and help prevent mental health problems. 

Over the past decade, Kitchener and Jorm (2002; 2004; 2008) have evaluated the 

effectiveness of Mental Health First Aid in public, government, and organizational 

settings.  Using randomized controlled trials, Kitchener and Jorm’s findings (2002; 2004; 

2008) suggest that Mental Health First Aid training helps to increase individuals’ mental 

health literacy and confidence with regard to providing help to others.  Although Mental 

Health Fist Aid has been evaluated in an organizational context, research has yet to 

explore its ability to specifically improve mental health literacy among leaders, managers, 

and supervisors.  Since people seem to be more likely to seek and receive appropriate 

mental health care if it is suggested by someone within their social network (Israel, Baker, 

Goldenhar, Heaney, & Schurman, 1996), it is important that workplace leaders develop a 

broader understanding of mental health, the confidence to facilitate early intervention, 

and the knowledge to make appropriate suggestions.  
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The Role of Leaders                                                 

Mounting evidence suggests that supervisors and front-line managers can build 

mental health awareness and promote overall wellness through frequent two-way 

communication with employees (Fleten & Johnson, 2006; Nieuwenhuijsen et al., 2004).  

A longitudinal study by De Lange and colleagues (2004) examined causal relationships 

between supervisor support and mental health. Findings suggest that better support from 

supervisors is associated with improvements in employee mental health (De Lange et al., 

2004) and speedier returns to work for individuals on disability leave (Nieuwenhuijsen et 

al., 2004).  

Given that supervisors typically communicate with employees on a relatively 

frequent basis and are familiar with the requirements of the employee’s job 

(Nieuwenhuijsen et al., 2004), they have the unique capacity to provide social support and 

recognize changes in employees’ wellbeing and mental health (Karasek & Theorell, 

1990).  According to Craig et al., (2004), the prognosis for mental health conditions can 

be improved through early detection and intervention. Consequently, by providing leaders 

with the training to recognize the signs of deteriorating employee mental health, 

employers may be able to prevent or lessen some of the consequences of poor employee 

mental health, such as prolonged disability leave, absenteeism, and reduced productivity 

(Nieuwenhuijsen et al., 2004).   

Furthermore, Caveen and colleagues (2006) contend that the employee-supervisor 

relationship is important to the maintenance of positive employee health and wellbeing.  

Therefore, given that negative attitudes and low mental health literacy have the potential 

to create uncomfortable or strained relationships within the workplace (Albrecht, Walker, 



MENTAL HEALTH AWARENESS TRAINING FOR LEADERS                                 7 
 

& Levy, 1982), it is important that occupational mental health interventions consider the 

role of leaders in providing support for employees.                                                                       

The Roles of Knowledge & Attitudes  

Although workplace consequences related to employees’ health and safety are 

receiving increased attention from researchers (Goetzel et al., 2002; Irvine, 2011), the 

majority of mental health intervention research has been conducted within the fields of 

clinical and child psychology (Durlak & Wells, 1997; Pinfold, Stuart, Thornicroft, & 

Arboleda-Florez, 2005).  Given that mental health literacy is remarkably low throughout 

the world (WHO, 2001), Pinfold et al. (2005) developed a school-based intervention 

program designed to improve students’ knowledge and understanding of mental health.  

The intervention successfully increased mental health literacy among middle school and 

high school students in the United Kingdom and Canada (Pinfold et al., 2005), suggesting 

that mental health awareness trainings can effectively improve individuals’ knowledge 

and attitudes surrounding mental health and people with mental health problems.  

These findings support the social psychology literature on stigma that suggests 

that education is one way to improve attitudes about mental health (Corrigan & 

Matthews, 2003; Corrigan et al., 2002).   For instance, Corrigan et al. (2002) 

demonstrated that it is possible to discredit myths and false perceptions about mental 

health and people with mental health conditions through the implementation of 

educational mental health programs.  By providing individuals with education about 

mental health, it seems that organizations may be able to improve leaders’ and 

employees’ knowledge and attitudes about mental health and people with mental health 

conditions (Corrigan et al., 2002; Pinfold et al., 2005).  
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Hypothesis 1: Leaders’ knowledge about mental health will significantly improve  

for the intervention group that receives the mental health awareness training, but 

no significant change in leaders’ knowledge about mental health will be observed 

for the control group that does not receive the training. 

 

Hypothesis 2: Leaders’ attitudes about mental health will significantly improve 

 for the intervention group that receives the mental health awareness training, but 

 no significant changes in leaders’ attitudes about mental health will be observed 

 for the control group that does not receive the training. 

The Roles of Self-Efficacy & Promotion Intentions  

 Findings by Collins (1982; as cited in Bandura, 1993) suggest that knowledge 

alone does not determine whether or not, or the extent to which, an individual will engage 

in particular behaviours or activities.  Even when knowledge levels are comparable, 

individuals with higher levels of self-efficacy are more likely to engage in learned 

behaviours (Bouffard-Bouchard, 1989; Bouffard-Bouchard, Parent, & Larivée, 1991; 

Collins, 1982) and perform more favourably than individuals with lower levels of self-

efficacy (Luthans, 1998).  Defined as the perceived ability to exert personal control 

(Bandura, 1997; Maibach & Murphy, 1995) over behaviours, self-efficacy is required for 

enacted behaviour (Ajzen, 1991; Bandura, 1986) and influences whether or not an 

individual is likely to engage in particular behaviours or activities.    

Accordingly, it would seem likely that in order for leaders to promote mental 

health within their workplaces and effectively address the signs of an employee’s 

deteriorating mental health, they must first feel confident about their abilities to engage 
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with the employee about mental health.  Yet, in a recent report released by the 

Conference Board of Canada, nearly 45% of managers reported having no training on 

how to appropriately manage an employee with mental health issues (Thorpe & Chenier, 

2011).  Many of these ill-equipped leaders also expressed a desire and a need for more 

training about mental health from a workplace context (Thorpe & Chenier, 2011).  

According to findings by Vuori et al. (2012), self-efficacy is predictive of whether 

or not an individual will engage in particular behaviours.  For leaders to successfully 

promote mental health, engage with employees, and discuss mental health in the 

workplace, they must first develop self-efficacy surrounding their knowledge of mental 

health and their ability to offer appropriate support and resources to struggling 

employees.  Furthermore, research findings from the field of mental health promotion 

suggest that group-based cognitive behavioural interventions that focus on self-efficacy 

seem to be the most effective in increasing individuals’ likelihood of promoting mental 

health (Jané-Llope et al., 2003).   Therefore, in the current research context, if leaders’ 

self-efficacy with regard to employee mental health improves, it is likely that leaders’ 

intentions to promote mental health in their workplace will also improve.  

Hypothesis 3: Leaders’ self-efficacy with regard to mental health at the workplace 

will significantly improve for those in the intervention group who receive the 

mental health awareness training, but not for those in the control group. 

 

Hypothesis 4: Leaders’ intentions to promote mental health in the workplace will 

significantly improve for those in the intervention group who receive the mental 

health awareness training, but not for those in the control group.   
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Development of the Mental Health Awareness Training (MHAT) Intervention  

The primary objective of this study was to determine whether or not a three hour 

mental health awareness training (MHAT) intervention could significantly improve 

leaders’ knowledge, attitudes, self-efficacy, and promotion intentions surrounding 

employee mental health.  Given that the National Institute for Occupational Safety and 

Health (NIOSH, 1996) has identified intervention research as one of the top priority areas 

in occupational health and safety research, I took their suggested processes of 

intervention research into consideration when developing the MHAT.   

Information Gathering & Background.  Before developing the training, I was 

approached by a prominent leader at a large Canadian organization.  Due to rising costs 

associated with short and long term mental health disability, the organization was 

interested in implementing a relatively non-invasive and cost-effective mental health 

intervention.  To ensure that the content of the training was both accurate and relevant to 

the organization and its employees, I performed extensive literature reviews of the 

following areas: mental health first aid, mental health in North America, and interventions 

in the field of occupational health and safety.  After gathering background information, I 

developed partnerships with organizational key stakeholders and performed a needs 

assessment related to the organization’s mental health policies, resources, and 

deficiencies.   

Based on the needs assessment and meetings with human resources experts, I 

determined that a leader-focused training would be most beneficial.  In accordance with 

the Mental Health Commission of Canada’s (2012) recommendations regarding effective 

mental health interventions, the training content was designed primarily around three 
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areas: a) early identification and recognition, b) early and appropriate engagement or 

action, and c) assessment, planning and monitoring.   

Training Techniques.  Before developing the training materials, I examined 

training literature to determine the types of training techniques that would be most 

beneficial (Bandura, 1986; Bandura et al., 1980; Corrigan et al., 2001; Pinfold et al., 

2005; Saks & Haccoun, 2004; Vuori et al., 2012).   Based on these findings, I 

incorporated training techniques designed to enhance knowledge and self-efficacy.   In 

accordance with existing literature (Bandura, 1986; Corrigan et al., 2001; Pinfold et al., 

2005), it is expected that by focusing on training techniques designed to improve 

knowledge and self-efficacy, the training will also help to facilitate improvements in 

attitudes and promotion intentions, respectively. To bolster knowledge and self-efficacy, 

training techniques primarily focused on education (Corrigan & Matthews, 2003; Pinfold 

et al., 2005), social support (Cohen & Willis, 1985; Frese, 1999), enactive mastery 

(Bandura et al., 1980), and vicarious experience (Bandura et al., 1980).  

Lecture-based modules (Saks & Haccoun, 2004) were used to educate leaders 

about mental health, improve attitudes about mental health, and emphasize the role of 

leaders as sources of social support for employees struggling with mental health 

problems. Through the use of realistic and highly interactive case studies (Saks & 

Haccoun, 2004), participants were able to practice their newly developed skills, develop 

patterns of success, and observe their peers successfully recognize signs of common 

mental health problems (e.g., stress, burnout, depression, anxiety, substance abuse, and 

self-harm).   
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Participants’ success was reinforced through social persuasion on behalf of the 

trainer, during which the trainer actively encouraged participants to engage with 

employees and reassured participants that they now had the appropriate skills to 

effectively engage with employees demonstrating signs of a mental health problem.  

Method 

Participants  

Approximately 350 managers and supervisors from a large Canadian company 

were invited to participate in the mental health awareness training and its associated 

research study.  To participate in the research component of the training, leaders had to be 

managing at least one employee at the time of the training.  Employees’ email addresses 

were provided by the human resources department at the organization.  Invitations to 

participate in the training and the associated research study were sent out one month in 

advance of the first scheduled training session.  In total, 183 leaders responded to the 

invitation and baseline questionnaire; 114 leaders were assigned to the training group and 

69 were assigned to the wait-list control group.  Due to practical considerations, group 

assignment was based on the geographic locations of the work facilities of the 

respondents.  Of these participants, 54 from the control group and 88 from the training 

group responded to the questionnaire at all three time points: two weeks prior to training 

(T1), within 24 hours of training (T2), and eight weeks post-training (T3).  Despite the 

moderate level of attrition, there were no significant differences on any variables between 

those who responded to the questionnaires at all three time points and those who only 

responded at T1 (F (9, 174) = 0.78, ns.).   
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Respondents from both the training group and the control group varied in age 

from 23 to 62.  Leaders’ tenure with the organization ranged from 1 year to 34 years.  Of 

these respondents, 65 (45.78%) reported having worked with the organization between 1-

10 years, 55 (38.73%) from 11-20 years, and 22 (15.49%) from 21-34 years.  The vast 

majority of respondents from the control condition (i.e., 85%) and the training condition 

(i.e., 82%) had personal or family experience with mental health problems.  Most 

respondents from the control condition (i.e., 57%) and the training condition (i.e., 55%) 

also reported having managed at least one employee with a known mental health 

condition at some point during their career.  Table 1 reports additional demographic 

information for participants in both the control group and the intervention group.  

Design & Follow-Ups 

Training Materials.  In total, 15 training sessions were conducted, with the size 

of the group varying between 10 and 20 leaders. Average group size was 12.4 leaders.  

Each of the training sessions was three-hours long and was delivered in person by me 

(i.e., the researcher).  Each of the training sessions was held in a board room or similar 

site, and coffee, water, fruit, and donuts were served at each session.  

The training incorporated two lecture-style presentation modules and two 

interactive case studies.  The first lecture-style presentation outlined mental health facts 

relevant to the target population (e.g., working adults in North America) and was 

designed to improve leaders’ knowledge and attitudes surrounding mental health.  Six 

areas of mental health (e.g., stress, burnout, depression, anxiety, substance abuse, suicide) 

were covered in the first lecture-style module and an emphasis was placed on recognizing 

the risk factors and signs of a developing mental health problem (see Appendix A).   
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The second lecture-style presentation focused on leaders’ existing skills and was 

designed to increase self-efficacy and promotion intentions surrounding the mental health 

of one’s employees.  Unlike the first, more fact-based lecture, the second lecture was 

more behaviour-based and illustrated the ways by which leaders should discuss mental 

health in the workplace, approach employees about mental health concerns, and assist an 

employee through a mental health problem (see Appendix B).  

Between the first and second lecture modules, leaders were asked to read and 

engage in an interactive case study (see Appendix C) that described an employee who 

may have been demonstrating signs of a mental health problem.  The first case study 

tested leaders’ abilities to recognize signs of a mental health problem, engage with the 

employee who was demonstrating the signs of the mental health problem, and provide 

appropriate recommendations, resources, and assistance to the employee.  According to 

Bilsker, Gilbert, Myette, and Stewart-Patterson (2005) and Caveen et al. (2006), these 

steps are critical to a leader’s likelihood of correctly and appropriately recognizing and 

handling a mental health situation at the workplace.   

After the second lecture module, leaders were asked to read and engage in a 

second case study (see Appendix D).  Although different in content from the first case 

study, the second case also described an employee who may have been demonstrating 

signs of a mental health problem.  Like the first case study, the second case study also 

tested leaders’ abilities to recognize, engage with, and assist an employee experiencing a 

mental health problem.  The intention of incorporating both teaching methods was to 

increase leaders’ knowledge and self-efficacy with regard to mental health and the mental 

health of their employees. All training materials, including the lecture modules and case-
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studies, were provided to participants in hard-copy binders for future reference (see 

Appendices A-D).   

Experimental Design.  To determine the causal impact of the training over time, 

a longitudinal design with a wait-list control group was used.  All participants were asked 

to respond to the same questionnaire at three different time points.  Participants assigned 

to the intervention group were invited to take part in the mental health awareness training 

approximately one week after receiving the first questionnaire (i.e., the baseline 

questionnaire at T1), while participants assigned to the wait-list control group did not take 

part in the training until after the conclusion of the study.  

Participants in the training group were asked to respond to the first follow-up 

questionnaire 24 hours after attending the mental health awareness training (T2).  At this 

time, participants in the control group were also asked to respond to the same follow-up 

questionnaire.  In order to obtain long-term data on the effects of the intervention, 

participants in both the control group and the training group were asked to respond to the 

second follow-up questionnaire eight weeks after the training group received the mental 

health awareness training (T3). Figure 1 presents the experimental design.  

Measures: Questionnaires 

 Four validated measurement scales and a standard demographic survey were 

administered to participants at all three time points. Table 2 reports the reliability 

coefficients (Cronbach’s alpha) for each of the measurement scales and presents the inter-

correlations between the scales.  

Demographics.  Demographic characteristics were assessed using standard 

survey questions that asked about participants’ age, gender, occupation, and management 
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experience.  Experience with mental health was assessed using two questions: one that 

asked about leaders’ personal experiences with mental health (“Have you or a close friend 

or family member ever suffered from any type of mental health problem?”), and one that 

asked about leaders’ professional or management-related experiences with mental health 

(“Have you ever managed an employee with a mental health condition or that has a 

diagnosed mental illness or mental health problem?”).  

 Knowledge.  Knowledge about mental health was assessed using the 12-item 

Mental Health Knowledge Schedule (MAKS; Evans-Lacko et al., 2010).  The scale of the 

MAKS ranged from 1 (“Strongly Agree”) to 5 (“Strongly Disagree”); an example item 

included in the scale was “If a friend had a mental health problem, I know what advice to 

give them to get professional help”
1
.    

Attitudes.  Attitudes about mental health were measured using a modified version 

of the 9-item Personal Depression Stigma Scale (Griffiths, Christensen, Jorm, Evans, & 

Groves, 2004).  The scale was modified by replacing the word “depression” with the term 

“mental health problem”.  The scale ranged from 1 (“Strongly Agree”) to 5 (“Strongly 

Disagree”) and included the item “I would not employ someone if I knew they had a 

mental health problem”.  

 Self-Efficacy.  Leaders’ self-efficacy surrounding mental health was measured 

using an adapted version of the 9-item General Self-Efficacy Scale (Chen, Gully, & Eden, 

2001).  Items were adapted to reflect self-efficacy related to employee mental health.  The 

                                                           
1
 For the sake of improved reliability, the last item of the knowledge measure was omitted from analyses.  

None of the effects of the analyses were affected by the deletion of the item. 
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scale ranged from 1 (“Strongly Disagree”) to 6 (“Strongly Agree”), and included the 

example item “I feel confident about promoting employee mental health”.   

 Promotion Intentions.  Leaders’ intentions to promote mental health in the 

workplace were measured using an adapted version of a safety scale designed to assess 

leaders’ safety promotion intentions (Mullen & Kelloway, 2009).  The measure consisted 

of three items: “It is very likely that I will promote mental health in my workplace”, “I 

intend to achieve the goals that I set for myself”, and “I want to apply what I learn about 

mental health to my work setting”.  The scale ranged from 1 (“Strongly Disagree”) to 6 

(“Strongly Agree”). 

Analyses  

Using SPSS, a multivariate analysis of variance (MANOVA) with Roy-Bargmann 

stepdown was used to test group differences on the four dependent variables over three 

time points.  Consistent with the objectives of the training techniques, priority was 

assigned to the dependent variables in the following order: knowledge about mental 

health, attitudes about mental health, self-efficacy with regard to mental health, and 

intention to promote positive mental health in the workplace.  The mixed MANOVA 

design allows the simultaneous analysis of each of these dependent variables.   

According to the Roy-Bargmann stepdown process, knowledge about mental 

health will be tested by a univariate analysis of variance (ANOVA), while all subsequent 

dependent variables will be tested with a series of analyses of covariance (ANCOVAs) 

(Tabachnick & Fidell, 2006).  By doing so, the analysis tests each successive dependent 

variable, with higher-priority dependent variables as covariates.  This analysis will help to 
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identify what, if anything, each dependent variable adds to the combination of dependent 

variables that has already been tested.   

Results 

 Given the importance of determining the causal effects of the training over time, 

scores were only maintained for individuals who responded to all measures at all three 

time points.  As a result, no data were missing.  There were no univariate or multivariate 

outliers (at α = .05 level), and all assumptions of MANOVA were satisfied.  There were 

no differences between the control and intervention groups on any of the variables 

measured at T1 (F (4, 137) = 0.77, ns.), nor were there any significant differences 

between the control and intervention groups on any of the demographic variables (F (9, 

132) = 0.77, ns.).   

 A mixed model MANOVA resulted in a significant group by time interaction      

(F (8, 554) = 11.73, p < .001).  As shown in Table 3, each of the four dependent variables 

was significantly affected by the training, providing support for all four hypotheses.  To 

better understand these significant univariate effects, I plotted the cell means (see Figure 

2) and conducted a series of post-hoc paired t-tests. Significant improvements in 

knowledge were observed for the intervention group from T1 (M = 3.88, SD = 0.41) to T2 

(M = 4.31, SD = 0.43; t (87) = -7.92, p < .001), and from T1 to T3 (M = 4.32, SD = 0.40; t 

(87) = -8.62, p < .001), but not between T2 and T3.  Significant improvements in attitudes 

were also observed for the intervention group from T1 (M = 2.98, SD = 0.39) to T2 (M = 

3.25, SD = 0.37; t (87) = -5.60, p < .001) and from T1 to T3 (M = 3.20, SD = 0.42;            
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t (87) = -4.06, p < .001).  No significant improvements in attitude were observed for the 

intervention group between T2 and T3.   

Significant improvements in self-efficacy were also observed for the intervention 

group between T1 (M = 4.17, SD = 0.66) and T2 (M = 4.98, SD = 0.57; t (87) = -9.94, p < 

.001), and between T1 and T3 (M = 4.94, SD = 0.53; t (87) = -9.66, p < .001), but not 

between T2 and T3.  Finally, significant improvements in promotion intentions were also 

observed for the intervention group between T1 (M = 4.50, SD = 0.66) and T2 (M = 5.24, 

SD = 0.51; t (87) = -9.76, p < .001) and between T1 and T3 (M = 5.14, SD = 0.62; t (87) = 

-7.88, p < .001).  No significant improvements in promotion intentions were observed for 

the intervention group between T2 and T3.  No significant changes in knowledge, 

attitudes, self-efficacy, or promotion intentions were observed for the control group at any 

time.   

Findings from a follow-up Roy-Bargmann stepdown demonstrate that when 

covariance between measures is controlled, the training had a significant effect on 

leaders’ knowledge (F (2,280) = 21.02, p < .01) and self-efficacy (F (2, 278) = 19.62, p < 

.01), but not on attitudes (F (2, 279) = 2.34, ns.) or promotion intentions (F (2, 277) = 

3.37, ns.).  The results of the stepdown analysis, when combined with the significant 

results of the univariate ANOVAs, may imply a pattern of direct and indirect effects.  For 

instance, when the covariance between knowledge and attitudes was taken into 

consideration in the stepdown analysis, the training no longer had a significant effect on 

attitudes. To the extent that the combined ANOVA and Roy-Bargmann stepdown may 

proxy the steps outlined by Baron and Kenny (1986) to test for mediation, the observed 
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pattern of results may imply that training has direct effects on some of the variables (e.g., 

knowledge and self-efficacy) in question and indirect effects on others (e.g., attitudes and 

promotion intentions).  

Discussion 

 Previous quantitative research on mental health has focused heavily on employee-

level intervention strategies (Jane-Llope et al., 2003; Kitchener & Jorm, 2002; Kitchener 

& Jorm, 2004; Kitchener & Jorm, 2008; Vuori et al., 2012).  The current longitudinal 

study contributes to, and extends, this quantitative literature by replicating previous 

findings, by focusing on the role of leaders in the promotion of employee mental health, 

and by using empirical methods to develop a mental health training intervention that is 

appropriate for organizational settings.   

In the current study, I replicated and extended findings from Kitchener and Jorm’s 

(2002; 2004; 2008) mental health first aid studies.  In particular, the findings are 

consistent with a model that assumes that mental health awareness training interventions 

result in improved knowledge, self-efficacy, promotion intentions, and attitudes 

surrounding mental health (Kitchener & Jorm, 2002; 2004; 2008).  Yet, unlike Kitchener 

and Jorm’s (2002; 2004; 2008) findings, the findings from the MANOVA and stepdown 

analysis performed in this study provide insight into the potentially mediating roles of 

knowledge and self-efficacy.  The role of mediation has yet to be explored by previous 

studies and has the potential to draw attention to the process by which the training 

intervention impacts all outcome variables.  Furthermore, my findings also extend 

Kitchener and Jorm’s (2002; 2004; 2008) findings because the mental health awareness 
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training was designed specifically for leaders, managers, and supervisors, rather than for 

employees or members of the public. 

Additionally, the training had a number of desired effects that emphasize the 

importance of a mental health awareness training intervention designed specifically for 

organizational leaders.  Relative to the control group, the training group demonstrated 

improved literacy with regard to mental health and its potential impacts on employees.  

Not only this, but the training group also experienced greater confidence surrounding 

their abilities to discuss mental health at work and provide help to employees who may be 

experiencing mental health problems.  Concurrently, those who received the training also 

demonstrated improvements in their attitudes regarding mental health and their likelihood 

of promoting positive mental health in the workplace. However, results from the 

stepdown analysis suggest that these improvements in attitudes and promotion intentions 

may be somewhat indirect.  For instance, when the covariance between knowledge and 

attitudes was taken into consideration in the stepdown analysis, the training no longer had 

a significant effect on attitudes. This finding suggests that the training’s impact on 

attitudes may be somewhat facilitated by the training’s impact on leaders’ knowledge 

about mental health.  

According to the Mental Health Commission of Canada (2013b), stigma is a form 

of prejudice that manifests as a collection of negative attitudes and behaviours that are 

perpetuated by misinformation and fear.  Thus, this study’s results support the notion that 

leaders who have a greater knowledge about mental health will hold fewer negative 

attitudes and will support fewer stereotypes than leaders who have relatively low levels of 

knowledge about mental health. Specifically, the moderate correlations between leaders’ 
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knowledge and attitudes suggest that improvements in leaders’ knowledge about mental 

health facilitated improvements in attitudes about mental health.  These findings are 

consistent with findings by Pinfold and colleagues (2005), who found that attitudes about 

mental health could be significantly influenced by improving mental health knowledge 

and awareness.  Consequently, leaders who are more knowledgeable about mental health 

may be better able and more willing to provide support to employees struggling with 

mental health conditions—a consequence that could help reduce the psychosocial and 

financial burdens of poor employee mental health (Goetzel et al., 2002; Irvine, 2011).   

Considering that 46% of Canadians believe that mental health problems are often 

used as excuses for poor behaviour (MHCC, 2012), it is likely that some leaders also hold 

these beliefs.  These beliefs can lead to significant, but preventable workplace problems, 

such as absenteeism (Goetzel et al., 2002), interpersonal conflicts (Caveen et al., 2006; 

Goetzel et al., 2002; Shain et al., 2012), and even wrongful dismissal (Shain & Nassar, 

2009).  If leaders continue to have relatively poor levels of knowledge about mental 

health, it is likely that negative attitudes will continue to perpetuate and that these 

workplace issues will continue to be problematic.  

Similarly, results suggest that leaders who are knowledgeable and confident about 

workplace mental health problems will be more likely to promote positive mental health 

in their workplaces. Specifically, the moderate to high correlations between promotion 

intentions and self-efficacy suggest that improvements in leaders’ self-efficacy may 

facilitate improvements in leaders’ intentions to promote mental health in their 

workplace.  These findings are consistent with Bandura’s (1982; 1992; 1993) findings 
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that indicate that increases in self-efficacy significantly contribute to motivation and 

performance.   

According to a Canadian Medical Association study (2008), mental health 

promotion is essential to the recognition and prevention of mental health issues.  Yet, 

mental health promotion research also suggests that in order for promotion to be 

successful, the promoter must be knowledgeable and feel confident about whatever it is 

that is being promoted (Jane-Llope et al., 2003).  Findings from this study may imply a 

similar pattern of indirect effects on leaders’ promotion intentions; for instance, leaders 

who are more knowledgeable and self-confident about mental health may be more likely 

to promote mental health in their workplaces. Well-informed, confident leaders may be 

more likely to help promote early recognition and may encourage employees to seek help 

from qualified professionals before their mental health problem escalates.  According to 

Bilsker and colleagues (2005), early recognition is essential to effective and efficient 

treatment, and is also associated with lower rates of absenteeism and reduced durations of 

disability leave. 

Based on these findings, it would seem that employees’ mental health may be 

suffering because leaders do not possess the appropriate knowledge of mental health and 

do not feel confident in their abilities to engage with employees or discuss mental health 

issues at work.  Ultimately, findings from this study suggest that leaders’ knowledge 

about mental health is related to their attitudes, and that improvements in leaders’ 

intentions to promote mental health in their workplaces may be facilitated by other 

variables, such as knowledge and self-efficacy. Therefore, leaders who attended the 
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mental health awareness training experienced improvements in knowledge and self-

efficacy, and also experienced improvements in their attitudes and promotion intentions.  

 By providing leaders with the skills needed to recognize and assist employees 

with mental health concerns, organizations may be better able to help prevent costly 

mental health conditions from developing or escalating.  Through early recognition of the 

signs and symptoms of mental health problems, leaders may be able to help put 

employees in touch with support and mental health resources, both within and beyond the 

organization.  In doing so, employees may gain quicker access to appropriate treatment.  

Consequently, if employees gain early access to treatment, they may ultimately endure 

fewer productivity, performance, and attendance-related issues that are common for those 

suffering from untreated mental health conditions (WHO, 2005; MHCC, 2013a; MHCC, 

2013b).  Therefore, if leaders have the awareness, knowledge, and skills needed to 

successfully recognize the signs that an employee may be suffering from a mental health 

condition, they may be more likely to appropriately intervene and help the employee get 

additional support sooner and more effectively.  

Perhaps most importantly, results suggest that a three-hour mental health 

awareness training session is capable of significantly increasing leaders’ mental health 

literacy, both in the short-term and in the long-term.   This is especially important given 

that the training is designed to be implemented in real organizational settings.  For 

instance, for practical reasons it is often very difficult for organizations to remove their 

leaders from the workplace for more than a day at a time.  Therefore, an effective, one-

time-only, three-hour training program is likely to be both cost-effective and less 
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disruptive than most current trainings that require attendance on multiple days (Kitchener 

& Jorm, 2002; 2004; 2008).   

Furthermore, this mental health awareness training intervention differs from 

existing mental health programs because both the training and the evaluation of the 

training have been empirically driven.  The training design was developed from a 

foundation of both statistically-supported academic literature (Cooper & Cartwright, 

1994; Gates, 1993; Krupa, 2007; Kitchener & Jorm, 2002; Kitchener & Jorm, 2004; 

Kitchener & Jorm, 2008; Nieuwenhuijsen et al., 2004), as well as industry-driven 

conceptualizations of mental health problems in the 21
st
 century workplace (Attridge & 

Wallace, 2010; MHCC, 2012; MHCC, 2013a; MHCC, 2013b; MHCC, 2013c; Watson 

Wyatt Worldwide, 2007 ).   

Limitations and Directions for Future Research 

The development and evaluation of the leader-focused mental health awareness 

training intervention opens a host of potential research and application-based 

opportunities.  The inclusion of objective and other-rated data would be of great benefit to 

the evaluation of the training and its impact on organizations and employees.  For 

instance, it would be valuable for future research to collect objective data that compares 

the frequency and duration of mental health disability claims before and after the training.  

Such information would lend great practical insight into the relationship between leaders’ 

mental health literacy and the financial impact that it may have on organizations.  

 Additionally, it would also be of great theoretical and practical value to collect 

data from other sources, namely from the employees of the leaders who attended the 

training and from the employees of the leaders who did not attend the training.  
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Employees’ ratings of their leaders’ behaviours would help to determine whether or not 

leaders’ behaviours are changing as a result of the mental health awareness training 

intervention, and whether or not these changes in behaviours are impacting employees 

positively.     

It would also theoretically valuable to explore the specific mediating roles of 

knowledge and self-efficacy on the relationships between the training and leaders’ 

attitudes and promotion intentions.  Although the univariate ANOVA and Roy-Bargmann 

stepdown results imply that the data are consistent with a model that claims that 

improvements in knowledge will facilitate improvements in attitudes and that 

improvements in self-efficacy will facilitate improvements in promotion intentions, this 

study did not test for mediation outright.  Given the nature of the design and the relatively 

small sample size, it was not feasible to empirically test for mediation through more 

complex modeling and path analysis.  Thus, it is recommended that future research 

further explore the mediating roles of knowledge and self-efficacy in a similar training 

context.  

Of course, it is also important for future research to continue to explore the long-

term effects of the mental health awareness training.  Although this study demonstrated 

lasting effects up to eight weeks post-training, it would be valuable to understand the 

possible limits on the durability of the effects of the training.  Finally, given the 

increasingly virtual environment of the 21st century workplace, it would also be valuable 

for future research to examine the effectiveness of the training when delivered in a virtual 

medium, such as an online webinar.  Although the training is designed to involve highly 
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interactive components that are best facilitated in face-to-face group training scenarios, it 

would be valuable to determine whether or not the same types of effects can be observed 

for individual training and for training delivered in a virtual environment.  Such research 

would further advance our understanding of applied interventions and would expand the 

breadth of intervention research in natural organizational settings.   

Conclusion 

The mental health awareness training intervention achieved several desired effects 

and demonstrated its ability to successfully increase leaders’ long-term mental health 

literacy and self-efficacy.  Not only did leaders who attended the training experience 

increased post-training knowledge and understanding of mental health, but leaders who 

participated in the mental health awareness training intervention also experienced 

significant improvements in  self-efficacy surrounding their approach to employee mental 

health issues.  Furthermore, leaders who attended the training also experienced 

improvements in their attitudes surrounding mental health and their likelihood of 

promoting positive mental health within their workplaces.  Although subject to continued 

evaluation, the results of the current study suggest that beneficial outcomes will be 

obtained in organizations that implement empirically developed mental health awareness 

training interventions for organizational leaders.  
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       Figure 1. Study design for intervention and control groups at all three time periods.  
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Study Variable n % M SD n % M SD

Demographic data

     Age 54 45.24 7.44 88 44.32 7.589

     Tenure 54 13.22 7.99 88 11.42 7.509

Sex

     Male 28 51.90 37 42.00

     Female 26 48.10 51 58.00

Experience with mental health

     Professional Experience 

          Yes 46 85.2 72 81.8

          No 5 9.3 9 10.2

          Don't Know 3 5.6 7 8.0

     Personal  Experience 

          Yes 31 57.4 48 54.5

          No 20 37.0 30 34.1

          Don't Know 3 5.6 10 11.4

Table 1

Baseline Demographics of Control and Intervention Groups

Condition

Control                                          

(N=54)

Intervention                                                                     
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Note.  Correlations between variables for the control group are presented below the reliability coefficients presented on 

the diagonal, and correlations between variables for the intervention group are presented above the reliability 

coefficients on the diagonal.  Cronbach's alpha (α) scores are shown in parentheses on the diagonal; T1 = Time 1, 

Table 2

Correlations of the Study Variables 

Variables 1 2 3 4 5 6 7 8 9

1. Sex   — -.120 -.174 -.013 .168 .131 .105 .154 .070

2. Age -.001      —    .614
** -.130  -.230

* -.032 -.073 -.009 -.073

3. Tenure .001      .588
**

    — -.081   -.299
** -.020 -.083 -.007 -.061

4. Personal Experience -.163 -.056 -.083     —   .360
**

 -.221
* -.050 -.060 -.044

5. Professional Experience .091 -.026 -.085 .159     — -.002 -.039 -.080 .045

6. Knowledge, T1 -.124 -.008 .087 -.172 -.161   (.70) .141 .148    .378
**

7. Knowledge, T2 -.110 .021 .144 -.218 -.178    .841
**   (.81)    .601

** .162

8. Knowledge, T3 -.097 -.065 -.005 .045 -.217    .576
**

   .641
**  (.80) .163

9. Attitudes, T1 .119 -.097 -.225 .034 .146 .226 .200 .113 (.75)

10. Attitudes, T2 -.047 -.061 .049 -.103 .206   .328
*

  .328
* .201   .326

*

11. Attitudes, T3 -.037 -.099 -.030 -.161 -.209 .028 .094 .131 .250

12. Self-Efficacy, T1 .080    -.409
**

  -.278
* -.046  -.273

* .195 .114 .165 .157

13. Self-Efficacy, T2 .025 -.245   -.300
* -.149 -.254 .251 .163 .229 .197

14. Self-Efficacy, T3 .041 .044 .028 -.139 -.144 .071 .116 .196 .000

15. Intentions, T1 .193   -.305
*

   -.365
** -.094 -.256    .352

**
  .301

* .225   .318
*

16. Intentions, T2 .060    -.434
**

   -.372
** -.050  -.318

* .219 .203 .227 .198

17. Intentions, T3 .077 -.087 -.130 -.162 -.157 .247   .326
*

  .286
* .050
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baseline; T2 = Time 2, immediate effects; T3 = Time 3, 8 week follow-up.  *p < .05; ** p < .01 

 

 

 

 
Note: Table 2 continued from previous page.  

 

Variables 10 11 12 13 14 15 16 17

1. Sex .034 .141 .111 .160 .114 .098 .120 .167

2. Age -.120 .097    -.350
** .076 -.041 -.145 .035 .119

3. Tenure -.158 .075   -.324
** -.019 -.129 -.028 -.139 .014

4. Personal Experience .055 .095 -.131  -.213
* -.090 -.078 -.186 -.043

5. Professional Experience -.075 .101 .201 -.026 .056 .066 .127 .034

6. Knowledge, T1   .268
* .072   .220

* .124 .017    .426
** .172   .261

*

7. Knowledge, T2    .398
**

  .265
* .078    .585

**
   .557

** .040    .430
**

   .363
**

8. Knowledge, T3    .404
**

   .279
** .021     .428

**
   .604

** -.052    .240
*

  .266
*

9. Attitudes, T1    .310
**

  .213
*

  .246
*

  .267
* .124    .329

**
   .253

* .187

10. Attitudes, T2 (.83) .179 .056    .350
**

  .244
* .144 .161 .083

11. Attitudes, T3 .043 (.77) -.059    .392
**

   .307
** -.050   .241

*
   .349

**

12. Self-Efficacy, T1 -.186 .246 (.86)   .218
*

  .218
*

   .478
**

  .217
*

  .224
*

13. Self-Efficacy, T2 -.125 .221    .845
** (.91)    .696

**
   .334

**
   .577

**
   .497

**

14. Self-Efficacy, T3 -.089 .053   .301
*

  .343
* (.88) .143    .507

**
   .419

**

15. Intentions, T1 .078 .210    .572
**

   .542
** .201 (.71)    .289

**
   .292

**

16. Intentions, T2 -.050 .230    .656
**

   .563
** .099    .775

** (.75)    .566
**

17. Intentions, T3 .059 .055 .153 .211    .659
** .203 .217 (.74)
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Table 3

Univariate Effects for Mixed Model MANOVA 

  

Study Variable Time 1 Time 2 Time 3 Time 1 Time 2 Time 3 F

Knowledge 3.78 (.33) 3.81 (.33) 3.85 (.37) 3.88 (.41) 4.31 (.43) 4.32 (.40) 21.01** 0.13

Attitudes 2.97 (.44) 2.97 (.42) 3.00 (.33) 2.98 (.39) 3.25 (.37) 3.20 (.42)   5.24** 0.04

Self-Efficacy 4.14 (.61) 4.11 (.58) 4.17 (.56) 4.17 (.66) 4.98(.57) 4.94 (.53) 35.35** 0.20

Intentions 4.54 (.62) 4.53 (.65) 4.63(.70) 4.51 (.66) 5.24 (.51) 5.14 (.62) 20.59** 0.13

Note :  All F’s with  2, 280 degrees of freedom.  ** = p  < .01

Control Group Intervention Group

Mean (SD) Mean (SD) 
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Figure 2.  Plots for univariate effects using cell means for each group. 
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Appendix A 

Training Materials: Module #1 Power Point Presentation 
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Appendix B 

Training Materials: Module #2 Power Point Presentation 
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Appendix C 

Training Materials: Case Studies  

Case Study #1 

MHAT Case Study #1: Joseph 

Joseph has been working at [INSET ORGANIZATION’S NAME] for five years.  You 

have been managing Joseph since he was hired.  

For the most part, Joseph is a good employee who does his job well.  When Joseph is 

absent from work, he usually only misses one or two days, a couple of times a year. 

Over the past few weeks, you have noticed that Joseph is taking more sick days than 

usual. Last month, he gave you a sick note that cited back pain, and a few weeks ago, he 

gave you another sick note that cited a bad headache.  This week, Joseph has been away 

sick due to stomach problems. 

This morning you overheard some of Joseph’s colleagues talking about how closed-off 

Joseph has become since “the incident”.  

You do not know anything about “the incident” to which they are referring, and Joseph 

never approached you about any work related or non-work related incident.  

Guided Discussion Questions 

1. Detect & Observe  

a) What behavioural changes have you observed? 

2. Recognize 

a) Are there any signs or symptoms that indicate Joseph may be experiencing 

a mental health issue? If so, what are they? If not, what else might be 

going on? 

3. Engage 

a) How will you set up a meeting to talk with Joseph?  

b) What will you say during the meeting with Joseph? 

c) What questions will you ask?  

4.  Plan & Monitor 

a) What kind of help will/can you offer Joseph? 

b) What solutions might you discuss with Joseph? 

5. Follow-Up 

a) How and when might you follow up?  
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Appendix D 

Training Materials: Case Studies 

Case Study #2 

MHAT Case Study #2: Andrea 

Andrea has been working for you for about 15 years.  Since being hired, Andrea has 

demonstrated an exceedingly high work ethic and desire to achieve.  She is devoted to her 

work and has a tendency toward perfectionism. 

In your experiences managing Andrea, you have found her to be a stable, committed 

employee who is friendly and professional with her coworkers, other staff members, and 

customers at [INSERT ORGANIZATION’S NAME]. 

Yet, over the past few months, you have noticed that Andrea is irritable and impatient 

when communicating with others.   In fact, yesterday you overheard Andrea angrily 

telling one of her coworkers to “Just stop caring about the customers! They don’t care 

how hard we work for them! They just want discounts that we can’t give them, so why 

should you care about helping them? I know I sure don’t!” 

Guided Discussion Questions 

1. Detect & Observe  

a) What behavioural changes have you observed? 

2. Recognize 

a) Are there any signs or symptoms that indicate Andrea may be 

experiencing a mental health issue? If so, what are they? If not, what else 

might be going on? 

3. Engage 

a) How will you set up a meeting to talk with Andrea?  

b) What will you say during the meeting with Andrea? 

c) What questions will you ask?  

4.  Plan & Monitor 

a) What kind of help will/can you offer Andrea? 

b) What solutions might you discuss with Andrea? 

5. Follow-Up 

a) How and when might you follow up?  

 


