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Executive Summary
Since 2005/2006, the New Zealand Police has seen a rapid growth in the number of attended mental
health related events. In response to this, in 2013, the Police established a dedicated team and
committed resource to the aim of improving the response to people who experience mental distress.
This included an overhaul of the existing training programmes. In stark contrast to previous training,
the New Zealand Police commissioned the development, delivery and evaluation of service-user led
contact-based mental health training programmes, with a focus on countering stigma and
discrimination. In response to this commission, the University of Otago developed, delivered and
evaluated a service-user led contact-based e-Learning programme. Initially, this was to be targeted at
front-line ‘street’ officers, but was later widened to include all staff. This programme consisted of
three online modules: one on recognising the signs of mental distress, one on engaging with and
responding to people who experience mental distress, and one specifically on suicide.
The overarching aim of these modules was to improve outcomes for people experiencing mental
distress by enabling Police to recognise, engage and respond to people experiencing mental distress,
in a way that is understanding, communicative, compassionate and respectful, in order to facilitate
prompt access to appropriate services at a place of comfort and safety in the least restrictive manner.
The modules were developed in accord with best practice for designing anti-stigma and discrimination
interventions to the extent permitted by the e-Learning medium. Thus a key aspect involved
facilitating interpersonal contact between the learners and the subject matter experts - people with
experience of mental distress and of engagement with the Police when experiencing mental distress,
who hosted and delivered the majority of the content.
The evaluation of the e-Learning has both attitudinal and behavioural change strands, with the
emphasis being on behavioural change. The attitudinal strand consisted of a survey before and after
the e-Learning, delivered by a quantitative questionnaire (The California Assessment of Stigma
Change (CASC); Corrigan et al., 2015). The behavioural strand collected qualitative data from 24 semistructured telephone interviews, structured according to the overarching e-Learning framework.
The quantitative results from the attitude strand suggest improvement on all four CASC scales
(attribution, recovery assessment, empowerment, and care-seeking), supporting the view that the eLearning had impacted positively on stigmatising attitudes towards people with mental distress.
However the relatively small numbers of people who have engaged in both the learning (just over
3000) and the evaluation (under 500 provided data for comparison with the baseline survey) means
these results are caveated.
Through the behavioural-focused evaluation, changes in both attitudes and behaviour were reported,
principally in relation to recognising and engaging with people who experience mental distress .These
changes were either explicitly attributable or may be attributable to the modules. More specifically,
the changes reported suggest that these Police staff are recognising and engaging in a way that can be
generally described as more understanding, communicative, respectful, and compassionate. The
changes also align with the victim, prevention-focus of the organisation in relation to responding to
mental distress and organisational values, particularly empathy.
However significant barriers to implementing the e-Learning with regard to facilitating outcomes
were reported. The implication from the data is that principally problems of inter-agency working are
preventing the Police from being able to facilitate “prompt access to appropriate services at a place of
comfort and safety in the least restrictive manner”.
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Other findings include little change in accessing well-being resources in the Police force, despite an
apparent change in attitudes towards care-seeking, which may be indicated by data within the
attitude strand.
Other comments included the desire to see further training, such as the e-Learning being used to
develop and disseminate ”regular refreshers”. Also, communications staff expressed the desire for
more relevant material to be delivered to them in future, which is unsurprising given that the eLearning was not specifically tailored to their roles.
Overall, the e-Learning modality seems to have been highly acceptable to staff, and successful in
terms of facilitating the type of interpersonal contact that counters negative ideas and myths,
attitudes and behaviours, as well as affirming positive ideas, attitudes and behaviours towards people
who experience mental distress. This is further supported by the fact that the value of focusing and
drawing on lived experience of mental distress to create and deliver the e-Learning was emphasised
throughout the dataset.
The clear majority of staff involved across the evaluation had regular contact with the public in their
roles, and the reported changes in attitude (caveats remaining) and behaviour by them, provide good
grounds for concluding that the e-Learning has contributed to improving outcomes for people who
experience mental distress.
Recommendations:
 That efforts to support and encourage more extensive general uptake of the e-Learning are
explored further
 That the e-Learning training be built into the Field Training Unit “curriculum” for probationary
constables (currently being actioned)
 That work to identify systems, practices, policies and procedures to support improvements in
the relationships and ways that the Police and other agencies are working together to support
improved outcomes for people who experience mental distress is continued (ongoing)
 That face-to-face bespoke training for communications staff is developed and delivered
(scheduled to be actioned 2019)
 That development and dissemination of regular “refreshers” of the key learning conveyed
through the modules be considered
 That advanced mental health training be developed and delivered (scheduled to be actioned
in 2020)
 That staff help-seeking behaviour is explored further and if warranted, work undertaken to
address negative attitudes that preclude help-seeking behaviour, as well as affirming positive
attitudes that encourage help-seeking behaviour.
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Background
Stigma and Discrimination
Internationally, the consequences of discrimination and social exclusion related to mental
distress are of substantial concern (Evans-Lacko et al., 2014; Griffiths et al., 2014; Li et al.,
2014; Yamaguchi et al., 2011; Arboleda-Florez & Stuart 2012; Beldie et al., 2012; Gaebel et
al., 2017). Hence, there are public stigma reduction programmes running in many countries
(Corrigan & Fong, 2014; Beldie et al., 2012; Gaebel et al., 2017), including New Zealand.
Addressing stigmatising attitudes and discriminatory behaviour regarding mental distress has
generally been grouped into three strategies: education (which replaces myths about mental
illness with correct information), contact (which challenges public attitudes about mental
illness through direct interactions with persons who have experience of mental illness) and
protest (which seeks to suppress stigmatising attitudes about mental illness) (Corrigan &
Penn, 1999; Corrigan et al., 2001).
A recent Lived Experience Informed Selective Narrative Literature Review (Ashton et al.,
2018) identified the following:
Target Groups. Anti-stigma experts with lived experience have identified that stigma
reduction interventions need to be exclusively focused on people who by virtue of societal
roles, are in positions of power vis-à-vis people with mental illness, and more specifically
include those functional relationships with people who experience mental distress, such as
the Police. Despite the Police being identified as a group in need of targeting by initiatives to
counter stigma and discrimination, there are relatively few Police-specific programmes and
hence not a lot of evidence of what works with this population group in particular, which is an
issue in terms of tailoring interventions to Police-specific needs (Warner, 2017). The other
key aspects of targeting involve identifying exactly how stigma and discrimination within the
target group needs to change and setting corresponding goals; and developing methods and
messages based on target group and goals. It has been identified that workplace
interventions require different targeted messages and strategies for the various stakeholders
within the workplace (e.g. supervisors as opposed to employees) (Chen et al., 2017).
Methods and Messages. Most effective are approaches that utilise contact (defined as
multiple forms or points of interpersonal contact between people with experience of mental
distress and the target group) and education (defined as guidance to help people interpret
their experiences through the contact) in concert. Whilst the focus of these contact-pluseducation approaches should be on how stigma within the target group needs to change and
the corresponding goals that have been set, this focus should specifically include
affirming positive ideas, attitudes and behaviours as well as countering negative ideas and
myths, attitudes and behaviours. For some time, it has been known that certain conditions
are required to make contact most effective in countering stigma and discrimination. The
latest research gives precedence to and provides more specificity in terms of conditions
related to the status and attributes of people with mental distress that are required to
facilitate effective contact: (i) have equal status with the target audience (e.g. as educators,
facilitators, presenters and leaders); (ii) be well trained in, and empowered with, the
knowledge and expertise of effective strategies to challenge stigma and discrimination; (iii) be
5
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reflective of the target audience; (iv) be in recovery (hopeful and goal-oriented) despite
current or past experience of mental distress); (v) have both stories of challenge and positive
recovery stories; and (vi) be credible and inspiring—viewed as having had challenging
experiences of mental distress but also having achieved goals beyond those related to mental
health. The effectiveness of contact can be further enhanced with: (i) a mutual goal; (ii)
working together; (iii) the support of authorities, legislation or custom; and (iv) organisational
expectations and support of change. The concerted condition-based contact plus a key
message-based education approach should be augmented with opportunities for open
dialogue, allowing for lots of non-judgmental discussion, interaction and questions and
answers. Finally, it has also been recognised that to be most effective these interventions
need to be supported by (i) seeking the integration of anti-stigma and discrimination
messaging throughout organisations; and (ii) advocating to identify and reform discriminatory
conditions, norms, systems, practices, policies and procedures.
The evidence regarding the impact of e-Learning approaches is mixed with some finding them
to be at least as effective in reducing personal stigma as face-to-face delivery (Griffiths et al.,
2014; Clement et al., 2011) and others not (Yamaguchi et al., 2011; Corrigan et al., 2012,
Nguyen et al.,2012). This is likely due to it being difficult to support meaningful interpersonal
contact through this medium.
Evaluation. The evaluation of interventions to counter stigma and discrimination is critical to
assessing effectiveness in terms of the goals of such interventions and the progressive
refinement of approaches to optimise effectiveness. Providers of these interventions need to
plan for evaluation at the intervention design stage.
Given that best practice in terms of targeting includes the identification of how stigma within
particular groups needs to change, the setting of corresponding goals, and the tailoring of
content/messaging and methods to achieve those goals, it follows that evaluations catering
for the assessment of the different goals of different groups are needed.
Most frequently, attitude and behaviour change are targeted as there is no evidence that
solely increasing knowledge of mental illness results in decreased stigma or discrimination
(Corrigan & Shapiro, 2010). However, more recently, the need for evaluation to concentrate
more on behavioural change is being advocated (Gaebel et al., 2017) - there is good evidence
that measuring attitudes must be replaced by measuring changes of the target group
behaviour (Arboleda-Flórez, 2017) and presently few studies in any part of the world have
focused on behavioural change (Thornicroft et al., 2016). The validity and reliability of data
and the ability to compare studies is presently compromised by the extensive use of
measures that have not been psychometrically tested and/or the use of shortened versions
of scales for expediency. The use of multiple measures and mixed-methods (quantitative and
qualitative) mitigate against the psychometric limitations of the currently available tools and
provide for more comprehensive and robust data in terms of what, when, who, why and how
change has occurred. The lack of evaluation of long-term outcomes, particularly in terms of
behaviour change, together with the very mixed and contradictory results where long-term
evaluation has been undertaken, demand that longer-term behaviour change is a particular
focus of evaluation efforts going forward. Of particular note in terms of long-term impact is
the growing evidence that one-off interventions are not effective over time and the fact that
evidence does not support the view that social contact is the more effective type of
6
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intervention for improving attitudes in the medium to long term (Mehta et al., 2015;
Thornicroft et al., 2016).

The Police Context
Consistent with international trends, the New Zealand Police have seen a rapid growth in the
number of mental health related events attended (from 13,821 in 2005/2006 to 35,803 in
2017) this now being one of the six drivers of Police demand. These call-outs are referred to
as “1M” (relating to people in mental distress) and “1X” (specifically suicide-related). In 2017,
this equalled 98 events every 24 hours (Source: SAS Analytics – Police). Further, in 77% of 1M
events attended, the Police are the only agency on the scene (Source: 1M research – Police
Research Team). In response to annual 1M/1X increases, in 2013 the New Zealand Police
established a dedicated team and committed resource to the aim of improving the response
to people with mental distress. This included an overhaul of the existing training
programmes. In contrast to previous training which had always been delivered by clinicians
with a strong biomedical psychopathology focus, the New Zealand Police took the
unprecedented approach of commissioning the development, delivery and evaluation of
service-user led contact-based mental health training programmes, with a focus on
countering stigma and discrimination. This involved the University of Otago developing,
delivering and evaluating a service-user led contact-based e-Learning programme.

Overview of the three e-Learning modules
For time and cost efficiencies to deliver to a diverse nationwide target group, it was decided
that an e-Learning approach would be most appropriate. The initial target group for whom
the programme was tailored, was front-line ‘street’ Officers.
The overarching framework underpinning the whole learning package aimed to improve
outcomes for people experiencing mental distress by enabling Police to recognise, engage
and respond to people who experience mental distress in a way that is understanding,
communicative, compassionate and respectful in order to facilitate prompt access to
appropriate services at a place of comfort and safety in the least restrictive manner, with the
tag line being “for me to be safe, feel safe, what you do makes the difference”.
Every attempt was made to develop the e-Learning in accord with best practice anti-stigma
and discrimination interventions (as described above) within the constraints of the e-Learning
medium. The subject matter experts were eight people who have experience of mental
distress and engagement with the Police when experiencing mental distress. One of these
subject matters experts hosted the modules and a simulated ‘conversation’ between her and
the learners was facilitated throughout the modules in order to support a sense of open
dialogue as much as possible. Throughout the modules, a good deal of self-reflection is
prompted. Once again, this was to support relatability and to break down the ‘us and them’
dynamic. It also served to support the modules to include a section on personal well-being.
The modules were offered sequentially, with the second building on the content of the first,
followed by the third module being specifically focused on suicide. All modules utilised a
mixture of written text, practical exercises, with the pervasive use of audio-visual recordings.
The practical exercises involved fictional and non-fictional case studies where the learning
7
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content of the modules could be applied. The audio-visual recordings were primarily used to
present personal experiences of mental distress from the eight subject matter experts
(including one member of Police personnel), and engagement with the Police at these times,
but also to convey support and complementary essential concepts from those within the
Police.
Module 1 – Recognising Mental Distress
The first module aimed to provide learners with the tools to recognise the signs of mental
distress in members of the public served by the Police, and to understand their perspectives.
It also aimed to counter myths associated with mental distress, normalise and relate the
concept to the familiar experience of the learner (regarding their own experiences and those
of people they know).
Introduction
The module begins with an interactive scenario involving a 1M (coded as “mental distress”)
communications call asking the learner to choose two words that come to mind when
hearing this call. Sarah Gordon then introduces herself as the host of the modules, her
personal experience of mental distress, and the importance of recognising, engaging and
responding to people who experience mental distress in the police context.
Myth or fact?
At this point, learners are asked about personal experiences of mental distress followed by
myth-busting using a series of statements followed by a “True” or “False” response (e.g.
“People who are experiencing mental distress have a mental illness”; “People who experience
mental distress are violent”; “Mental distress is a form of intellectual disability”). Throughout
all modules, the choices made by learners result in feedback in text form.
Let’s meet some people
The first time the learner ‘meets’ the subject matter experts, each of those people introduce
themselves in terms of their lives generally – their roles and relationships, jobs, family,
interests - and then briefly introduce their experience of mental distress, including a senior
member of the Police sharing their experience of depression, a researcher talking about their
bereavement by suicide and a former communications staff member who had experienced
psychosis.
Using the two words chosen by the learner during the interactive scenario in the
introduction, negative labelling regarding mental distress is addressed, including by
presenting self-chosen terms the subject matter experts used to describe themselves (e.g.
the person sharing her experience of psychosis described herself as a wife, singer and
trainer).
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What causes mental distress?
A written exercise is used to prompt learners to consider, based on their own experiences,
what may cause mental distress. Following this, information is provided on the possible
causes, including stress and everyday problems (e.g. relationship, employment, housing,
legal); exposure to severely distressing experiences in the present or in the past (e.g. abuse,
trauma); genetic or biological vulnerability; and the effects of drugs (particularly
hallucinogens) or alcohol. The learner is asked to reflect on the extent to which their
responses aligned with this information.
What is mental distress?
Using a combination of video recording and text, a formal definition of mental distress as a
broader, more inclusive term, is provided:
Mental distress is a serious and/or prolonged change in the way we think, feel, or
behave (and sometimes all 3) that makes carrying on with normal activities difficult
and causes us or others to be concerned or upset.
Experiencing mental distress
Another written exercise is used to support the learner to reflect on signs or cues of mental
distress. Video recordings of the subject matter experts are used to more fully explore their
experiences of mental distress. At this point, the learner is asked whether they have
experienced hearing voices that are distressing.
Hearing voices activity
An audio recording is used to simulate the experience of hearing voices, which is played
concurrently with the audio recording of an arrest. The learner is then asked a series of
questions about what the arresting officer was saying.
Why do we stop taking medication?
A subject matter expert explains reasons for ceasing medication, with the focus being on
concerns about side-effects, such as weight-gain and physical health problems. The notion of
“non-compliance” being a too simplistic concept in relation to this issue is highlighted.
Mental distress indicators
Based on the insights from the subject matter experts and the hearing voices exercise the
learner is asked if they would like to add anything to the list of signs or cues of mental
distress they identified earlier. Following this, the signs for recognition, and to improve
understanding, of someone experiencing mental distress are categorised as how people (i)
move, (ii) speak, (iii) think, (iv) feel, and (v) perceive, with particular relevance to how
frontline Police may engage with and respond to 1M and 1X call-outs.
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What this means for Police
Videos of several individuals are presented. This includes:






the Assistant Commissioner (Police) who identifies the current demand on Police
responding to people who experience mental distress, emphasises the importance of
doing this well and reinforces that this will always be a role of Police;
A Police Inspector who shares an experience of engaging and responding to a person
experiencing mental distress in accord with the approach recommended through the
e-Learning modules (which is different to how they would have done so previously)
and how the whole incident went well;
One of the subject matter experts highlighting how an holistic, humane (less policy
and process driven) approach is particularly important from a Māori perspective.

Recovery
The importance of Police responding well with crisis situations in relation to the recovery of a
person with mental distress is stated. A definition of “recovery” is provided, and the learner is
asked “Based on this definition, what percentage of people do you think will recover from
schizophrenia?”. Given that most people state a low percentage, the message that recovery
is both possible and probable is highlighted. The concept of the “clinician’s illusion”, which
influences the perceived recovery rates of people with mental distress on the part of mental
healthcare workers (i.e. they tend to underestimate rates of recovery because they only see
people in extreme situations, when they are unwell) is then suggested as being something
that perhaps the Police can relate to.
Your own well-being
Finally, the well-being of Police staff themselves was covered. This offered external resources
for improving wellbeing, such as the Mental Health Foundation’s Five Ways to Well-Being.
Video recordings of Police staff discussing the support available for them are presented
alongside links to these resources.
The module ends with a summary.
Module 2 – Engaging With and Responding to People who experience Mental Distress
Introduction
The module opens by stating the aim of engaging and responding in a manner that is
understanding, communicative, compassionate and respectful in order to facilitate prompt
access to appropriate support at a place of comfort and safety in the least restrictive manner.
From there, the learner is introduced to quotations about their experience from people who
had engaged with the Police when in distress. The learner indicates whether the statements
made convey perceived positive or negative actions by the Police (e.g. “I wasn’t allowed to
grab my shoes or anything – I just had to go as I was”).
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Engage with me
The module then emphasises the importance of engaging with people with mental distress by
(i) being calm and calming, (ii) connecting with the person, (iii) asking what is going on for the
person, (iii) listening to the person, (iv) empathising with the person and (v) asking what
would help the person. Key approaches to supporting each of these ways of engaging are
presented together with video recordings of subject matter experts talking about their
experiences of such things. This is followed by an exercise where learners identify examples
of these techniques in practice.
Facilitate a response
The meaning of facilitating prompt access to appropriate support at a place of comfort and
safety in the least restrictive manner is explored and clarified using two video recordings, one
from a senior Police officer, and another from one of the subject matter experts.
Legislative powers
Whilst emphasising that the ideal is to take the time to try and work out an approach that deescalates the situation, with which the individual and their family agree, and does not involve
detention and restraint, the module then outlines relevant legislative powers, with a
particular focus on the definition of mental disorder, powers in a public place and powers in a
private place under the Mental Health (Compulsory Assessment and Treatment) Act 1992.
The roles of the Duly Authorised Officer (DAO), and of the Community Mental Health team
are also outlined in written text.
Phillip’s story
This fictional scenario is used to support the learner to apply their learning in terms of the
best way to facilitate prompt access to appropriate support at a place of comfort and safety
in the least restrictive manner in this instance. The scenario unfolds with response options
being presented for how to respond at different stages. Upon choosing a response the
learner is then advised if the response is ideal, good but not ideal, or not ideal; and the
reasons why.
The module ends with a summary.
Module 3 – Suicide Awareness
Introduction
This final module begins with explaining the need for a separate module on suicide.
True or false?
As with module 1, module 3 similarly engages in myth-busting regarding suicide using a series
of statements with “True” or “False” responses (e.g. regarding the myth that suicide occurs
without warning; and that people who attempt suicide are attention-seeking).
11
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Suicide risk factors
This subsection outlines in animated text some of the risk factors for suicide, including being
male, young, Māori, having a mental illness, and experiencing social isolation and loneliness.
Using audio recordings, signals of suicidal thinking, such as expressing feelings of having been
damaged, of feeling hopeless and being unable to cope, are presented.
Self-harm vs. suicide
This subsection distinguishes suicide from self-harm; i.e. self-harm aims to manage one’s
distress whereas suicide is intended to put an end to distress. Following a video from one of
the subject matter experts clarifying this distinction, an exercise is completed using moveable
cards, dragging these onto a table. This allows the learner to apply their understanding of the
distinction between suicide and self-harm in relation to the intention to engage in suicide or
self-harm, chosen methods and their potential for fatality. Despite the distinction, the
subsection makes clear that engaging in self-harm does not mean that the person is not also
suicidal, or that they do not need help if not suicidal.
People who are at the highest risk of suicide are identified as having (i) the intention to
attempt suicide, (ii) a plan to attempt suicide, (iii) the means to implement this plan, and (iv)
a time set/timeframe to implement the plan.
The text makes clear that someone who is deemed at risk of suicide should never be left
alone.
Sarah’s story
A video is played of a 1X suicide scenario, followed by an exercise to support the learner to
apply their learning from the previous module on engaging and responding in this context. As
with Phillip’s scenario (in module 2) the scenario unfolds with response options being
presented for how to engage and respond at different stages. Upon choosing a response the
learner is then advised if the response is ideal, good but not ideal, or not ideal; and the
reasons why.
This exercise specifically highlights the benefits of asking open and direct questions of the
person at risk of suicide, and is presented as a conversation between the person in distress
and the Police officer.
A video from Lifeline Aotearoa reflecting on the impact of death by suicide is played, which
completes this subsection.
Engage with family members
This subsection offers the opportunity to reflect on the feelings one may have had or would
have following the death of a loved one by suicide. A collection of possible reactions is
presented on screen (e.g. shock, numbness; despair; anger). The difficulty of knowing what to
say or do in relation to family members who have just lost a loved one by suicide is stated.
12
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Helpful or unhelpful?
A series of statements that have been made to families/whānau of people who have died by
suicide appear on the screen, with the learner being asked to indicate whether these are
“Helpful” or “Unhelpful” (with feedback provided on responses). Examples of statements
include “He is in a better place”, “Why do think he did this?”, and “Did you see this coming?”.
The subsection culminates in a quotation from ‘The Art of Comforting: What to say and Do
for People in Distress’ by Val Walker. This conveys the need for a “depth of presence” with
the bereaved rather than knowing “what to say”.
Lynne’s experience
Lynne Russell’s experience of bereavement by suicide and how Police actions affected her,
particularly from a Māori perspective, are conveyed in a collection of videos (e.g. in
“Removing the body”, “Informing children” and “Too many people”). This is followed by a
Police Sergeant’s guidance on how to respond to the needs of a family member bereaved by
suicide.
The module ends with a summary.
Upon completion of the development of the e-Learning modules the Police decided it would
be rolled out to all staff, not just front-line ‘street’ staff.

Evaluation
The evaluation of the e-Learning was based on best practice (as described above) in terms of
being planned for at the intervention design stage, being focused on the Police as the target
group and the specific goals of the intervention, involving both attitudinal and behavioural
change evaluation but with a particular focus on behavioural change, including both
quantitative (using an established measure with some established psychometric rigour) and
qualitative methods of evaluation.
The evaluation began in late 2016 when the modules became available for staff to access
through the Police human resources management (HR) system

Attitude strand
The evaluation questions for this strand were:
(1) Can the use of an e-Learning anti-stigma/discrimination intervention effect positive
changes in the attitudes of Police staff towards people with mental distress?
(2) Do any such changes persist over time?
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Method
Sample
Any of the following Police staff were eligible for inclusion in the study:






Non-constabulary staff;
Constable (or detective equivalent);
Sergeant (or detective equivalent);
Senior sergeant (or detective equivalent);
Inspector and above (or detective equivalent).

Design
The design was a pre-post follow-up intervention, delivered by a quantitative questionnaire.
The California Assessment of Stigma Change (CASC) (Corrigan et al., 2015) was used as the
data collection tool/questionnaire as it is most relevant to the Police as the target group and
to the attitudinal measurement of the intervention, given that (i) it has been designed
specifically to assess the impact of contact-based programs meeting fidelity standards of
stigma reduction; (ii) it has demonstrated reliability and validity, including sensitivity to
change, across a range of populations; (iii) it includes assessment of prejudicial beliefs,
affirming attitudes, and willingness to seek help oneself; (iv) the inclusion of the assessment
of attitudes to one’s own help-seeking behavior is a particularly important construct for a
group such as the Police (and personal well-being is specifically addressed through the eLearning resource); (v) as a measure developed, used and promoted by the internationally
renowned national consortium on stigma and empowerment, it is likely to be utilised
extensively and hence provide opportunities for comparing and contrasting our results more
widely.
This measure is grouped into four subscales, each measuring separate constructs using Likert
scales (see Table 1; see Appendix for scenario and full questions).
This was adapted for the Aotearoa/New Zealand context. The item “I would speak to a
primary care doctor if I were significantly anxious or depressed” was reworded as “I would
speak to a family doctor (G.P.) if I were significantly anxious or depressed”. Also, the item “I
would speak to a minister or other clergy member if I were significantly anxious or
depressed” was reworded as “I would speak to a minister or Kaumatua if I were significantly
anxious or depressed”. Finally, the item “I would speak to a friend or family member if I were
significantly anxious or depressed” was reworded as “I would speak to a friend or
family/whānau member if I were significantly anxious or depressed”. (See Appendix for the
adapted version.)
Procedure
The e-Learning package was undertaken by Police staff on a voluntary basis as part of their
professional development. Upon logging into the Police staff administration system, an
14
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invitation to participate in the evaluation was offered, with the option of clicking an external
link to Survey Monkey (an online survey website, in no way connected with Police data
systems) to read the Participant Information Sheet. Once this was read and understood there
were two further options: either to go to the consent form or to go direct to the learning
module and not take part in the project. If they chose the route to the consent form, this
could then be completed, at which time the participant entered the evaluation study.
Attribution Questionnaire items (9 items)
1. I would feel pity for Harry
2. How dangerous would you feel Harry is?
3. How scared of Harry would you feel?
4. I would think that it was Harry’s own fault that he is in the present condition
5. I think it would be best for Harry’s community if he were put away in a psychiatric
hospital
6. How angry would you feel at Harry?
7. How likely is it that you would help Harry?
8. I would try to stay away from Harry
9. How much do you agree that Harry should be forced into treatment with his doctor even
if he does not want to?
Empowerment Scale items (3 items)
1. I feel people with mental illness are persons of worth, at least on an equal basis with
others
2. I see people with mental illness as capable people
3. People with mental illness are able to do things as well as most other people
Recovery Scale items (3 items)
1. People with mental illness are hopeful about their future
2. People with mental illness have goals in life they want to reach
3. Coping with mental illness is not the main focus of the lives of people with mental illness
Care Seeking Questionnaire items (6 items)
1. I would speak to a primary care doctor if I were significantly anxious or depressed
2. I would speak to a psychiatrist if I were significantly anxious or depressed
3. I would speak to a counselor if I were significantly anxious or depressed
4. I would speak to a minister or other clergy member if I were significantly anxious or
depressed
5. I would speak to a friend or family member if I were significantly anxious or depressed
6. I would seek help from a peer support or self-help program if I were significantly anxious
or depressed
Table 1. Items of the California Assessment of Stigma Change (Corrigan et al., 2015).

Within the consent form, staff chose a personal code, which was used to link their data
across the study. This code consisted of their mother’s and father’s initials (in that order),
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followed by a memorable date. The mother’s initials included the maiden name initial. An
exemplar was provided:
Exemplar: if your mother's initials are SJ (using her maiden name), your father's initials
are PR and your memorable date is 15th March 1990, then your code would
be SJPR15031990.
Participants then completed a demographic questionnaire followed by the baseline survey.
(All of the materials named above are available in the Appendix.) This same survey was
completed after all three modules had been completed. There was then a follow-up delivery
of the CASC, three months after completing the final e-Learning module.
All sets of responses taken from an individual were matched using the individually chosen
code. In any instances where there was a problem with data-matching, the identifier
automatically generated by Survey Monkey was also used to assist with identification of the
same individual across data points.
Due to the fact that communications staff and constabulary staff have distinct functions with
the Police, there was a question included in the demographic section of the survey, asking
whether the respondent worked in communications. This was used to separate the data in
order to undertake separate analyses of the CASC by these two distinct sets of Police roles.
Analysis
The CASC was analysed as the four separate scales:





Attribution scale;
Recovery Assessment Scale;
Empowerment Scale; and
Care-Seeking Questionnaire Scale.

The original intention was to compare each of the four scales at pre-intervention, postintervention and at 3-months using a two-way analysis of variance (ANOVA). Then, for each of
the four scales, comparisons between the characteristics of staff were to be explored using ttests for gender and personal experience of mental illness (e.g. self, family, friends), ANOVA
for ethnicity, and linear regression for age. Regression models were then to be developed for
the length of service with the Police and the frequency of contact with the public, and to
calculate t-tests comparing constabulary with non-constabulary groups. The independence of
these relationships was then to be examined with multiple linear regressions. As will be
explained, this original plan was altered in light of the collected data.
Findings
From a potential number of over 12,000 police staff in Aotearoa/New Zealand who had the
opportunity to undertake the e-Learning training, just over 3000 staff (approx. 25%) took this
opportunity. However, of these 3000+ staff, only around 900 (approx. 30%) chose to provide
baseline data for the evaluation of the e-Learning training and, of these, just under 500 (55%)
went on to provide further data.
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Given this steady accumulation of sample ‘attrition’ (which is not unusual in studies like this),
this final figure represents under 5% of all New Zealand Police staff, and a little over 15% of
those who had completed the e-Learning training. This was, then, neither a large nor random
sample: it is instead a highly self-selected set of respondents, which is therefore unlikely to be
representative of the target population (i.e. the entire New Zealand Police force).
Further, it was not possible to restrict the timeframe during which the e-Learning modules
were completed. Some staff completed the three modules in quick succession, whereas
others did so over a wider period. This had the potential to influence the ways in which a
respondent answered the survey (e.g. when answering the surveys in quick succession
previous answers were still fresh in the mind, possibly resulting in bias, with respondents
showing supposed improvements following the e-Learning). In addition to the problem of
attrition up to the second data point, this trend continued to the 3-month follow-up,
meaning that it cannot be established whether any supposed ‘improvement’ in response was
sustained over time.
The following data are then presented with the strong caveat that, as a result of these
difficulties, the results are to be interpreted as being merely illustrative of how the e-Learning
training could have a positive impact on stigma and how the CASC may measure this. Whilst
the results may at times be intuitive, caution should be exercised in drawing firm conclusions.
For this reason, findings are presented in general terms only (e.g. not reporting specific “pvalues” from statistical tests).
Demographics
Over half of the sample consisted of “Constable (or detective equivalent)”, with the next
most numerous group being non-constabulary staff (including communications staff). (See
Table 2.)
Group
Non-constabulary staff – Front counter and Communications
Centres (Group 1)
Non-constabulary staff – Other (Group 2)
Constable (or detective equivalent) (Group 3)
Sergeant (or detective equivalent) (Group 4)
Senior sergeant (or detective equivalent) (Group 5)
Inspector and above (or detective equivalent) (Group 6)
Totals

Numbers of % of
respondents respondents
106

21.5

55
254
49
22
6
492

11.2
51.6
10
4.5
1.2
100

Table 2. Numbers of survey respondents by professional grouping.
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There was an unequal gender mix, which is perhaps a predictable outcome for the
organisation. (See Table 3.)
Gender

Numbers of respondents

% of respondents

Female

190

38.6

Male

302

61.4

Totals

492

100

Table 3. Gender mix for the sample

Age ranges appear to match a normal distribution for a large public sector organisation. (See
Table 4.)
Age ranges

Numbers of respondents

% of respondents

18-24

70

14.2

25-34

139

28.3

35-44

137

27.8

45-54

107

21.7

55-64

36

7.3

65+

2

0.4

491

99.7

Totals

Table 4. Age ranges for the sample. (N.B. totals do not equal 100% due to missing data for this item.)

Other items for which data was collected included the length of service, in case this may have
been useful in explaining variation in response on the CASC. (See Table 5.)
How long been with

Numbers of respondents

% of respondents

current organisation
Less than 1 year

60

12.2

1-4 years

116

23.6

5-9 years

104

21.1

10-14 years

73

14.8

15-19 years

51

10.4

20+ years

88

17.9

Totals

492

100

Table 5. Number of years working in the Police force.
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Table 6 illustrates how in future evaluation it is not likely to be useful to compare staff in
terms of how much public contact they have: the vast majority of staff have public-facing
roles.
How much contact with the Numbers of respondents

% of respondents

public in role
Daily contact

400

81.3

Weekly contact

57

11.6

Fortnightly contact

7

1.4

Monthly contact

11

2.2

No contact with the public

13

2.6

488

99.1

in my current role
Totals

Table 6. Regularity of contact with the public in current role. (N.B. totals do not equal 100% due to
missing data for this item.)

A majority of respondents had personally experienced mental distress, either their own
distress, or that of friends or family. (See Table 7.)
Whether experienced mental

Numbers of

distress

respondents

% of respondents

Yes

312

63.4

No

158

32.1

Prefer not to say

17

3.5

Totals

487

99

Table 7. Experience of mental distress in self or other. (N.B. totals do not equal 100% due to missing
data for this item.)

The ethnic mix in the sample broadly reflects that of Aotearoa/NZ society, but note that this
survey item allowed respondents to select more than one ethnic category to represent their
self-identification. (See Table 8.)
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Ethnicity

Numbers of

% of respondents

respondents
NZ European

398

73.4

Māori

54

10.0

Samoan

22

4.1

Cook Island Māori

3

0.6

Tongan

2

0.4

Chinese

9

1.7

Indian

8

1.5

Nieuean

1

0.2

Other such as DUTCH,

45

8.3

542

100.0

JAPANESE, TOKELAUAN
Totals

Table 8. Ethnic categories across the sample. (N.B. total numbers are greater than the overall sample
size due to respondents being able to select all ethic categories that applied to them.)

Analysis of the CASC
Bar charts for the four subscales of the CASC (i.e. a summed collection of individual items for
each factor) each displays a difference in average (mean) scores between the baseline
measure and the second data point (immediately after completing module 3) for all
subscales. This was the case for all but the Attribution Scale for Group 6 (i.e. Inspector and
above, or detective equivalent), which had far smaller numbers of respondents than the
other groups. (See Figures 1 -4.)
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Professional group (1-6)
Figure 1. Changes in mean scores on the CASC between baseline (blue) and data point 2 (green) for
the Attribution Scale.

Professional group (1-6)
Figure 2. Changes in mean scores on the CASC between baseline (blue) and data point 2 (green) for
the Empowerment subscale.
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Professional group (1-6)
Figure 3. Changes in mean scores on the CASC between baseline (blue) and data point 2 (green) for
the Recovery sub-scale.

Professional group (1-6)
Figure 4. Changes in mean scores on the CASC between baseline (blue) and data point 2 (green) for
the Care-seeking subscale.
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Given the distribution of the data and the difficulties outlined with the sample, the only
statistical test used was the Wilcoxon Sign Rank test. Within the limitations of the sample,
there were statistically significant reductions for all four CASC subscales from baseline to data
point 2 in relation to stigma. Due to negligible numbers of respondents continuing with the
survey into a third data point (the 3-month follow-up), no further calculations could be
performed to test for persistence over a larger time-scale.
Conclusion
Given that the dataset has serious flaws, it cannot be relied upon to deliver a definitive
account of the impact of the intervention in the New Zealand Police force. However, these
initial results may suggest an effect that the intervention could have if (i) applied widely
across the Police force; (ii) with sufficient numbers of staff participating in any future roll-out
of the evaluation; and (iii) who remain until completion of the study to allow tracking of
changes over time. Only under these conditions could a discernible impact be confirmed. The
current results are, however, encouraging for, and supportive of, efforts to pursue more
extensive up-take.

Behavioural strand
This strand of the evaluation aimed to establish whether or not the e-Learning package had
been effective in countering negative (discriminatory) behaviours and effecting positive
behaviours in the way that the Police recognise, engage and respond to people experiencing
mental distress. This behaviour change focus aimed to assess whether the e-Learning
package had an effect approximately 6 months after delivery of the e-Learning package.
The evaluation questions for this strand were:
(1) Can the use of an e-Learning anti-stigma/discrimination focused intervention counter
negative (discriminatory) behaviours and effect positive behaviours in the way that the Police
recognise, engage and respond to people experiencing mental distress?
(2) Do any such changes persist over time?
Method
Sample
Participants were required to be either a constable, a sergeant, detective or a member of the
communications staff (i.e. all public-facing roles), and must have been involved in responding
to 1M (mental distress) or 1X (suicide related) call-outs in the previous 6 months. They must
have completed the e-Learning package 6 months prior to the interview.
The participants in the resulting sample are summarised in Table 9, which shows a total
number of 24 interviews.
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Participant Role

Participant Interview No.

Sub-Totals

Communicators
Dispatchers
Supervisors
Communications Total

1, 7, 8, 9
5, 10
2, 3, 4, 6, 11

4
2
5

Sergeants
12, 16, 17
Constables
13, 15, 18-24
Detectives
14
Others Total
TOTAL
Table 9. Roles of behaviour change interviewees

Total

11
3
9
1
13
24

Design
The behaviour strand used semi-structured telephone interviews to assess the impact of the
e-Learning package on behaviour. In order to assess the overarching framework for the
evaluation, the interview schedule was constructed accordingly; i.e. for investigation of any
improved outcomes for people experiencing mental distress in terms of enabling Police to
recognise, engage and respond to people experiencing mental distress in a way that is
understanding, communicative, compassionate and respectful in order to facilitate prompt
access to appropriate services at a place of comfort and safety in the least restrictive manner.
The wording of the interviews (see Appendix) was also deliberately left open to allow
interviewees to freely attribute any changes over the previous 6 months to the modules,
rather than to unduly influence responses by limiting questions to the e-Learning. It would
otherwise have been conceivable that despite being unsure regarding what had caused a
change, a question exclusively about the modules could have influenced responses and the
attributions made by respondents. For instance, the opening script stated, “Today’s interview
will cover issues of behaviour change regarding 1M and 1X callouts over the past 6 months
(following your completion of the e-Learning modules, previously)”. Although the focus of the
evaluation was clearly the e-Learning, respondents had the choice of whether or not to
attribute changes directly to the modules.
Procedure
Interviews were arranged by liaising with Police staff contacts, who brokered participant
recruitment on a rolling basis to ensure adequate numbers within each professional category.
Once arranged (and following ethical consent procedures), each interview entailed
participants’ reflecting on changes in their own behaviour and the behaviours of others
within their team, over the previous six months. Each participant was interviewed by
telephone using an interview schedule, for a period of around 30 minutes. (The full interview
schedule is provided in the Appendix.)
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Analysis
The resulting data were analysed and reported separately for communications staff and
front-line ‘street’ Police, reflecting their differing roles. This involved developing summaries
of the interviews, identifying key themes, exemplified by relevant quotations, within each
target area of interest in the modules.
Findings
Where a respondent explicitly attributed behaviour change to the modules, this is made
clear. Where no explicit attribution is made but where the modules may still have had an
impact (especially when such findings are consistent with other findings of explicit
attributions), this is stated to be a possible impact of the e-Learning. In all remaining
instances, respondents either attributed impacts to another factor (i.e. not only the
modules), or indicated no changes having occurred in the previous 6-month period.
For all following quotations, anonymised respondent codes are of the form “P[for
participant], [number of participant], [letter denoting their role in the Police]”. For
communications staff, there are three letters denoting different roles: C (communicator), D
(dispatcher) and S (supervisor). For all other staff (i.e. front-line ‘street’ Police) there are: C
(constable), S (sergeant) and D (detective). For example, “P7S” for a communications staff
respondent refers to participant/interview 7 who is a supervisor.
Communications staff
Overall impressions of the e-Learning modules
Interviewees were first asked for their general assessment of the e-Learning. For the
majority, communications staff expressed positive views on the modules, including the value
of the lived experience focus. For instance:
I thought the modules were great. I got a lot of valuable information and insight into
how [people with mental distress] feel (P6C);
The modules were aimed at the right level. They were interactive, provoked reflection,
and got the team talking (P7S);
Really good – it was interesting to hear the perspectives of people with experience of
mental distress and how they would like to be treated (P6C);
Quite good actually – easy to follow and understand, and not too much information.
We are inundated with information but the volume was good (P8C);
I really enjoyed the training. I thought the modules were really well done. They made
me think and made me more aware of individuals’ situations. Very informative. I liked
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the voices in the head bit – if that’s what they’re dealing with then no wonder they’re
distressed! (P7S);
Good, clear, easy to listen to and watch (P9C);
They were an eye-opener. I took quite a bit of notice of what people were saying, and
took a lot in. It was great to have people from all sorts of work, especially a senior
police officer admitting he had problems. I knew the basics of mental health but it was
good to understand that anyone can have issues. I enjoyed listening to them (P10D).
For two respondents, despite preferring other types of learning, there was recognition that
the modules had value:
Generally speaking, I found the modules quite hard to engage with, because I find
online learning more difficult – it’s not my learning style. I prefer open forums and
discussions. Others found them interesting, and a colleague with a Youthline
background thought they were fantastic (P3S);
I learn best by actually doing it and being more hands on, e.g. workshops. But the
modules were good (P5D).
For one respondent, the overall sense was that the modules confirmed existing knowledge
rather than provided substantial changes in knowledge:
I can’t really remember them now, but overall I think it was stuff I already knew. They
brought up bits and pieces though and created discussion (P11S).
However, even in this instance, whilst the respondent did not personally think they had
gained new knowledge they did acknowledge that the modules created discussion and they
later indicated noticing changes in others regarding interaction with people with mental
distress (see below, regarding interaction with people with mental distress).
Recognising the signs of mental distress
Participants were then asked the more specific questions in line with the overarching
framework of the evaluation, beginning with recognition of the signs of distress: “Over the
last 6 months of work, have you noticed any changes in yourself or others in your team
regarding the ability to recognise signs of mental distress?”
Key findings: The majority of communications staff reported benefit or indicated positive
changes in the previous six months, that included easier and earlier identification of the signs;
more understanding; a greater degree of reflection, openness and directness; less fear and
judgement; more time taken and attempts at understanding; more ability to relate; more
reassurance provided (particularly in terms of the Police being there to help); language
change, and being less closed- and more open-minded (a mind-set shift). These changes were
either explicitly attributable or may be attributable to the modules. The Mental Health Triage
Line was identified as having had an additional impact. A few respondents stated they did not
think there had been any significant changes in recognising the signs, but that the e-Learning
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had acted as a refresher course, which for some did include building on or consolidating what
they already knew.
The majority of staff either stated explicitly they had benefitted from the modules or
indicated positive changes in the previous 6 months that may be attributable to the
modules: The easier and earlier identification of the signs; and more understanding:
Main benefit of the modules has been the ability to identify signs earlier – not at the
crisis end of the scale but up front when they are first contacted by someone who is
distressed (P2S);
It is slightly easier to identify distress in the caller’s voice –not just in crisis situations
but when there’s underlying mental health issues, paranoia etc. I can hear it in their
tone and delivery – which might be fast or slow, and in their train of thought. Often,
they aren’t able to answer a simple yes or no question, which can be an indicator
(P8C);
I now realise that mental distress can be temporary or the result of one-off problems,
and doesn’t just apply to people with mental health issues. Sometimes it just comes
down to stress and the whole ramifications of that. I can more easily recognise what
people are going through and understand why they feel that way (P9C).
 A greater degree of reflection, openness and directness, less fear and judgement,
more time taken and attempts at understanding, more ability to relate, more
reassurance provided (particularly in terms of being there to help), language change,
being less closed- and more-open minded (a mind-set shift):
The team have done the modules and they’ve got them talking. It’s great to hear them
reflecting on things, trying things out, being more direct and less afraid to confront the
caller and ask them what is going on. The language has changed and there’s more
openness. The modules have been really helpful for staff (P7S);
I now ask different questions. Callers can be vague, so I now spend more time finding
out what they need and trying to understand what they’re feeling. I press for more
information in a nice way, reassuring them that we’re here to help (P6C);
I have noticed changes in my staff: they are more open minded and not so inclined to
put people in a box. Now they understand that stress is a mental illness and that
common things fall under that umbrella. In the past if people didn’t act normal they
were classed as “mental”, but there has been a mind-set shift and people aren’t so
close minded and can relate to things personally (P3S).
It should be noted, in terms of language used, that there was a change from 1M calls being
coded as “mental’ to now being coded as “mental distress”, although it is not known if this
change was the result of the e-Learning:

27

Gordon, Davey, & Tester, 2018
One noticeable change has been the recoding of 1M calls from “mental” to “mental
distress”, which has given it a different meaning and a softer tone (P3S).
The Mental Health Triage Line was identified as having a positive impact, sometimes in
concert with the e-Learning modules:
A lot of our business is repeat calls, and it’s been great to be able to provide referral
services like the Triage line. I think it’s a real challenge for young call takers because
they don’t have much life experience and can seem really naïve (P10D);
Across the board people are more aware. We used to just use broad categories but
now we try to understand what they actually are. With the MH Triage Line, we also
have a better understanding of what they require (P11S).
A few respondents stated they did not think there had been any significant changes in
recognising the signs from the modules, but that the e-Learning had acted as a refresher
course, which for some did include building on or consolidating what they already knew:
Not really - it was like a refresher to original training on mental health which was very
comprehensive (P1C);
Not really - more aware than before. More a case of building on what I already knew
(P5D);
Minimal enhancement / improvement - I’ve been in the police force for 40 years so just
consolidated what I already knew. Younger members of the force may have got more
learning from the modules (P2S).
.
However, it should be noted that respondent P2S had also stated (see earlier quotation) that
the “main benefit of the modules has been the ability to identify signs earlier”. Later in the
interview, they also stated in relation to 1X calls that “I think I have become better at
differentiating genuine or serious cases from those who are just wasting their time…The
modules provide an opportunity to identify signs earlier”. This may suggest that the modules
had a greater impact than their attribution suggests, or that the changes they experienced in
themselves were not attributable to the modules despite recognition of their value for
others, or that the respondent was demarcating 1M and 1X calls in this respect.
Engagement with people experiencing mental distress
The interview subsequently focused on the engagement aspect of the evaluation framework,
with the question, “Over the last 6 months of work, have you noticed any changes in yourself
or others in your team regarding how you interact with people with mental distress?”. For
example, the question related to whether there had been any changes in asking about the
person, listening to the person, calming the person, connecting with the person, empathising
with the person, and respecting the person such as by facilitating their devising a solution.
Key findings: The majority of communications staff reported benefit or indicated positive
changes in the previous six months, including an increased willingness, time taken and efforts
to develop a rapport , to listen and to understand callers’ distress in a more in-depth manner;
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less fear, including particularly in relation to questioning callers, to gather more detailed
information for referrals to be most useful in facilitating help-focused outcomes; increased
confidence, patience, understanding and empathy; less frustration; being help-focused; and
more self- and team-reflection. These changes were either explicitly attributable or may be
attributable to the modules. A minority of respondents indicated that whilst the modules may
have effected some change, this was limited, or that they served to reinforce current best
practice.
The majority of participants reported changes in how they approach the public, which were
sometimes explicitly related to the modules. One such attribution to the modules conveyed a
pervasive change in their work and their personal lives:
I have a son who is clinically depressed, and I’ve noticed I ask more direct questions
and that our conversations are more open, honest and transparent. What I’ve learnt is
transferable to all personal relationships (P7S).
Some staff reported an increased willingness, time taken and efforts to develop a rapport and
to understand callers’ distress in a more in-depth manner; and less fear, including particularly
in relation to questioning callers, to gather more detailed information for referrals to be most
useful in facilitating help-focused outcomes, following the e-Learning:
I’ve noticed that call takers want to understand more about what is going on – more is
being asked and more content goes into the referral. We only have one code but they
ferret out the details and make the extra effort. They develop rapport and the
questioning is good. I’ve noticed the fear has gone – they’re not afraid to ask curly
questions. We didn’t have a lot of this kind of training in the past. Some people with
mental health problems have less tolerance for questions. We’re better at keeping
people on the line now and know how to buy time if they’re triggered by switching to
neutral topics like the weather or a sports event, then go back to the subject (P11S).
Some reported a range of other personal changes, including greater confidence, patience,
understanding, empathy, less frustration, and being help-focused when engaging with 1M/1X
categorised calls, which may be attributable to the modules:
Yes, I’ve become a lot more confident, patient and empathetic. When you’re new to
these situations you can get stressed and panic but I’m more experienced now (P1C);
I spend more time talking to people and have more empathy. Previously I didn’t really
understand how they felt as I haven’t had those experiences. I kindly remind them that
we would like to help. If we hand the call over to the Mental Health Triage Line or the
Depression Line (NZ Health), I now stay on the line and conference call the handover
(P6C);
I am more patient and can more easily categorise stress – I realise it is not them but
their situation. I don’t get as frustrated when they are yelling abuse at me. I now
understand that it is not me or them but the situation (P9C).
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Others reported an increased willingness to just listen to callers:
There is more self-notification, so staff tell me about calls when something wasn’t
quite right but they hung in there and listened longer. There is more self-reflection and
sharing of those reflections with colleagues (P3S);
The main change I’ve noticed is that I listen more and try not to over-talk (P5D).
A minority of respondents indicated that whilst the modules may have effected some change,
this was limited, or that they served to reinforce current best practice:
Not really but I am more conscious of how I interact (P8C);
What was in the modules is what we practise anyway, so while they didn’t teach us
anything new, it was good to know that what we are doing is in line with best practice
(P4S).
However, the latter respondent also made a statement that was relevant to interaction but
which was positive regarding the impact of the e-Learning, albeit in relation to 1X calls
specifically (i.e. possibly as opposed to 1M calls - those related to the code “mental distress”):
It was a new concept in the modules to learn that it’s ok to ask direct questions such as
“are you planning to kill yourself?” and ask how, what weapons etc. This will affect the
police response in terms of an armed response, 2 cars, dog handler etc.(P4S).
Facilitating outcomes for people experiencing mental distress
The interview then turned to the outcomes component of the evaluation framework, with
the question, “Over the last 6 months of work, have you noticed any changes in yourself or
others in your team regarding how you have facilitated outcomes for people with mental
distress?”. This then related to behaviour changes in facilitating prompt access to appropriate
support in the least restrictive manner at a place of comfort and safety.
Key findings: The Mental Health Triage Line was identified as especially helpful to
communications staff and important in leading to positive outcomes, particularly in terms of
them being able to facilitate the accessing of appropriate support; many communications
staff felt that the ‘facilitating outcomes’ component of the modules was not so relevant to
their role; others identified providing reassurance (particularly in terms of the Police being
there to help) and taking time to explain the process - ‘paving the way’ – for the Police to
attend as changes to facilitating outcomes; and, as above, increased empathy, understanding,
patience, and listening (as opposed to following a step-by-step guide) were reiterated as
serving to facilitate good outcomes from a communications perspective. These changes may
be attributable to the modules.
The dominant response, expressed by a number of supervisors, emphasised the role of the
Mental Health Triage Line, which at times may have interacted with the impact of the eLearning:
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A Mental Health Triage Line has been introduced in Auckland and the Waikato which
allows people to be referred to a professional. This is proving very helpful because
many of the calls, especially suicide calls, are outside the area of Police speciality. In
the past, too many people have fallen through the cracks because they can’t get the
right help at the right time (P2S);
A new initiative, the Mental Health Triage Line, has been introduced which means
trained healthcare workers are available 24/7. We follow a flowchart, and if the
person is happy to be referred to a medical professional, we make a conference call
and “handshake them over (P3S);
We now have a Mental Health Triage Line which takes the pressure off and cuts down
call handling time. The training has made things a lot easier. People aren’t afraid to
put the words out there about what is happening (P7S);
The Mental Health Triage Line has definitely led to better outcomes for people in terms
getting issues resolved earlier. I am more confident in terminating the call when there
are trained professionals that can help and access to external resources. I think there
has been a subtle attitude at the centre more generally. It used to be a case of just
another 1M call whereas now we are more willing to work through what’s happening
(P8S);
We use the Triage Line to get people the right help, and advise third party callers to
contact the person’s doctor (their record is confidential, but just to let the doctor know
their concerns) (P11S);
We now have a Mental Health Triage Line that we can confidently refer people to, and
I think this will reduce the number of mental health callers through police because
they’ll get the right advice and referrals. It’s such a relief for staff because they take
what the caller is saying at face value and think that they’re at such a low ebb that
they will carry it out, whereas often the person is just reaching out. It’s fantastic for
staff to have this support (P4S).
Another established process that helped the communications staff to facilitate positive
outcomes, was a Memorandum of Understanding (MOU):
There is an MOU between the Police & the DHB to take people to the emergency
department at the hospital rather than a Police cell, which is good. Police cells aren’t
very nice and also we don’t want to it tie them up unnecessarily (P5D).
However, communications staff are in the unique position in that they often do not get to
hear about outcomes, making it difficult for them to engage with this question:
We don’t really get to know the outcomes as we don’t get any feedback which can be
frustrating, especially if you’ve spent a long time on the phone trying to get help, e.g. a
domestic violence call when you can hear the kids in the background. But I think
conference calls are likely to facilitate better outcomes for people rather than just
handing them over since the dispatcher hasn’t heard their voice or what they said
(P6C).
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However, others identified providing reassurance (particularly in terms of the Police being
there to help) and taking time to explain the process - ‘paving the way’ – for the Police to
attend as changes in facilitating outcomes. Furthermore, as above, increased empathy,
understanding, patience, and listening (as opposed to following a step-by-step guide) were
reiterated as serving to facilitate good outcomes from a communications perspective:
It’s hard over the phone, but I try and reassure people that we want to come around to
help, not to lock them up or send in the men in the white coats. It might tie up a unit
for a couple of hours, but they’re in just as much need as anyone else. I reiterate that
we’re here to help, and try to pave the way so that they’re more open to the police
coming around. I feel for the street staff though and wonder how they cope (P10D);
I use empathy and guide people through the next steps. I take time to explain the
process so they know what is going to happen next (P5D);
I have developed more patience with listening. I need to get certain information but
I’ve found I can get it quicker if I stop and let them talk, rather than direct the
conversation or ask. Normally we follow 6 steps but sometimes this means we can
miss vital information – it’s better to let them guide us. I feel I’m doing a better job
with calls now, which is for the betterment of callers (P9S).
Finally, one respondent indicated that nothing had changed over the previous 6 months:
No, we have a protocol to follow so nothing has changed – people always get the
same level of service and care (P1C).
Legislation
Respondents were then asked, “Over the last 6 months of work, have you noticed any
changes in yourself or others in your team regarding frontline use of relevant legislation?”
Key finding: this aspect of the evaluation was generally not considered of relevance to
communications staff.
Communications staff would not typically use or quote from government mental health
legislation:
We don’t use the MH Act and are reluctant to quote from it (P11S);
No – more relevant for those on the frontline than in the communication centres, who
gather information (P2S);
Not so relevant at the communications end - all we need to do is made a
determination whether to call the frontline, to triage or forward to another service
provider (P3S);
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Not really – can’t remember what was in the modules but we have access to relevant
legislation and can refer back to that if need be. But it’s much better if we can get
people to go voluntarily than having to use legislation (P5D);
No, we don’t really deal with legislation. We have to know a certain amount about
things like tenancy, trespassing etc. but that’s not at the mental distress stage (P9C).
In one instance, the modules were deemed relevant to legislation in relation to
communications staff:
Some staff are ill-equipped in terms of the mental health legislation and what sections
people are under, and they are unsure whether they can intervene or not. I think we
are getting better and the modules helped hugely in terms of what staff can and can’t
do (P4S).
Supporting own well-being
The interview was then focused on Police staff with, “Over the last 6 months of work, have
you noticed any changes in yourself or others in your team regarding how you support your
own well-being?”
Key findings: The majority of participants reported no changes in this respect over the
previous 6 months due to positive pre-existing ways of dealing with the pressures of the job,
often involving the support of family and colleagues, or taking an approach of ‘just getting on
with the job’ and ‘carrying the burden’; in some cases, the modules and particularly learning
about mental distress as a broader, more inclusive concept, being common and
indiscriminate, may have made respondents more aware of their own health needs, the
needs of others, and being proactive in responding to those; whilst there was a high degree
of awareness of the more formalised supports available through the organisation, the actual
accessing and use of those supports was not reported.
Many communications staff identified positive pre-existing ways of dealing with the pressures
of the job, that often involves the support of family and colleagues; and awareness of the
more formalised supports available through the organisation, although not reported to be
accessed and used, particularly:
We have a good support network and can send call takers home if they’ve had a
number of difficult calls. The 1X calls can take a toll. It’s a stressful job and we’re not
bullet proof. We can’t look back on every case. My wife is in the force and we have to
manage how much we talk about work – we’ll talk in the car to a certain point, then
stop and not take it home (P11S);
I’ve been working in the force for over 40 years and have seen a lot of change in the
last 10 years. There is much more support available, and often the new staff will be
taken aside after a distressing call and offered support. That would have been good
but I have a strong whānau unit (P10D);
Probably not. I’m already quite attuned to my needs. People at the comms centre are
good at looking out for each other (P8C);
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Not really – I don’t take it home. We can talk to the supervisor and de-brief, and
support is offered in bad events (P6C);
I’m already very mindful of my own well-being, having worked for 11 years in the
police and in mental health support services. I have tried to maintain my own mental
health, and have a very supportive husband. I de-brief and don’t harbour it. The Police
also have good support services (P7S);
Not really – you’re already aware of the steps you need to take to make sure you’re
not overworking yourself, or getting too emotionally attached or stressed (P1C);
Not really – I’ve always been pretty good at looking after myself, and my 2 year old
daughter doesn’t leave me any time to worry about anything else! People can raise
problems with their supervisors or if they don’t feel confident to do that, there are
posters around with EAP contact details and an 0800 number (P5D).
Or, it may be due to a perceived harsh, intractable reality and/or taking an approach of ‘just
getting on with it’ and ‘carrying the burden’:
It’s an unusual environment we work in. Busy days, tiredness, bad calls are run of the
mill, and we probably don’t reflect back or look at ourselves as much we should. It’s a
case of getting stuck in and getting on with it. Carrying the burden is the expectation
(P3S).
I have become skilled at putting things to the back of my mind and getting on with the
next job (P10D);
Learning more about mental distress as a broader, more inclusive concept, being common
and indiscriminate, appears to have been positive in terms of some communications staff
being able to recognise the signs in oneself and others, and being proactive in responding to
those:
Sometimes I go into that space where I’m a bit depressed or not feeling well or not
thinking clearly, but I’m possibly quicker at recognising it now, and know how to utilise
various coping strategies so I don’t go down the mental distress path. Knowing a bit
more about what mental distress has had a huge impact on my ability to keep well
over the last 6 months (P9C);
I’m more self-aware, and when I’m under pressure I try to reflect back and make sure
I’ve covered everything off. We certainly are under a lot more pressure with staffing
numbers, but I try and leave work at work and take more “me” time. I’m probably
most tense in situations where staff behave in ways that are different from my values,
but I recognise that a lot more. I have a very supportive wife and we talk about the
pressures of work, and I am also more likely to talk to supervisors about staff
behaviours that concern me. I’m more upfront now (P4S).
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The training has helped us understand that it’s not just strangers who have problems,
but people you know. I will often talk to staff quietly on the side if I notice, or anyone
else in the team notices, that someone is a bit withdrawn or upset (P2S).
I have noticed that staff behaviour has deteriorated a lot lately due to increased stress
and performance issues, and that often manifests increased sick leave. I am open and
honest with staff and tell them they’ve got to look after themselves and don’t take
work pressures home. I am much more proactive now and ask, “are you ok?” and
“what can we do?” if I notice signs of stress (P4S).
Suicide (1X calls)
Since module 3 focussed on suicide specifically, the interviewer made this specific focus of
the evaluation clear with, “In addition to your previous responses, do you have anything to
add on the specific subject of whether you have noticed any changes in yourself or others in
your team regarding how you recognise, engage and respond to people attempting or
threatening suicide?”. A number of issues were available for discussion here: whether staff
members ask directly about suicide, whether they focus on causes or solutions, how they
communicate with the bereaved of completed suicides, how they treat someone known to
be suicidal, and how they facilitate outcomes.
Key findings: In relation to 1X calls specifically, the majority of communications staff reported
benefit or indicated positive changes in the previous six months, including most notably by
having becoming more direct with questions asked, particularly those relating to harm. Some
communicators reported change that included increased empathy and understanding; taking
more time and effort to keep people talking, to listen (and make sure callers knew they were
really listening); gathering more information to support the Police in helping; providing more
reassurance (particularly in terms of the Police being there to help); feeling more calm and
relaxed, comfortable, finding the calls easier, and not ‘taking things personally’. A couple of
communications staff reported being more discerning but still vigilant and compassionate
despite assumptions of attention seeking and the frustrations that can be experienced with
repeat callers. These changes were either explicitly attributable or may be attributable to the
modules, and other training initiatives, consistent with and reinforcing of the approaches
conveyed through the e-Learning. Two respondents reported little in the way of change over
the previous 6 months although for one the e-Learning had served to reinforce current best
practice and was considered to be good for others.
The modules appear to have had a positive impact on responding to 1X calls particularly,
having provided an important message to staff:
I have always known it’s important to confront people with direct questions about
whether they have a plan, what it is etc. and have encouraged staff to do the same. It
was great to have this reinforced in the modules: Yes! We need information to make
an accurate risk assessment, but it’s about building rapport and trust, which is done in
the initial approach. The training makes you think about what you say and reflect
(P7S).
Others reported having become more direct during 1X calls, and in some cases this was
genuinely new information:
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It was a new concept in the modules to learn that it’s ok to ask direct questions such as
“are you planning to kill yourself?” and ask how, what weapons etc. This will affect the
police response in terms of an armed response, 2 cars, dog handler etc. This sharpened
us up in terms of going to those difficult questions earlier (P4S);
Yes. I’ve become much more direct – time is of the essence so you can’t be too
sensitive. You need to ask direct questions and get yes or no answers. I wasn’t aware
that talking directly and openly about a person’s intention to take their life was the
best approach (P1C);
Given the public profile of suicide in New Zealand, other training initiatives have been
implemented, consistent with and reinforcing of the approaches advocated through the eLearning:
We have had a lot of training around suicide since it’s become so high profile. We had
a police negotiator here recently who reinforced that it’s ok to talk to people and try to
build rapport, which sets the platform for asking the more difficult questions e.g. are
you planning to take your life? I try to tell people that they’re not in trouble, that we’re
here to help. I remind them that their families are concerned (P5D).
Again, some communicators felt they had increased empathy, understanding, were taking
more time and effort to keep people talking, to listen (and make sure callers knew they were
really listening), gathering more information to support the Police in helping, with more
reassurance being provided (particularly in terms of the Police being there to help); and that
this was serving to build trust more easily, and communicators were feeling more calm and
relaxed, comfortable, finding the calls easier, and not ‘taking things personally’, which may be
attributable to the e-Learning:
I try to keep people talking. I spend more time and have more empathy, and really try
to make sure that they know I’m listening. I used to try and stay away from triggers
(and sometimes that’s important) but often people feel like no-one has ever listened
and they want to talk about their triggers. I am more calm and relaxed now and have
a better understanding of what they need. I didn’t used to like talking directly but that
comes more naturally now. I feel I can build trust more easily. Some people are antipolice but I tell them that it wasn’t me last time and I am listening now and here to
help. I praise them if they do something right, like put down the weapon, because they
feel they can never do anything right. I try and find their interests, or what they used to
enjoy, and just try and keep them talking and get as much information as possible so
we know where they are and how to help (P6C);
I think I have more understanding about suicide anyway as I have it in the family with
a family member. I have a good understanding of what the family goes through and
that terrible sense of helplessness. I excel on the phone with 1X and family violence
calls because I’ve got personal experience and I can put myself in their shoes. When
people call, they’re reaching out for help, so my coping mechanism is to help them,
reassure them that the police are on the way, and do a good job. I used to be worried
about direct questioning because I thought it might tip them over, but I’m more
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comfortable now. I find it easier to work with people and have more empathy and
understanding (P9C);
As a dispatcher, I might want to ask different questions from the communicator, and
will sometimes ring back to ask. I go with my gut feeling and trust my feelings. I listen
to the way they’re speaking, not what they’re saying. I engage them. When they swear
at me I don’t take it personally and don’t dwell on calls (P10D).
Some respondents identified how they were more discerning but still needed to maintain
vigilance and compassion despite assumptions of attention seeking and the frustrations that
can be experienced with repeat callers:
Can be very frustrating dealing with suicidal people who are just seeking attention,
“playing games” and tying up Police time, but I think I have become better at
differentiating genuine or serious cases from those who are just wasting their time.
But everything is treated seriously until proven otherwise (P2S);
We have to be careful not to buy into what the 1X caller is saying, because it can stoke
the fire. Sometimes we have repeat callers who threaten suicide for years then actually
do it. We have to treat each case as a first case. Attention seekers also need to be
treated with care (P11S).
Finally, two respondents reported little in the way of change over the previous 6 months
although for one the e-Learning had served to reinforce current best practice and was
considered to be good for others:
Not really [any change]. These are the most serious calls so right from the beginning
we have been trained to treat the threat as real, and be gentle but direct. We have a
set list of questions to get the information we need. If they’ve taken the step to call, 9
times out of 10 they are requesting assistance. By asking direct questions it validates
how they feel, and you can often hear a change in their voice because they know they
are being taken seriously. The modules confirmed the approach I already use, but I
think they have been particularly good for our street colleagues (P8C);
Not much has changed – there is an assumption that if a person even hints that they
want to kill themselves, we get straight into the conversation with direct questions.
There is no pussy footing around (P3S).
Barriers to implementing knowledge gained from the e-Learning
The question was then asked, “Over the last 6 months of work, have you or others in your
team experienced any barriers to implementing the learning from the modules?”
Key finding: In general, there had been no barriers to implementing the learning identified in
the previous 6 months. Rather, the modules were more often considered to have removed
barriers. Staffing levels and the need for more training were reported by the few participants
who did identify barriers.
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In several instances, the content of the modules was praised in terms of removing barriers
and being implementable:
No. In fact the modules have removed barriers by making it easier to quickly identify
distress and find solutions (P8C);
No I think it’s more of a mind-set change for staff. A lot of call takers are very young
without much life experience. The modules help reinforce that they are in charge, and
this is what they need to do, that it’s ok etc., which is helpful (P4S);
No. The modules have explained that it’s ok to take time with people. Previously police
felt obligated to “get rid of people” and move on to the next case (P2S).
However, a few participants identified - even where improvements were acknowledged - that
(primarily) staffing levels were a barrier to implementation of the learning; and the need for
more training:
We don’t have the staff we need on the street, which impacts us given the volume of
calls we take. It can be really frustrating with delays (P9C);
Lack of staff on the street has a big impact on our work. It’s really great to have the
Triage Line but it’s hard getting used to having the resource. Things have really
improved over time. I used to think, oh here we go, it must be another full moon, but I
don’t think like that now (P10D);
Not really. There are the usual staff issues, and we need more mandatory, rostered
training for communications staff. It would be good to have some training on
questioning techniques – when to use silences, when to use pauses without the caller
asking if you’re still there. We need more training on cold calling techniques and third
party callers. We need an agreed name to refer to 1M callers – not clients or
“mentals” or patients – nothing seems quite right. Using their first name is obviously
good (P11S).
Other comments
Further comments related to:Suggested improvements of having real life scenarios involving currently distressed people to
be in future modules:
Not sure how much police were involved in the development of the modules – would
have been helpful to have some real life scenarios and the opportunity to learn from
people who are currently experiencing mental distress. Maybe some video material of
someone who is distressed and received the right care in order to demonstrate what a
difference it can make (P2S);
Personally, I would like to see someone who is actually suffering with mental illness
come in and deliver a talk to the team so they can put a face to what the person is
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experiencing, and they are not just a name or a word. Or have the flexibility to go to
places where we can learn directly from people’s personal experiences (P3S).
Having regular refresher courses:Most staff found the modules helpful and pretty much covered everything, but this is
just one work stream, so it would be good to have refresher courses and follow ups on
tips and tricks and helps and hints, keeping it short and sweet and in front of people.
The big thing is to have on-going learning and training packages, and to keep it fresh
in people’s minds (P4S);
Refreshers would be helpful that are little and often (P8C);
A refresher would be great – just to keep the key points in front of us (P7S);
We just need stuff to be repeatedly put through – regular refreshers (P11S).
To gain the complete picture (i.e. training targeted specifically at the work of communications
staff):
It would have been helpful if we’d reviewed the kind of calls we get at the
communications centre and target those examples to make them more relevant for
staff. Often the training is generic but we would like tailored examples for those of us
working as the first port of call (P3S);
It would be great to have some training modules targeted specifically for comms. Not
just about acute situations and crises but also chronic illnesses and callers who aren’t
in extreme distress (P8C);
All the scenarios were street based – call takers weren’t included. I think it would be
really helpful to have the complete picture, and provide two-fold benefits: it would also
help the street guys understand what a communicator does (P9C).
Other staff (constables, sergeants, detectives)
Overall impressions of the e-Learning modules
Respondents were, for the most part, highly complimentary regarding the e-Learning.
Exemplar quotations include:
Awesome. I’ve been reflecting on my practice over the 11-12 years I was in the force
and there certainly are things I will be doing differently going forward. I did about 53
training modules as part of my re-training, and this one really stood out. It wasn’t just
a tick-box exercise. They were informative and had real impact. I think having real
people telling real stories provides a very powerful learning tool. Officers will respond
to the fact that it was professional people with mental distress, which helps break the
stereotype that it is low socio-economic status people who abuse substances that
experience distress (P22C);
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Well overdue. They were pitched at the right level, had the right content, and were the
right length. We are a better organisation for it (P12S);
Very good. Different slant. Easy to understand (P16S);
Really good to have people discussing their experiences and telling their stories. Real
people talking about real things, real life (P17S);
They were interesting. I remember a woman telling her story and watching her
experience. It was real life, not just stats. It’s much more powerful listening to
someone who’s gone through it (P24C);
It has been great training for staff as there is a lot of resistance in the police. It’s
always been an old boys’ network and you have to be tough. Some training is very
dumbed down, but this was good. It wasn’t over the top. It’s real and easy to take on
and identify with situations, which makes it very acceptable (P20C).
Other general impressions were more mixed regarding their delivery. Whilst recognising the
value of the e-Learning, they indicated barriers faced such as problems with accessing a quiet
place to complete the modules (P12C), considering the modules to be lengthy (P18C) and
having difficulties in general with online learning (P23C). (See subsection below on the
barriers to implementing the e-Learning.)
Recognising the signs of mental distress
Front-line ‘street’ Police were then asked the first of the more specific questions, regarding
recognition of the signs of mental distress.
Key findings: The majority of front-line ‘street’ Police reported benefit or indicated positive
changes in the previous six months, including easier and earlier identification of the signs;
increased empathy, patience, understanding and open-mindedness; language change; less
judgment; a greater degree of reflection, including self-reflection; and being more mindful.
These changes were either explicitly attributable or may be attributable to the modules.
Several respondents indicated the e-Learning was a useful refresher, building on or
consolidating what they already knew, and/or indicated that they already had the knowledge
it was intended to impart.
As with communications staff, for the most part respondents stated positive changes in
relation to the modules in this respect:
Staff can identify issues more quickly. The modules have helped us extend ourselves.
We are more mindful of the terminology and labels we use. We now discuss the person
rather than referring to them by a code (P12S);
Many people suffer and are known to the Police, but I used to deal with them purely
on a criminal basis and refer them to their key mental health worker. It was a real eyeopener for me. I simply had no idea, and it makes me reflect that I probably haven’t
served some people well in the past (P22C);
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I take note of myself and others more. People aren’t going to admit they’re having
problems so you have to learn how to recognise signs. I’m now more mindful of what
they might be experiencing. I remember something in the modules about what goes on
in the head – sounds, voices – and now I wonder if people might be hearing the same
things. I took note of what might be going on for people (P24C);
The more staff are exposed to this kind of training, the more they are able to recognise
the signs. It opens up their minds and provides understanding not judgment (P20C).
Other responses indicated changes over the previous 6 months, which may be attributable to
the modules:
I’m more open minded when speaking to people and have more patience (P18C);
I understand more now, I ask more questions and I’m more patient (P19C);
I’m more professional and skills approaching “the mental person” have improved
(P15C).
Several respondents indicated the e-Learning as a useful refresher, building on or
consolidating what they already knew, and/or indicated they already had the knowledge it
was intended to impart:
I already have a good ability to recognise signs. They kind of built on what I already
knew (P13C);
Recognising distress is a significant consideration already and a huge part of my job.
After 20 years in the force I know how to recognise and understand unsafe behaviour
(P17S);
Not specifically but it was good to have a refresher. Most of the learning happens
through experience on the job, but it helps to identify distress better and think about it
more (P21C).
Engaging with people experiencing mental distress
Front-line ‘street’ Police next provided responses on the engagement aspect of the
evaluation.
Key findings: The majority of front-line ‘street’ staff reported benefit or indicated positive
changes in the previous six months, including increased empathy, patience and
communication skills; an increased willingness, time taken and efforts to listen, to ask
questions that provide for greater depth of understanding of how to help, to be less
threatening, to find ways of relating; and increased confidence. These changes were either
explicitly attributable or may be attributable to the modules. Other respondents saw the
modules as useful (e.g. increasing empathy; being more mindful, understanding) through
refreshing, up-dating and/or extending existing knowledge and skills. Finally, others reported
not having gained knowledge from the e-Learning or that it served as a useful reminder.
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The majority of respondents indicated changes in the preceding 6 months. The e-Learning
was explicitly implicated in some instances:
I never thought to ask: 1) what worked for you last time? 2) What can I do to help?
Such simple and powerful questions. I’d never thought about it that way before, never
took 2 seconds to think about how they might be feeling. Now I can see how short
sighted we’ve been, not digging deeply enough (P22C);
I’ve always been good at engaging but I think my communication has probably got
better since doing the modules. I’m more willing to listen which means they’re more
willing to talk. I try and find common ground, and ask what’s caused them to get to
this place. But they know and we know that we can’t really help, we can only try and
get them help. And there’s no real help available. We just take them to hospital and
they’re told to stay on their meds, or their meds are increased and they’re sent home
again (P23C).
For others who thought there had been changes, which may have been due to the modules,
these changes took the form of making more time to talk to people, having greater empathy
and patience:
I am better at listening and take my time more, which can be challenging when we’re
under pressure to get to the next job. I understand more about what they’re saying
and why. I spend more time engaging now (P18C);
I now have a greater level of appreciation and take more time. There are always time
constraints so I’ve learnt how to be more patient. I also try to be less threatening and
avoid that kind of look (P13C);
I have more empathy now and more understanding of a person’s state of mind and the
reasons behind it. I find if I can understand, then I can relate better. I like it when
people are real and can speak openly about their problems. I use a soft approach
(maybe because I’m a female) to try and open people up, and see it as a challenge if
they shut me out. I try and make an impact on them in some way “oh that cop’s really
cool”, and engage more with them. I’m more confident now (P19C);
I’ve noticed with my colleagues there is more communication and willingness to
observe. Understanding gives calmness and openness to react differently (P20C);
I find it really hard for people with mental health problems, to try and think about how
they are. But it’s in the back of my mind more, and I think I’m more empathetic to
what they’re actually going through. I’m more mindful (P24C).
Despite conveying views on mental distress that were not shared by other respondents, the
one remaining respondent in this grouping also indicated a change (i.e. patience and
empathy), which may have been due to the modules:
You can usually tell a “mental person” because they are usually a bit slow or different,
but I just talk to them normally. Sometimes they refuse to talk, but I have more
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patience now and think twice. I think about what it must be like inside their heads,
their brains when they hear voices, and imagine what it’s like to be in their
shoes…Sometimes I try and use humour and make them laugh (P15C).
Other respondents saw the modules as useful (e.g. increasing empathy) through refreshing,
up-dating and/or extending existing knowledge and skills:
I am more mindful but I’ve always done the kind of things the modules talked about
like calmness. What really stood out for me was around management and the best
place to take someone, but otherwise they just built on what I already knew (P14D);
It was good to have a refresher, to update skills and take better note of what someone
is experiencing and concentrate more. It helped me to be more empathetic and to
understand from their perspective, why they are behaving the way they are (P21C).
Finally, others reported not having gained knowledge from the e-Learning or that it served as
a useful reminder:
Not really. I always try to be empathetic, sit them down, talk calmly – like the crisis
team: have a chat and try to help (P16S);
I already have good listening skills and empathy but it was a good reminder. I’ve
always used a low approach: keep yourself small, be mindful of lights, sound, number
of people etc. Keep the stimulation down (P17S).
Facilitating outcomes for people experiencing mental distress
The question on facilitating outcomes was the final part of the overall framework (i.e.
recognition, engagement and outcomes).
Key findings: The majority of front-line ‘street’ Police reported no change in the previous six
months, largely as a result of issues with inter-agency working. Hence, despite the
acknowledged organisational commitment of the Police and improvements in recognition
and engagement on the part of the Police, this appears to be preventing Police from
facilitating prompt access to appropriate services at a place of comfort and safety in the least
restrictive manner, which is of frustration to them, particularly when the outcomes often
involve having to take people to the cells and/or people not getting the help they need.
Where inter-agency relationships were in place and working well changes reported include a
shift from taking people to the cells, and an approach of considering and responding to wider
social issues.
Only one respondent explicitly referred to the e-Learning in relation to facilitating outcomes.
This statement highlighted the complexity of the problem, regarding which the e-Learning is
likely to have just one part to play:
Our whole organisation is focused on prevention and partnerships. For a lot of our
cases, especially around domestic violence, our relationship with people may last for 12 years. We try and make sure they’re engaged with mental health services, attend
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appointments etc. So, it’s probably a mixture of the two: the modules and the focus of
the organisation as a whole (P14D).
Some positive statements were made about current organisational processes, including interagency interactions:
In the last 2-3 months, there has been a shift and we now take people to hospital
rather than the cells. We always knew that cells were not the right place to keep
people but there have been issues with local resourcing and we don’t have the staff
which creates pressures. We contact the crisis team and now take them to the mental
health ward (P17S);
Having an inter-agency approach really helps. We are more than the ambulance at the
bottom of the cliff. We use a wider approach that looks at other aspects such as
housing, food, money etc. Our mind-set is prevention first, so if we can address some
of these issues it can save time down the track (P12S).
However, for the most part, the respondents discussed problematic issues regarding interagency working, which rather more relate to structural barriers to implementing the eLearning:
We relay information to various agencies but it can be really frustrating when we have
gone the extra mile then are let down by mental health services. We put in the time
but are not assisted at the other end. It might be different in a metropolitan area but
the services are stretched to breaking point in the rural areas (P13C);
No. It’s really frustrating with the mental health system. We are doing the same old
thing – getting people to hospital, to family – but they’re not getting the help they
need. People know how to play the game and present in certain ways, and doctors
believe them, so they get what they want but not what they need (P19C).
Indeed, this difficulty with inter-agency work was at times expressed as a hopeless enterprise:
What really can we do? Services aren’t really there. We all know there is a crisis in
mental health services and not enough facilities. Sometimes people are sitting in the
station for 5-6 hours because there is nowhere to take them. It’s not good, we try not
to keep them in the cells but the CATT team are busy and if we take them to the
hospital, they just walk away. There is no back up and no long term help. Our role is to
keep them safe and keep others safe. There’s not a lot else we can do (P16S);
The problem is that we can understand what is going on, not fully, but we don’t get a
lot of support from mental health services here. There are issues going on but no real
support. We try to get help but end up having to take them back to the station and
wait for them to be assessed. They won’t be taken at the ward, so the only other
option is to take them to ED (P24C);
It’s a challenge trying to work with other organisations. In less severe cases I think
there has been a change as we are better at observing and documenting our
observations – the way we record information helps people to get help. But with more
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severe cases there is little we can do because we are really lacking the resources. We
may keep receiving training and become kinder, fairer, better at our jobs, but then we
put people straight back into the same situation where nothing has changed (P20C).
Finally, one statement indicated a far broader problem, implicating wider social processes:
It seems we really don’t know how to fix psychological problems. I think the real
problem is a social one – social and drug problems are over represented in people from
lower SES backgrounds. No-one wants to go to the doctor – what can they do? It’s just
a Band-Aid (P23C).
Legislation
Key finding: A minority of staff indicated increased awareness of, and confidence with, the
Mental Health Act, which has resulted in more adherence to the criteria and duties. One
supervisor identified that there has been a change in mind-set and how they are working to
improve the situation should they have to take people to the station. These changes were
either explicitly attributable or may be attributable to the modules. Generally, no change was
indicated during the previous 6 months. Some responses showed a good understanding of
the distinctions between legislative powers in a public and a private place with others further
identifying how they work to try and support voluntariness in situations where the legislation
does not apply.
A minority of staff indicated their increased awareness of, and confidence with, the Mental
Health Act and that the e-Learning had had a role in this, or simply as a refresher course:
It was good to have some information clarified and helps to refresh the memory – I
feel more confident now. Sometimes the information can be a bit dry to learn, so the
modules were good in this respect (P21C);
Yes. I find it hard to remember and hold the information in my head, so showing
scenarios and examples of how the legislation works is really helpful (P20C);
It was good to have a refresher about what I can and can’t do. We all need refreshers
(P22C).
Others indicated positive changes over the previous 6 months in terms of working to
legislation; these changes may have been related to the e-Learning:
I am more confident of what we can and can’t do (P13C);
There has been a change in mind-set and staff are more aware. We have to make sure
criteria are adhered to for calls under the MH Act, and detox, and we are getting
better at this. If we take people to hospital we have a duty of care to stay with the
person until they are seen, which ties up a member of staff. CATT expects us to take
people to the cells, which is sometimes the only option to address safety. We can hold
people at the station in a nicer environment than a cell and give them tea and a
biscuit, and we are getting better at involving a family member or support person.
(P12S).
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A majority reported no changes, which perhaps reflects the static nature of law and the
necessity of a strong grasp of legislation in order to become a police officer in the first
instance. Some responses showed a good understanding of the distinctions between
legislative powers in a public and a private place with others further identifying how they
work to try and support voluntariness in situations where the legislation does not apply:
No. The law is the law (P18S);
Not really – it’s been drummed into us what we can and can’t do. We don’t have the
power to force people to come with us, but talking is really helpful – telling them we’re
not there to arrest them but we’re like a taxi to take them to hospital (P23C);
The legislation has always been something we have to use quite regularly (P14D);
No changes. I always ask the person if they would like to go to ED or their crisis team
and try to get them to go voluntarily as we have no power to force this (P15C);
No changes. We have the power to go in and lock them up if necessary, but it’s easier
if it’s on the street rather than entering a person’s property (P16S).
Finally, in future delivery, because “learning about legislation can be sterile. It would be good
to connect the learning to examples and stories of when legislation can and can’t be used.”
(P17S).
Supporting own well-being
Key finding: Even if they identified being more aware of potential issues and/or are currently
facing issues, the majority of participants reported no changes in this respect over the
previous 6 months due to positive pre-existing ways of dealing with the pressures of the job,
no current issues or taking an approach of ‘just handling it’. Whilst there was a high degree of
awareness of the more formalised supports available through the organisation, only two
persons reported accessing and use of those supports; and it was specifically identified that
others aren’t so willing to accept help or that doing so is still considered a weakness by some.
Two people identified the modules, and particularly learning more about mental distress as a
broader, more inclusive concept, being common and indiscriminate, as having had a positive
role in encouraging them to manage their own well-being, and support the well-being of
other staff. More specifically one supervisor had implemented 2 wellness strategies in
response.
The modules themselves were explicitly implicated as having had a positive role in
encouraging two Police staff to manage their own well-being, and the well-being of other
staff, more effectively:
I tend to look more at triggers and am aware of stress. It can happen to anyone –
people you wouldn’t expect. You expect the stereotypes, which is why the modules
were good. I can recognise when I need help, and with colleagues (P24C);
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I am now more aware of the impact of stress on staff. It can cause time away and the
workload can be too much. I have implemented 2 strategies as a direct result of
looking at the modules: 1) I have got the staff welfare officer more involved, and 2) I
ensure compulsory wellness checks. In terms of myself, I could probably do more but I
don’t let things get to crisis point (P17S).
However, the majority of respondents reported that, even if they are more aware of potential
issues and/or are currently facing issues, they already have a well-implemented support
system and/or sufficient self-awareness to manage their own well-being and/or are well
aware of the supports available even if they are not making use of those presently:
I already have a high level of seeking help if I need to (P20C);
I guess I’m better able to identify issues, but I don’t really have any problems. There
are already good support systems in the police (P21C);
There are already systems in place, de-briefs etc. (P14D);
As a supervisor, I get to know staff, their personal and home life, and know how to
manage my team’s stresses. I am also aware of my own mental health – my mother
had depression so I’ve come to know my own triggers and know how to manage my
own stress. Having a female perspective helps I think (P12S);
Not really. I’m still haunted by…but I can handle it. It’s part of the job. It actually
makes me tougher and makes me take suicide threats more seriously. There are
resources though and management will arrange for you to talk to someone if you
want (P15C);
Ten years ago, we would never have the types of conversations we have now. When
there are traumatic events, people can see a counsellor or a welfare officer to talk
about it. We are much more aware now (P16S);
I’m more aware and for some reason I seem to be suffering more lately. I didn’t used
to get so affected by things but we are exposed to some serious situations and things
seem more pronounced. But I’m not afraid to say I need help and I’ve just done 3
counselling sessions and might do another 3 for some issues around death that have
stayed with me (P19C).
As some of the quotes above also suggest, despite people being aware of the issues and the
supports that are available, staff may still not access this assistance:
I have been involved in some dreadful incidences and been given professional
assistance. But others in the team aren’t so willing to accept help (P13C);
It’s important to talk to supportive people and colleagues, but some people in the force
still see it was a weakness. I think it’s not healthy not to talk (P22C).

Suicide (1X calls)
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Key findings: : In relation to 1X calls specifically, the majority of front line street staff reported
benefit or indicated positive changes in the previous six months, including most notably by
having become more direct with questions asked, particularly those relating to harm;
increased empathy and patience; taking more time and effort to listen and to try and
understand, and to relate. These changes were either explicitly attributable or may be
attributable to the modules. For some respondents, where the content of the modules did
not appear to provide new information, they were still valued for their role in reinforcing or
building on learning or for the learning of new staff. Other respondents either reported no
change in the way they deal with situations, which may reflect existing best practice policing,
acknowledged as being very different to that of the past, and described in a way that is
consistent with the key learning of the modules; or a rather more “jaded” view.
In several cases, the modules may have effected positive change with regard to responding to
1X calls, including empathy and direct questioning:
Listening to stories helped to reinforce the advice I give staff attending situations. It
was a good way of seeing what we can do positively and negatively, and recognising
when decisions need to be made. Empathy is entrenched in me but I probably have
more patience now (P17S);
Yes, my colleagues and I are more aware and training like this brings it to the
forefront. Suicide is happening more than ever and it makes us take it seriously,
understand the triggers etc. (P20C);
I try and take my time to understand the underlying issue and really listen. I ask
questions and try and show I’m interested. I try and find similar interests and find out
why they’re feeling the way they are (P18S);
Suicide calls are going through the roof. Christchurch is the crystal meth capital of NZ
so things won’t improve until that’s addressed. Mental health services release people
the same day that they’ve threatened suicide. More resources are needed. There’s
nothing I can do. Direct questioning is good, which I think new cops find hard (P23C);
I’m more empathetic and have a better understanding of why people might feel
suicidal, but we’re just a bandage and the best help people can get is with the experts.
I have no problem asking direct questions – it’s blunt but I try to smooth it out but
saying things like “I don’t want to embarrass you or make you feel awkward, but could
you tell me…” (P21C).
Where the content of the modules did not appear to provide new information to
respondents, they were still valued for their role in reinforcing or building on learning or for
the learning of new staff:
It was interesting to watch the modules because they made me feel better – it
confirmed I was using the right approach. I think it would be helpful for new officers,
especially talking to families (P24C);
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I can’t think of any changes regarding the way we treat people. We had already been
introduced to the concept of direct questioning in our Custodial Suicide training, so
again the modules built on what I already knew (P14D);
I have attended many suicides and the modules reinforced what I know. My strength is
my ability to talk and have empathy. It’s important to think about what to say in these
situations, how to talk to the family, how to talk to people who are so desperate and
not to judge. The information in the modules was relevant and important and should
be mandatory to view. We make mistakes sometimes but that’s how we learn (P22C).
Notably, the latter respondent also reported previously the transformative role of the
modules in relation to interaction with people with mental distress, and increased empathy.
Again, there may be a degree of separation in the minds of staff between 1M and 1X calls,
which may explain this.
Other respondents either reported no change in the way they deal with situations, which may
reflect existing best practice policing, acknowledged as being very different to that of the
past, and described in a way that is consistent with the key learning of the modules; or a
rather more “jaded” situation:
We’ve always adopted a good stance and used a direct approach. People with real
mental health issues seem to respond favourably to that. We do it well and have come
miles in terms of our professionalism and respectfulness (P12S);
It all depends on communication and building trust – two different cops can have two
completely different outcomes. I treat the person like a friend. You can’t tell a lie – they
know. It’s all in the way you speak, eye contact, voice tone. I tell them I’m here to help
and they can feel it. They know if you’re thinking they’re a piece of shit. Again, I always
try and put myself in their shoes and treat them respectfully. I use my gut feelings
(P15C);
I feel jaded. I know the regulars by name. They want to talk, want help, which is fair
enough, but I’m not going to waste my time. I’ve seen hundreds of dead bodies – you
just have to move on. It’s a job. You have to de-sensitize (P16S).
Barriers to implementing knowledge gained from the e-Learning
Key findings: The majority of respondents reported time and resourcing, associated with both
the job and engagement in learning, as barriers. Whilst often acknowledging the commitment
and resources the Police as an organisation is providing in terms of mental health related
work the other reported barrier was inter-agency working. Whilst finding the modules useful,
other respondents voiced issues regarding the delivery, or context for the delivery, of the eLearning.
In relation to available time and resourcing, respondents stated:
The main barriers are time factors and resources. We don’t have time to sit with
someone for 2-3 hours at their address – it’s much easier to bring them in and have
someone sit with them. And safer too for a small person like me looking after a large
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mentally distressed person. It’s the logistical and practical things that are the barriers
(P14D).
Staff availability and time…(P19C).
There was also the issue of available time to engage in learning:
The main barrier is time. We have training all the time and sometimes people aren’t in
the right space to receive the learning. It often just becomes another tick box (P17S);
The only barrier to learning is an individual’s time. We have training days but
sometimes these are used for R & R (P12S).
Several other respondents expressed concern about partnerships with other agencies and
how these present a barrier:
The organisation is thinking sincerely and deeply about how and what we can do, and
everyone is on board with it. There is an inspector overseeing it which says a lot. It’s
not just lip service – a lot of time and energy has gone into it. There are barriers with
our partner agencies but not within the organisation (P16S);
No barriers except for the link to mental health services (P13C);
…Waiting can be an issue/barrier during the change-over between police and ED and
there is animosity between the two as to who is responsible. If a person is under arrest
we need to stay, but otherwise there is a lack of response from services. Mental Health
is so under-resourced and there’s a real lack of available services (P19C);
Mental health resources (outside the Police) and getting assistance for people. We can
identify issues, which is why the training is good, but we need to be able to get people
the help they need. It’s shocking, really bad. It’s unsafe for them on the street, but the
police station isn’t the right place for them to feel safe either (P20C).
Whilst finding the modules useful, other respondents voiced issues regarding the delivery, or
context for the delivery, of the e-Learning:
Useful. However, we could only access them in a communal area which made it
difficult. We needed headphones or a quiet room (P12C);
I found them really interesting but I noticed some people didn’t want to watch – too
close I think. I took a lot out of them. We get so pumped with training but mental
health is important. It’s a big work stream and only going to get worse. The DHBs
definitely need more funding (P24C);
I found them quite lengthy with quite a lot of detail and information, which made it
hard to stay focused. But I learnt a lot and they were definitely worthwhile. I have a
better understanding of how some people think and how they can perceive things
differently (P18C);
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Quite good but one thing I get sick of is all the online learning – it’s just not my
learning style. I prefer classroom teaching with a tutor. To be honest it becomes a bit
of a tick box. You look to see if there’s a test at the end and if not, you can just let the
video play and say you’ve completed it…The main barrier is the fact that it’s online.
They haven’t even bothered to come and talk to us. We can’t learn policing via
distance learning or correspondence (P23C).
Other comments
Other comments about the modules and/or future learning delivery included:The need for regular refresher courses and how the e-Learning could be used to enhance
face-to-face learning opportunities:
It would be good to have a fact sheet or quick reference guide or some kind of
condensed version of the modules. We need to have regular refreshers, say once a
year, because it’s so relevant to our work (P18C);
Sometimes I found the modules a bit slow, like I could read the scripts more quickly
than listen to them. I got a bit frustrated (timewise) trying to skip around the modules.
modules like this should always be an enhancer and not replace the face-to-face
training (P17S).
That there should be training in delivering bad news:
The modules were fantastic. The only thing I would have liked to see covered is the
best approach for informing family about death. This is a really difficult, heinous part
of our work, and would be especially helpful for new cops. Just some ideas and maybe
include people giving feedback on how they coped with giving bad news (P22C).
That there should be involvement of Police staff in the development of future modules:
It would be good if the cop on the street is involved in the training & development of
learning modules because we understand things quite differently from the person
working in the office (P15C).
There should be more training on risk assessment with regard to people with mental distress:
I would like to see more on risk assessment and where it is safe to take people. We’re
not psychologists, but if we don’t get it right, it comes back to us. We need more tools
and practical help – anything about what we can say and do, especially with regards
to risk assessment (P14D).
More nuanced information about mental distress would be helpful:
It’s not always clear cut and there’s no “perfect scenario” that can be transferred into
any real life scenario. It would be good to have more information about the specific
types of mental issues, e.g. bi-polar, depression and the best way to deal with them.
It’s difficult to transfer your base knowledge into a particular scenario (P21C).
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There should be training on linkage to other services:
It would be good to have a summary or simplification of our powers, and knowledge
that what we’re doing in terms of talking to other services is right. Some training on
the next stage of linking to other services would be really valuable (P13C).
The value of lived experience is key:
There was an initiative of having mental health staff / expert support people visit
people in cells, but unfortunately that seems to have died. The best training is from
people who have been through the process – those who have had positive experiences
with police, and those who have had negative experiences (P13C);
I just think it’s important to be honest with ourselves. I really liked the honesty from
the people in the modules (P22C).

Conclusion
Despite the significant work-burden faced by the Police, compounded by a large quantity of
ongoing training, the e-Learning was well received, both in terms of its content and delivery.
It was considered to have been pitched at the right level of complexity (not “dumbed down”),
with the right amount of content and length of time to complete.
The research questions for this strand were:
(1) Can the use of an e-Learning anti-stigma/discrimination focused intervention counter
negative (discriminatory) behaviours and affect positive behaviours in the way that the Police
recognise, engage and respond to people experiencing mental distress?
(2) Do any such changes persist over time?
A summary of the findings for both communication staff and front-line can be found in Table
10.
Overall, the findings support positive responses to both questions, given that both attitude
and behaviour change was identified in self or others by many respondents, during interviews
that took place 6 months after the e-Learning had been completed, at least in respect of both
communications staff and front-line ‘street’ staff recognising and engaging with people who
experience mental distress. More specifically, changes relating to recognising mental distress
that were or may have been attributable to the modules, as reported by communications
staff included easier and earlier identification of the signs; more understanding; a greater
degree of reflection, openness and directness; less fear and judgement; more time taken and
attempts at understanding; more ability to relate; more reassurance provided (particularly in
terms of the Police being there to help); language change, and being less closed- and moreopen minded (a mind-set shift). Similarly, those reported by front-line ‘street’ staff included
easier and earlier identification of the signs; increased empathy, patience, understanding and
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open-mindedness; language change; less judgment; a greater degree of reflection, including
self-reflection; and being more mindful.
With respect to engagement Communications staff reported an increased willingness, time
taken and efforts to develop a rapport , to listen and to understand callers’ distress in a more
in-depth manner; less fear, including particularly in relation to questioning callers, to gather
more detailed information for referral in support of facilitating help-focused outcomes;
increased confidence, patience, understanding and empathy; less frustration; being helpfocused; and more self- and team-reflection. Front-line ‘street’ staff reported increased
empathy, patience and communication skills; an increased willingness, time taken and effort
to listen, to find ways of relating, to be less threatening, to ask questions that provide for
greater depth of understanding of how to help; and increased confidence.
In terms of 1X (suicide related calls specifically) changes that were or may have been
attributable to the modules, as reported by communications staff, included most notably
having becoming more direct with questions asked, particularly those relating to harm. Some
communicators reported change that included increased empathy and understanding; taking
more time and effort to keep people talking, to listen (and make sure callers knew they were
really listening); gathering more information to support the Police in helping; providing more
reassurance (particularly in terms of the Police being there to help); feeling more calm and
relaxed, comfortable, finding the calls easier, and not ‘taking things personally’. For front-line
‘street’ Police changes reported, in terms of 1X (suicide related calls specifically), included
having becoming more direct with questions asked, particularly those relating to harm;
increased empathy and patience; and taking more time and effort to listen and to try and
understand, and to relate.
The changes reported reflect that the Police are recognising and engaging in a way that can
be generally described as more understanding, communicative, respectful, and
compassionate. The changes also align with the victim, prevention-focus of the organisation
in relation to responding to mental distress and organisational values, particularly empathy.
It is noteworthy that communicators/dispatchers and supervisors have generally shared
perspectives. This consistency is perhaps an important indicator of the reliability of
respondent statements, with communicators reporting changes in behaviours and, in turn,
supervisors witnessing these changes in their team.
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Area of evaluation
focus
Recognising
people
experiencing
mental distress

Engaging with
people
experiencing
mental distress

COMMUNICATIONS STAFF
The majority of communications staff reported benefit or indicated
positive changes in the previous six months, that included:
 easier and earlier identification of the signs
 more understanding
 a greater degree of reflection, openness and directness
 less fear and judgement
 more time taken and attempts at understanding,
 more ability to relate
 more reassurance provided (particularly in terms of the Police being
there to help)
 language change
 being less closed- and more-open minded (a mind-set shift).
These changes were either explicitly attributable or may be attributable to
the modules. The Mental Health Triage Line was identified as having had
an additional impact. A few respondents stated they did not think there
had been any significant changes in recognising the signs from the
modules, but that the e-Learning had acted as a refresher course, which
for some did include building on or consolidating what they already knew.
The majority of communications staff reported benefit or indicated
positive changes in the previous six months, including:
 an increased willingness, time taken and efforts to develop a rapport
, to listen and to understand callers’ distress in a more in-depth
manner
 less fear, including particularly in relation to questioning callers, to
gather more detailed information for referrals to be most useful in
facilitating help-focused outcomes
 increased confidence, patience, understanding and empathy
 less frustration
 being help-focused; and more self- and team-reflection.
These changes were either explicitly attributable or may be attributable to
the modules. A minority of respondents indicated that whilst the modules

FRONTLINE ‘STREET’ POLICE
The majority of front-line ‘street’ Police reported benefit or indicated
positive changes in the previous six months, including:
 easier and earlier identification of the signs
 increased empathy; patience; understanding and open-mindedness
 language change
 less judgment
 a greater degree of reflection, including self-reflection
 being more mindful.
These changes were either explicitly attributable or may be attributable to
the modules. Several respondents indicated the e-Learning was a useful
refresher, building on or consolidating what they already knew, and/or
indicated that they already had the knowledge it was intended to impart.

The majority of front-line street staff reported benefit or indicated positive
changes in the previous six months, including:
 increased empathy, patience and communication skills
 an increased willingness, time taken and efforts to listen, to ask
questions that provide for greater depth of understanding of how to
help, to be less threatening, to find ways of relating
 increased confidence.
These changes were either explicitly attributable or may be attributable to
the modules. Other respondents saw the modules as useful (e.g.
increasing empathy; being more mindful, understanding) through
refreshing, up-dating and/or extending existing knowledge and skills.
Finally, others reported not having gained knowledge from the e-Learning
or that it served as a useful reminder.
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Facilitating
outcomes for
people who
experience mental
distress

Legislation

Supporting own
well-being

may have effected some change, this was limited, or that they served to
reinforce current best practice.
The Mental Health Triage Line was identified as especially helpful to
communications staff and important in leading to positive outcomes,
particularly in terms of them being able to facilitate the accessing of
appropriate support;
many communications staff felt that the ‘facilitating outcomes’
component of the modules was not so relevant to their role; others
identified providing reassurance (particularly in terms of the Police being
there to help) and taking time to explain the process - ‘paving the way’ –
for the Police to attend as changes to facilitating outcomes; and, as above,
increased empathy, understanding, patience, and listening (as opposed to
following a step-by-step guide) were reiterated as serving to facilitate
good outcomes from a communications perspective. These changes may
be attributable to the modules.
This aspect of the evaluation was generally not considered of relevance to
communications staff

The majority of participants reported no changes in this respect over the
previous 6 months due to positive pre-existing ways of dealing with the
pressures of the job, often involving the support of family and colleagues,
or taking an approach of ‘just getting on with the job’ and ‘carrying the
burden’; in some cases, the modules and particularly learning about
mental distress as a broader, more inclusive concept, being common and
indiscriminate, may have made respondents more aware of their own
health needs, the needs of others, and being proactive in responding to
those; whilst there was a high degree of awareness of the more formalised
supports available through the organisation, the actual accessing and use

The majority of front-line street Police reported no change in the previous
six months, largely as a result of issues with inter-agency working. Hence,
despite the acknowledged organisational commitment of the Police and
improvements in recognition and engagement on the part of the Police,
this appears to be preventing Police from facilitating prompt access to
appropriate services at a place of comfort and safety in the least restrictive
manner, which is of frustration to them, particularly when the outcomes
often involve having to take people to the cells and/or people not getting
the help they need. Where inter-agency relationships were in place and
working well changes reported include a shift from taking people to the
cells, and an approach of considering and responding to wider social
issues.
A minority of staff indicated increased awareness of, and confidence with,
the Mental Health Act, which has resulted in more adherence to the
criteria and duties. One supervisor identified that there has been a change
in mind-set and how they are working to improve the situation should they
have to take people to the station. These changes were either explicitly
attributable or may be attributable to the modules. Generally, no change
was indicated during the previous 6 months. Some responses showed a
good understanding of the distinctions between legislative powers in a
public and a private place with others further identifying how they work to
try and support voluntariness in situations where the legislation does not
apply.
Even if they identified being more aware of potential issues and/or are
currently facing issues, the majority of participants reported no changes in
this respect over the previous 6 months due to positive pre-existing ways
of dealing with the pressures of the job, no current issues or taking an
approach of ‘just handling it’. Whilst there was a high degree of awareness
of the more formalised supports available through the organisation, only
two persons reported accessing and use of those supports; and it was
specifically identified that others aren’t so willing to accept help or that
doing so is still considered a weakness by some. Two people identified the
modules, and particularly learning more about mental distress as a
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of those supports was not reported.

1x (suicide specific
question)

Barriers to
implementing
knowledge gained
from the elearning

In relation to 1X calls specifically, the majority of communications staff
reported benefit or indicated positive changes in the previous six months,
including most notably by having becoming more direct with questions
asked, particularly those relating to harm. Some communicators reported
change that included:
 increased empathy and understanding,
 taking more time and effort to keep people talking, to listen (and
make sure callers knew they were really listening)
 gathering more information to support the Police in helping
 providing more reassurance (particularly in terms of the Police being
there to help)
 feeling more calm and relaxed, comfortable, finding the calls easier,
and not ‘taking things personally’.
A couple of communications staff reported being more discerning but still
vigilant and compassionate despite assumptions of attention seeking and
the frustrations that can be experienced with repeat callers. These
changes were either explicitly attributable or may be attributable to the
modules, and other training initiatives, consistent with and reinforcing of
the approaches advocated through the e-Learning. Two respondents
reported little in the way of change over the previous 6 months although
for one the e-Learning had served to reinforce current best practice and
was considered to be good for others.
In general, there had been no barriers to implementing the learning
identified in the previous 6 months. Rather, the modules were more often
considered to have removed barriers. Staffing levels and the need for
more training were reported by the few participants who did identify
barriers.

broader, more inclusive concept, being common and indiscriminate, as
having had a positive role in encouraging them to manage their own wellbeing, and support the well-being of other staff. More specifically one
supervisor had implemented 2 wellness strategies in response.
In relation to 1X calls specifically, the majority of front line ‘street’ staff
reported benefit or indicated positive changes in the previous six months,
including:
 most notably, by having becoming more direct with questions asked,
particularly those relating to harm;
 increased empathy and patience

taking more time and effort to listen and to try and understand, and
to relate.
These changes were either explicitly attributable or may be attributable to
the modules. For some respondents, where the content of the modules
did not appear to provide new information, they were still valued for their
role in reinforcing or building on learning or for the learning of new staff.
Other respondents either reported no change in the way they deal with
situations, which may reflect existing best practice policing, acknowledged
as being very different to that of the past, and described in a way that is
consistent with the key learning of the modules; or a rather more “jaded”
view.

The majority of respondents reported time and resourcing, associated
with both the job and engagement in learning, as barriers. Whilst often
acknowledging the commitment and resources the Police as an
organisation is providing in terms of mental health related work the other
reported barrier was inter-agency working. Whilst finding the modules
useful, other respondents voiced issues regarding the delivery, or context
for the delivery, of the e-Learning.

Table 10: Summary of findings for communications staff and frontline ‘street’ Police for behavioural strand of evaluation.
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In the case of several communications staff members who reported no change in themselves
in the previous 6 months, these had also either seen changes in others or changes in the way
they themselves responded to 1X calls. In this respect, it is possible that staff were
compartmentalising 1M and 1X calls, given that the 1M code is termed “mental distress”.
In terms of facilitating outcomes, many communications staff felt that the ‘facilitating
outcomes’ component of the modules was not so relevant to their role however the Mental
Health Triage Line was identified as especially helpful to communications staff and important
in leading to positive outcomes, particularly in terms of them being able to facilitate the
accessing of appropriate support. For frontline ‘street’ staff, there was a strong sense that
nothing had changed, largely due to difficulties with inter-agency relationships. Where
initiatives to support such relationships had been implemented (e.g. Memoranda of
Understandings between the Police and DHBs), facilitating outcomes consistent with the
learning from the Modules was reported more favourably. A strong sense of frustration and
helplessness came through the majority of respondent statements: having improved
behaviours relating to recognition and engagement, inter-agency problems impaired the
facilitation of improved outcomes for people experiencing mental distress, resulting in, for
example, the continued inappropriate use of police stations and cells, which respondents
recognised as non-optimal places for people experiencing mental distress, and /or people not
getting the help they need.
Responses to the question on Police well-being was similar across communications and
frontline ‘street’ staff, in that not a great deal had changed over the previous 6 months. This
was due either to adequate existing support or beliefs that challenges to well-being were
simply part of the role. For some, the modules, and particularly learning more about mental
distress as a broader, more inclusive concept, being common and indiscriminate, was
identified as having had a positive role in being more aware of their own health needs, the
needs of others, and being proactive in responding to those. Whilst respondents reported
being aware of available support, and the fact that police work may present a significant
challenge to their psychological well-being, very few staff reported the accessing of such
support and there were suggestions that stigma is a barrier to people doing so.
For communications staff, there were generally considered to be no barriers to the
implementation of the e-Learning, although staffing levels were reported to be an ongoing
issue. For frontline ‘street’ Police, time and resources were named as significant barriers and
major issues with inter-agency working relationships. Further, although this specific fact was
not mentioned explicitly by respondents, the statistic on Police attendance at 1M situations
(i.e. that in 77% of cases, Police will be the sole attender) clearly indicates the extent of this
resourcing and inter-agency working problem.
For those that identified that the e-Learning served as a refresher, rather than new learning,
it was still regarded as valuable in this regard; and for some, still did lead to changes in
practice. Overall, there was a strong desire - expressed by staff occupying the full range of
Police roles – for more regular refreshers and further and more extensive training in relation
to mental distress generally. More specifically communications staff expressed the desire for
training more tailored to their specific role in future.
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Despite the qualitative investigation being focused on behavioural change, participants did
identify both attitudinal and behavioural change that provides support for the quantitative
findings, statistical testing of data from the four CASC scales (bearing in mind, still, the
caveats regarding the quantitative data).








Attribution scale: the change in scores on this could indicate reductions in stigmatising
attributions in relation to fear, anger, blame and avoidance, and an increase in
likeliness to help. The qualitative statements made on empathy, understanding, less
judgment, fear and frustration, understanding mental distress as a broader, more
inclusive concept, being common and indiscriminate, and being help-focused indicate
consistency with statistical results.
Recovery Assessment Scale: the change in scores suggest a change in attitudes
regarding beliefs about the possibility and probability of recovery from mental
distress. This may be increased once the latter is normalised and seen as something
that could happen to anyone and represent a temporary experience in someone’s life;
i.e. again consistent with some of the statements made in the qualitative interviews
(as above).
Empowerment Scale: the change in scores suggests improvements in seeing people
who experience mental distress as persons who are worthy (.e.g. of help) and capable
(e.g. of communicating), i.e. again consistent with some of the statements made in
the qualitative interviews in regard to an increased willingness, time taken and efforts
to listen and to understand; and being more help-focused
Care-Seeking Questionnaire Scale: this is perhaps the only somewhat inconsistent
outcome between the two strands. The care-seeking scale measures changes in
attitudes to seeking support for one’s well-being, but whilst attitudes may have
changed, according to the majority of interview respondents, there had been no
changes in the previous 6 months regarding actually accessing support.

These comparisons, however, need be taken only as indicative of consistencies between
strands, given the caveats associated with the attitudinal evaluation data.

General conclusion
Overall, the e-Learning modality seems to have been highly acceptable to staff, and
successful in terms of facilitating the type of interpersonal contact that counters negative
ideas and myths, attitudes and behaviours, as well as affirming positive ideas, attitudes and
behaviours towards people who experience mental distress; as the indicative quantitative
survey results suggest at the attitudinal level, and the qualitative interview data suggests at
both the attitudinal and behavioural level. This is further supported by the fact that the value
of focusing and drawing on lived experience of mental distress to create and deliver the eLearning was emphasised throughout the dataset.
The changes in attitude and behaviour are principally related to recognising and engaging
with people who experience mental distress. More specifically, the changes reported suggest
that these Police staff are recognising and engaging in a way that can be generally described
as more understanding, communicative, respectful, and compassionate. The changes also
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align with the victim, prevention-focus of the organisation in relation to responding to mental
distress and organisational values, particularly empathy.
Our initial understanding was that the training would be mandated for all staff. However, the
Police have struggled to identify a mechanism to support this and despite much internal
organisational encouragement for the modules to be completed, the numbers that have
completed the programme are still low (approx. 3000) relative to the entire population
(approx. 12,000). This is a shame given that the clear majority of staff involved across the
evaluation had regular contact with the public in their roles, and the reported changes in
attitude (caveats remaining) and behaviour by them, provide good grounds for concluding
that the e-Learning has contributed to improving outcomes for people who experience
mental distress. Hence we recommend that efforts to support and encourage more extensive
up-take of the e-Learning are explored further.
It is intended that in the very near future the training will be built into the Field Training Unit
“curriculum” for probationary constables. This is very positive in terms of supporting more
completion and those individuals receiving multiple interventions over time (the e-Learning
programme in addition to their service user-led and contact based face-to-face recruit
training) as is consistent with best practice. It is suggested that this group be the focus of the
continued evaluation at this time. However, a possible issue in terms of the application of
that learning is the fact that their senior colleagues will not have had the same education;
and it is more likely that junior staff will default and adapt to senior staff approaches rather
than applying new learning. This again reinforces the recommendation that efforts to support
and encourage more extensive up-take generally are explored further.
It is a shame that issues with interagency relationships and working remain a barrier to Police
being able to respond in a manner that facilitates prompt access to appropriate support at a
place of comfort and safety in the least restrictive manner. It behoves the Police to continue
working to identify systems, practices, policies and procedures to support improvements in
the relationships and ways that the Police and other agencies can work together to support
improved outcomes for people who experience mental distress.
It has been identified that workplace interventions require different targeted messages and
strategies for the various stakeholders within the workplace (e.g. supervisors as opposed to
employees) (Chen et al., 2017). Given that the e-Learning was developed particularly for
front-line ‘street’ staff it is not surprising that communications staff felt that some of the
content was not relevant to them and that they expressed a desire for training specific to
their role as communications staff. The current contract that the University of Otago has with
the Health Promotion Agency includes face-to-face bespoke training being developed and
delivered for communications staff in 2019.
Regular “refreshers” (particularly that are ‘little and often’), which appear to be in demand
according to the data from the behaviour strand, is also consistent with best practice. One of
the ways regular refreshers of the e-Learning could be supported is through the write-up and
dissemination of individual case studies – profiling how an individual has changed in response
to the learning through the modules, the impact/outcomes of that change and the
reinforcement of the key relevant learning, duplicating key text and visual content to
stimulate previous learning. In addition the overall framework as depicted through the
infographic could be displayed prominently throughout the organisation, both electronically
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and in hard copy – perhaps poster – form. One participant also suggested that it would be
good to have a fact sheet or quick reference guide or some kind of condensed version of the
modules. In terms of more mental health related generally, the current contract that the
University of Otago has with the Health Promotion Agency includes advanced mental health
training being developed and delivered in 2020.
Of concern from a well-being of staff perspective is beliefs that challenges to well-being were
simply part of the role, very few staff reporting the accessing of support and suggestions that
stigma is a barrier to people doing so. This is despite positive help-seeking attitudes being
reported through the attitudinal evaluation; the inconsistency possibly being reflective of
some social desirability bias - the tendency of survey respondents to answer questions in a
manner that will be viewed favourably by others, it can take the form of over-reporting
intended "good behaviour”. It is recommended that the Police explore this issue further and
if warranted, undertake work to address negative attitudes that preclude help-seeking
behavior, as well as affirming positive attitudes that encourage help-seeking behavior.
It is noted that some respondents reported “no change” in response to more generalised
questions but then identified change in self or others in response to more specific questions.
From an evaluation perspective this suggests a need for more specificity of inquiry through
these types of investigations.

Limitations
The numbers that have completed the programme are still low (approx. 3000) relative to the
entire population (approx. 12,000).
Further, whilst the usual expectation for an “in-house” survey would be a take-up rate of
around 30%, the number of quantitative survey responses fell far short of this (around 15%),
meaning the results of this strand have to be interpreted as being merely illustrative of how
the e-Learning training could have a positive impact on attitudes and how the CASC may
measure this. Also, the attrition (drop-out) rate was at such a high level that there were too
few staff providing data at the 3-month follow-up to allow any analysis of this third data
point.
Given the numbers and the timeframe, the evaluation changed from the original plan in
terms of extending the focus on Police behavioural change and delaying the proposed
evaluation of the other stakeholder groups -service users, family/whānau and DAOs - and
investigation of service changes/outcomes, at this stage. This places limits on the
extensiveness of the evaluated impact.

Recommendations
 That efforts to support and encourage more extensive general up-take of the eLearning are explored further
 That the e-Learning training be built into the Field Training Unit “curriculum” for
probationary constables (currently being actioned)
 That work to identify systems, practices, policies and procedures to support
improvements in the relationships and ways that the Police and other agencies are
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working together to support improved outcomes for people who experience mental
distress is continued (ongoing)
That face-to-face bespoke training for communications staff is developed and
delivered (scheduled to be actioned 2019)
That development and dissemination of regular “refreshers” of the key learning
conveyed through the modules be considered
That advanced mental health training be developed and delivered (scheduled to be
actioned in 2020)
That staff help-seeking behaviour is explored further and if warranted, work
undertaken to address negative attitudes that preclude help-seeking behaviour, as
well as affirming positive attitudes that encourage help-seeking behaviour.
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Appendix
Behaviour strand materials
[Reference Number: as allocated upon approval by the Human Ethics Committee]
[Date]

Evaluation of a mental health e-Learning package for police: behaviour change
INFORMATION SHEET FOR PARTICIPANTS
Thank you for showing an interest in this project. Please read this information sheet carefully
before deciding whether or not to participate. If you decide to participate we thank you. If
you decide not to take part there will be no disadvantage to you and we thank you for
considering our request.
What is the aim of the project?
This is the next stage of the evaluation we undertook late last year. That part of the
evaluation related to attitudes to people with mental distress, and the role of the e-Learning
package in changing attitudes. We are now interested in finding out about any behaviour
changes in the 6 months after this package was completed. It is not necessary that you were
previously involved in answering the surveys on Survey Monkey, only that you undertook and
completed the e-Learning modules. This research is again funded by the Health Promotion
Agency (HPA).
Who do we want to have involved?
Aotearoa/New Zealand police staff who work as a sergeant, a constable or as
communications staff, and who completed all e-Learning package modules.
What would you be asked to do?
You would be asked to be interviewed by telephone for a period of approximately 30
minutes. The questions would relate to any changes in behaviour you have observed (in
yourself or others in your team) in relation to 1M or 1X call-outs in the previous 6 months
(i.e. after you completed the e-Learning modules). The interviews are due to take place in
July 2017.
What data are we collecting and how will we use it?
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The data will be typed notes taken by a member of the research team, which will be used to
develop overall summaries for use in written reports/journal articles. We will also record your
job title, whether you work in a rural or urban location, your gender and your ethnicity (to
ensure adequate representation of Māori in our sample of participants). This data is intended
to be wholly anonymous, but we recognise that when collecting information on ethnicity,
position and location (urban/rural), there may be instances where only a few individuals fall
into that category. However, the Police will not have sight of the data, only the Otago
research team will have access and no data will be used or reported where an individual
could be identified. Once the study is completed the data will be stored for at least 5 years
before being destroyed by the lead researcher for the project.
The results of the project may be published and will be available in the University of Otago
Library (Dunedin, New Zealand) but every attempt will be made to preserve your anonymity.
This project involves an open-questioning technique. The general line of questioning includes
whether there have been any changes in your behaviour – or any changes you have observed
in others – regarding how people with mental distress are treated and communicated with
during 1M and 1X call-outs. The precise nature of questions which may be asked have not
been determined in advance, but will depend on the way in which the interview develops.
Consequently, although the University of Otago Human Ethics Committee is aware of the
general areas to be explored in the interview, the Committee has not been able to review the
precise questions to be used.
In the event that the line of questioning does develop in such a way that you feel hesitant or
uncomfortable you are reminded of your right to decline to answer any particular question(s)
and also that you may withdraw from the project at any stage without any disadvantage to
yourself of any kind.
Can you change your mind and withdraw from the project?
Yes, you may withdraw at any time and without any disadvantage to you of any kind. You may
withdraw data you have provided to us, if you decide to, provided that the data has not
already been analysed and used in research reports.
What if you have any questions?
If you have any questions about our project, please feel free to contact the project leader:
Dr. Sarah Gordon
Department of Psychological Medicine
University Telephone Number: (07) 8235025
Email Address sarah.e.gordon@otago.ac.nz
This study has been approved by the University of Otago Human Ethics Committee. If you
have any concerns about the ethical conduct of the research you may contact the Committee
through the Human Ethics Committee Administrator (ph +643 479 8256 or email
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gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and investigated
and you will be informed of the outcome.
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[Reference Number as allocated upon approval by the Human Ethics Committee]
[Date]

Evaluation of a mental health e-Learning package for police: behaviour change
CONSENT FORM FOR
PARTICIPANTS
I have read the Information Sheet concerning this project and understand what it is about.
All my questions have been answered to my satisfaction. I understand that I am free to
request further information at any stage.
I know that:1.

My participation in the project is entirely voluntary;

2.

I am free to withdraw from the project at any time without any disadvantage;

3.

Personal identifying information in typed form may be destroyed at the conclusion of the
project but any raw data on which the results of the project depend will be retained in
secure storage for at least five years;

4.

This project involves an open-questioning technique. The general line of questioning includes
whether there have been any changes in your behaviour – or any changes you have observed in
others – regarding how people with mental distress are treated and communicated with during
1M and 1X call-outs. The precise nature of the questions which may be asked have not been
determined in advance, but will depend on the way in which the interview develops and that in
the event that the line of questioning develops in such a way that I feel hesitant or
uncomfortable I may decline to answer any particular question(s) and/or may withdraw from
the project without any disadvantage of any kind.

5.

The results of the project may be published and will be available in the University of
Otago Library (Dunedin, New Zealand) but every attempt will be made to preserve my
anonymity

I agree to take part in this project.

.............................................................................
(Signature of participant)

...............................
(Date)

.............................................................................
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(Printed Name)

……………………………………………………..
Name of person taking consent

This study has been approved by the University of Otago Human Ethics Committee. If you
have any concerns about the ethical conduct of the research you may contact the Committee
through the Human Ethics Committee Administrator (ph +643 479 8256 or email
gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and investigated
and you will be informed of the outcome.
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Evaluation of a mental health e-Learning package for police: behaviour change
This is a research study following on from our previous research on attitude change after completion of the eLearning package. This study focuses on any observed behaviour changes (in either yourself or others in
your team).
We are looking for participants for 30-minute telephone interviews, who are either a sergeant, a constable, or a
member of the communications staff, and who previously completed all the e-Learning modules. (N.B.
it is not necessary for you to have previously been involved in the University of Otago’s Survey Monkey
research on attitude change.)
This will be a one-off 30-minute interview, with no additional time commitment required.
Contact Details: Dr. Sarah Gordon, Department of Psychological Medicine; University telephone: (07) 8235025;
email: sarah.e.gordon@otago.ac.nz

This project has been reviewed and approved by the University of Otago Human Ethics Committee.
Reference: ##/###
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Semi-structured interview schedule for the Evaluation of a mental health eLearning package for the Police: Behaviour change
Greeting outline:
Hello [name of participant]. Today’s interview will cover issues of behaviour change regarding
1M and 1X callouts over the past 6 months (following your completion of the e-Learning
modules, previously). This will take approximately 30 minutes and will cover a predetermined
set of questions. Depending on your responses, we may vary from the script.
Identification [up to 5 mins available]
Q. Over the last 6 months of work, have you noticed any changes in yourself or others in your
team regarding the ability to recognise signs of mental distress? [i.e. changes in likelihood
of identification of these signs, aspects of behaviour not previously noticed]
Interactions [up to 5 mins available]
Q. Over the last 6 months of work, have you noticed any changes in yourself or others in your
team regarding how you interact with people with mental distress? [i.e. changes in asking
about the person, listening to the person, calming the person, connecting with the person,
empathising with the person, respecting the person such as by allowing them to devise
their own solution etc.]
Outcomes [up to 5 mins available]
Q. Over the last 6 months of work, have you noticed any changes in yourself or others in your
team regarding how you have facilitated outcomes for people with mental distress? [i.e. by
facilitating prompt access to appropriate support in the least restrictive manner at a place
of comfort and safety]
Applying legislation [up to 5 mins available]
Q. Over the last 6 months of work, have you noticed any changes in yourself or others in your
team regarding frontline use of relevant legislation? [i.e. regarding powers to enter a
property, to detain etc.]
Police well-being [up to 5 mins available]
Q. Over the last 6 months of work, have you noticed any changes in yourself or others in your
team regarding how you support your own well-being? [i.e. accessing police wellness services
etc.]
We will now turn specifically to the subject of suicide (i.e. 1X call-outs).
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Recognising and engaging with people at risk of suicide and their family [up to 5 mins
available]
In addition to your previous responses, do you have anything to add on the specific subject of
whether you have noticed any changes in yourself or others in your team regarding how you
recognise, engage and respond to people attempting or threatening suicide? [i.e. whether you
ask directly about suicide, whether you focus on causes or solutions, how you communicate
with the bereaved of completed suicides, how you treat someone known to be suicidal, and
facilitating outcomes etc.]
Barriers [up to 5 minutes available]
Q. Over the last 6 months of work, have you or others in your team experienced any barriers to
implementing the learning from the modules?
Finally:
Q. Is there anything else you would like to add, that we have not covered here?
Thank you for participating in this interview.
[Close].

Attitude strand materials

Research Invitation
The University of Otago invites you to participate in a research project. The aim of this is to
evaluate the impact of the e-Learning modules you are about to complete on attitudes and
knowledge about mental distress.
If you are interested in taking part in this project you will be provided with some more
information before finally deciding. If you then decide to participate, we ask you to be as
honest as possible with your responses – there are no right or wrong answers.
If you decide that you do not wish take part, then you can choose to go directly to the first eLearning module; there will be no disadvantage to you from choosing to do this and we thank
you for considering our request.
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Please choose one of the following options:
I am interested in taking part; please provide me with information [Click the following link:
https://www.surveymonkey.com/r/Beforemodule1]
I am not interested in taking part, and wish to go directly to the e-Learning module [Close this
document and proceed to module 1].
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[Reference Number: as allocated upon approval by the Human Ethics Committee]
[Date]

Evaluation of a mental health e-Learning package for Police: attitude change
INFORMATION SHEET FOR PARTICIPANTS
Thank you for showing an interest in this project. Please read this information sheet carefully
before deciding whether or not to participate.
What will you be asked to do?
Before starting the first e-Learning module, you will be asked to provide some brief and
general information about you and then to complete a questionnaire that involves check box
answers reflecting the extent of your agreement/disagreement (on a scale of 1-9) with a
series of statements about mental distress. You will be asked to complete this questionnaire
again at the end of the last module and then three months later. The questionnaire will take
about 5 minutes to complete each time and will be completed on Survey Monkey.
What will happen to the data you provide?
The data will be transferred directly to the University of Otago research team from the Survey
Monkey website (which is itself encrypted and secure). Your organisation will not have sight
of any data collected; only the University of Otago research team will have access. The data
will be analysed and used to write reports, which may be published. These would be available
in the University of Otago Library (Dunedin, New Zealand).
It is intended that all participants will remain anonymous: the data you provide will not be
used to identify you personally. We will not, then, ask for any personal identifying
information (e.g. names, addresses). Your anonymity will be preserved by using a personal
code of your choice rather than your name. This will allow your data to be linked each time
you complete the survey, but without identifying you.
We are collecting the brief and general information about you so we are able to describe the
group of people who participate in the evaluation and how different characteristics of the
group impact on results, but the analysis and reporting of this information will be in an
anonymous form. We will not use any information that might identify you personally in any
reports on this study.
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Once the study is completed the data will be stored for at least 5 years before being
destroyed by the lead researcher for the project.
Can you change your mind and withdraw from the project?
Yes, you may withdraw from participation in the evaluation at any time and without any
disadvantage to you of any kind.
What if you have any questions?
If you have any questions about our project, please feel free to contact the project leader:
Dr. Sarah Gordon
Department of Psychological Medicine
University Telephone Number: (07) 8235025
Email Address sarah.e.gordon@otago.ac.nz
This study has been approved by the University of Otago Human Ethics Committee. If you
have any concerns about the ethical conduct of the research you may contact the Committee
through the Human Ethics Committee Administrator (ph +643 479 8256 or email
gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and investigated
and you will be informed of the outcome.
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[Reference Number as allocated upon approval by the Human Ethics Committee]

Evaluation of a mental health e-Learning package for police: attitude change
CONSENT FORM
I have read the Information Sheet concerning this project and understand what it is about. I
understand that I am free to request information at any stage.
I know that:1.

My participation in the project is entirely voluntary;

2.

I am free to withdraw from the project at any time without any disadvantage;

3.

No personal identifying information will be reported in this study;

4.

The results of the project may be published and will be available in the University of
Otago Library (Dunedin, New Zealand.

I agree to take part in this project.
Please now choose your personal code. This will be used to link your data across the study.
By inputting your personal code below, you hereby indicate your consent to participate in
the study. Please make a note of your code because it will be used throughout the project.
Without the same code, we will be unable to know whether it is the same person completing
the survey at each point.
This code must be 12 characters long, and consist of your mother’s and father’s initials (in that
order), followed by a memorable date (format DD/MM/YYYY) with no spacing. Please choose
your mother’s maiden name when typing her initials.
Example: if your mother’s initials are SJ (using her maiden name) your father’s initials are PR
and your memorable date is 15th March 1990, then your code would be: SJPR15031990.

.............................................................................
(Personal code of participant)

...............................
(Date)

This study has been approved by the University of Otago Human Ethics Committee. If you
have any concerns about the ethical conduct of the research you may contact the Committee
through the Human Ethics Committee Administrator (ph +643 479 8256 or email
gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and investigated
and you will be informed of the outcome.
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Additional materials
Please see attached below:




Invitation to continue research (including 3-month follow up)
Demographic questionnaire
CASC questionnaire

(1) For those staff who previously completed the University of Otago survey AND have
completed all e-Learning modules please click here to continue [This leads to “Your continued
involvement” below]
All other staff, please click here [This leads out of the page; the staff member has completed
the 3 e-Learning modules]
--------------------------------------------------------------------------------------------------------------------Your continued involvement
The University of Otago thanks you for continuing to participate in this research project to
evaluate the impact of the e-Learning modules on attitudes and knowledge about mental
illness.
You will now be asked to again answer a short questionnaire. This will take you about 5
minutes. Your responses will be forwarded in an anonymous form to the University of Otago
research team and will only be accessible by them.
We hope you will continue with the research questions as your responses are important for
helping us to find out whether the e-Learning has been effective. You are of course free to
withdraw at any time.
Tabs to click on:
Go to research questions [This leads to a page to enter their personal code and then
complete the CASC, as previously]
Skip research questions [This leads out of the page; the staff member has finished the 3 eLearning modules]
(2) For those staff who previously completed BOTH of the University of Otago surveys AND all
three e-Learning modules please click here [This leads to “Your continued involvement: 3
month follow-up” below]
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All other staff, please click here [This leads out of the page; the staff member has completed
the 3 e-Learning modules]
----------------------------------------------------------------------------------------------------------------Your continued involvement: 3-month follow-up
The University of Otago thanks you for again continuing to participate in this research project
to evaluate the impact of the e-Learning modules on attitudes and knowledge about mental
illness.
You will now be asked to answer the questionnaire one final time. As previously, this will take
you about 5 minutes. Your responses will be forwarded in an anonymous form to the
University of Otago research team and will only be accessible by them.
We hope you will continue with the research questions as your responses are important for
helping us to find out whether the e-Learning has been effective. You are of course free to
withdraw at any time.
Tabs to click on:
Go to research questions [This leads to a page to enter their personal code and then
complete the CASC, as previously]
Skip research questions [This leads out of the page; the staff member has finished the 3 eLearning modules]
Demographic information:
Gender:


Male [check box]



Female [check box]

Age:


18 to 24 years [check box]



25 to 34 years [check box]



35 to 44 years [check box]



45 to 54 years [check box]



55 to 64 years [check box]



Age 65 or older [check box]

In total, how long have you been in service?
 New recruit [check box]
 <1 year [check box]
 1-4 years [check box]
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 5 – 9 years [check box]
 10 – 14 years [check box]
 15 – 19 years [check box]
 20+ years [check box]

How much contact with the public do you have in your current role, if any?


Daily contact [check box]



Weekly contact [check box]



Fortnightly contact [check box]



Monthly contact [check box]



No contact with the public in my current role [check box]

Do you work in comms?
YES [check box] NO [check box]
Do you have any personal experience of mental distress (e.g. self, family, friends).
YES [check box] NO [check box]
Ethnicity: Identify all that apply


New Zealand European [check box]



Samoan [check box]



Māori [check box]



Cook Island [check box]



Tongan [check box]



Niuean [check box]



Chinese [check box]



Indian [check box]

Other such as DUTCH, JAPANESE, TOKELAUAN. Please state:
………………………………………………………….
After completion, please click here [takes respondent to the CASC for the first time; see
following page]
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