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The Black Dog Institute is a global leader in mental health research and one of only
two Medical Research Institutes in Australia to focus on mental health and suicide
prevention. Uniquely, the Institute has a strategic objective to use the latest technology
and other tools to quickly turn its world-class research findings into clinical services,
education and e-health products that improve the lives of people with mental iliness.
Crucially, everything we do is informed by the voice of lived experience.

There are currently over 70 active research studies underway at the Institute in the
areas of workplace mental health (including a focus on first-responders), suicide
prevention, e-mental health, novel treatments, and prevention in young people. Our
research and other activity is funded by competitive peer-reviewed and government
grants, fee for service training, philanthropy and donations from our committed
community of supporters.

Since 2012, the Black Dog Institute, in partnership with the University of New South
Wales (UNSW) has hosted Australia’s largest research program focused on the
mental health of first responders, emergency service workers and volunteers. Over
the last six years, this multi-million dollar program of research, with core funding from
the icare foundation and the Mental Health Branch of NSW Health, has produced a
range of world-leading research on first responder mental health. These research
outputs have led to the creation of six new mental health training packages for
emergency service workers in NSW, the world’s first expert guidelines on the
diagnosis and treatment of post-traumatic stress disorder (PTSD) amongst emergency
service workers and Australia’s first Mental Health and Wellbeing Strategy for first
responder organisations.

The Black Dog Institute is also a global pioneer in e-mental health, having built a body
of evidence for the efficacy of online and mobile-based treatments for mental illness
over the last decade. In recent years, the Institute has utilised this expertise to begin
developing and testing a range of online tools and mobile phone apps to help ensure
that the latest programs can be delivered without logistic or geographical constraints.

To maximise its effectiveness and reach, the Institute partners with a range of
organisations including the Mental Health Branch of the NSW Government, the NSW
Mental Health Commission, icare foundation, Phoenix Australia and the Royal
Australian and New Zealand College of Psychiatrists. The Institute also works very
closely with each of the first responder agencies in NSW and has a formal advisory
role with several agencies including Fire and Rescue NSW and the Ambulance
Service of NSW . Black Dog is proud to be a trusted partner of government,
universities, health services, workplaces, clinicians, industry, philanthropists, and
schools across the country.

Many of the research projects undertaken by the Black Dog Institute are directly
relevant to the Terms of Reference of the Senate Education and Employment
Committees’ current inquiry in to the high rates of mental health conditions
experienced by first responders, emergency service workers and volunteers. The
Institute welcomes the opportunity to contribute to the Committee’s important work.



Emergency services, sometimes also called first responder organisations, are
services that ensure public health and safety by responding to and preventing various
emergency situations. Within Australia there are three main emergency services;
police, fire and rescue and ambulance, with a range of additional voluntary emergency
organisations including: State Emergency Services (SES), Marine Rescue, Rural Fire
Service (RFS) and other state equivalents, life savers and other volunteer rescue
associations. Workers within each of these organisations will be exposed to potentially
traumatic events as part of their daily work or volunteer activities. For some first
responders or emergency service workers, there is a mental health consequence to
their regular exposure to trauma and human suffering. There are a range of potential
mental health problems which may occur in the aftermath of a traumatic event,
including depression, anxiety, acute stress disorder, PTSD, adjustment disorder,
increased physical complaints and substance misuse.-

PTSD is a relatively new diagnosis but has rapidly become the signature mental health
problem amongst trauma-exposed groups. While the psychological consequences of
trauma have been known about for many years, PTSD was only formally recognised
as a diagnostic label in the 1980s.” Over the last 30 years there has been considerable
debate regarding the frequency of PTSD following trauma and how the psychological
consequences of trauma should be managed.

PTSD describes severe and persistent stress reactions after exposure to a traumatic
event. A prerequisite to the symptoms of PTSD is that an individual must be exposed
to threatened or actual death or serious injury to self or others, including repeated or
extreme exposure to the adverse details of traumatic events, as typically occurs with
emergency workers. PTSD typically comprises four additional major clusters of
symptoms:
e Re-experiencing symptoms, including intrusive memories, flashbacks,
nightmares, and distress to reminders of the trauma;
e Avoidance symptoms, including active avoidance of thoughts and situational
reminders of the trauma;
¢ Negative cognitions and mood associated with the traumatic event, such as an
inability to remember important details about the event or persistent unusual
ideas about the cause of consequence of the traumatic experience; and
e Arousal symptoms, including exaggerated startle response, insomnia,
irritability, sleeping and concentration difficulties.

The latest version of the Diagnostic and Statistical Manual of Mental Disorders, DSM-
V, requires that at least one symptom in each of these clusters be present for more
than one month and be associated with significant distress or impairment in social,
occupational, or other important areas of functioning.®

There is strong evidence that most people who are exposed to a traumatic experience
commonly report post-traumatic stress reactions in the initial weeks after trauma, but
that for most, these symptoms are transient.® For example, detailed studies of south
Manhattan residents following the September 11 terrorist attacks, show rates of



probable PTSD one month after the attacks were around 7.5%, but that by six months
after the incident, rates had decreased to more normal background rates of 0.6%."0 A
further study followed police responders who attended the World Trade Centre
following the terrorist attacks over an eight year period."" Given the direct exposure
to trauma, their rates PTSD were, as expected, higher than those seen in the
previously mentioned studies of civilian residents. However, after eight years, 78% of
police officers were classed as demonstrating a resistant/resilient trajectory of PTSD
symptoms, with a further 8% classed as continuing to recover."’

Despite a general trend for symptoms to occur soon after a traumatic event, then
gradually abate, it is also important to note that there are a number of different
trajectories the emergence of mental health symptoms can follow. The most notable
example of this is delayed-onset PTSD, where the initial symptoms present more than
six months after a traumatic incident. In the eight year follow up of police officers
attending the World Trade Centre attack described above, 9% of officers were
described as having a delayed onset of PTSD symptoms."

Emergency workers with PTSD may present in different ways. Individual emergency
workers may experience a gradual build up of distress and symptoms over a prolonged
period of time or alternatively they may present with an acute onset of symptoms after
a single event.’? Given the culture of first response work, many emergency workers
will attempt to minimize post-trauma symptoms, so may present initially with more
indirect symptoms, such as substance abuse, interpersonal conflict or violent
outbursts.3
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As a result of these complexities, there has been some debate regarding the exact
prevalence of PTSD amongst emergency workers. However, a recently published
systematic review and meta-regression examining the results of international studies
of over 20,000 emergency workers, concluded that the prevalence of PTSD amongst
current emergency service workers or first responders was 10%.'* Until recently we
didn’t know whether these figures were relevant for emergency service workers living
in Australia.

In 2016, our research team published a large survey of the mental health of emergency
workers in NSW. This study (the results of which are summarised in Figure 1)’
demonstrated that 8% of currently working emergency service workers had symptoms
suggestive of PTSD, with similar numbers reporting significant depression. Rates of
mental illness amongst retired emergency service workers were even higher, with
more than one in six reporting symptoms of PTSD." In response to suggestions that
paramedics may be at particularly increased risk,' the Institute has also undertaken
the largest and most comprehensive systematic review of the mental health of
ambulance personnel. Our results demonstrated rates of 11% for PTSD, 15% for
depression, 15% for anxiety, and 27% for general psychological distress amongst
ambulance personnel.'®

In addition to the high rates of distress and dysfunction caused by PTSD, depression,
anxiety and substance misuse problems amongst first responders, there is also a
tragic and unacceptably high number of emergency service workers who die by suicide
each year.'” While national coronial data is able to provide estimates of the number of
currently serving Australian emergency service workers who die by suicide (more than
100 over the last decade), rates of suicide amongst retired first responders have been
much harder to estimate.

The most obvious cause of the elevated rates of mental ill health amongst first
responders is their repeated exposure to trauma. Many emergency workers exposed
to repeat traumas demonstrate sensitisation, with increasingly severe responses to
each successive trauma exposure, or kindling, when lesser traumatic events that
previously would not have caused them distress, begin to generate mental health
problems.”® As shown in Figure 2, research conducted at the Black Dog Institute has
shown that amongst Australian emergency service workers there is a clear and steady
increase in symptoms of PTSD, depression and sleep problems as the cumulative
burden of trauma accumulates.

Although our research has highlighted the important role trauma plays in the mental
health of emergency service workers, we have also looked at other types of workplace
stressors. The importance of considering other non-trauma workplace risk factors is,
unlike trauma exposure, that they may be modifiable, to increase first responders
resilience to their inevitable trauma exposure. In 2017 we published the first ever meta-
review of all the international literature linking different types of work situations to



mental ill health.’ As demonstrated in Figure 3, this review allowed us to propose a

new model of how various workplace risk factors may overlap and contribute to the
overall risk of worker mental ill health.

Figure 2: Data from the Black Dog Institute’s survey of NSW fire fighters showing the
impact of cumulative trauma exposure on a variety of mental health outcomes.®
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Figure 3: Our proposed model of how various non-trauma workplace risk factors for
mental health may overlap and interact with each other.?
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As noted in Figure 3, the level of value and respect in the workplace can be an
important predictor of the mental health of workers. Studies of military veterans
returning from deployment in the 2003 Irag War, demonstrated that the overall morale
and senior support in units was a strong predictor of the likelihood of later PTSD.?°
The Black Dog Institute has recently completed a study examining paramedics
experience of leadership and the influence that this has on their mental health and
wellbeing.?! As shown in Figure 4, the results from this are clear, those paramedics
who report more supportive manager behaviour and managers with a high regard for
their wellbeing and safety (termed psychosocial safety climate), reported substantially
few mental health problems. As discussed in the sections below, such findings have
important implications for possible interventions and training programs within
emergency service organisations.

Figure 4: Data from a Black Dog Institute study of ambulance personnel showing the
links between manager behaviour and the psychosocial safety climate of the
workplace and mental health symptoms (as measured by the K6 questionnaire).?!
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Emergency service organisations are by their nature, proactive responsive agencies
who like to solve problems quickly. In my contact with each of the emergency service
organisations, | have been struck by the overwhelming desire amongst senior leaders
to want to do the right thing to protect their staff. While both attributes are undoubtedly
positive, in the past they may have contributed to large scale implementation of mental



health interventions that did not yet have an adequate evidence base. While often
driven by a desire to help, these types of interventions can have unintended
consequences.

Perhaps the most pertinent example of this is the case of psychological debriefing.
The provision of psychological debriefing in the aftermath of trauma exposure became
very common amongst emergency service organisations during the 1980s and 1990s.
There were various types of debriefings used during this period, but they all tended to
involve promoting some form of emotional processing, ventilation or re-working of a
potentially traumatic event. The aim of debriefing was usually to reduce the level of
distress after a traumatic event and to prevent the development of psychiatric
disorders. While debriefing was very popular, concerns about the lack of research
evidence supporting its use began to be raised in the late 1990s, by which time it was
almost ubiquitous amongst first responder agencies. In 1998, a landmark systematic
review and meta-analysis was published by the Cochrane Library, which was
subsequently updated in 2002.2223 It brought together all published trials examining
the impact of brief psychological debriefing following exposure to a traumatic event.
The 15 trials that this review included told a clear story; debriefing did not prevent the
onset of PTSD, depression or anxiety. In fact, some trials reported an increased risk
of PTSD amongst those who received debriefing. As a result of this finding, it was
recommended that compulsory debriefing after traumatic events should cease.?* It is
likely that forcing individuals to undergo a debriefing immediately after a traumatic
incident got in the way of their usual coping mechanisms and made them less resilient.

Having learned from what occurred with debriefing in the 1980s and 1990s, the Black
Dog Institute has strongly advocated that emergency service organisations should
only use mental health interventions that have been properly evaluated, ideally via a
randomized control trial. As outlined below, we have shown that these types of
controlled studies can be performed amongst working first responders and can provide
clear guidance on what interventions should be used. In order to help organisations
navigate their way towards evidence-based workplace mental health solutions, in 2017
we published a framework on what a mentally healthy workplace should look like.?> As
outlined in Figure 5, this framework showed how a mentally healthy workplace should
have a range of initiatives to help prevent mental health problems as well as separate
programs to ensure a rapid, evidence based approach when someone becomes
unwell. Our framework also highlighted how interventions need to be directed at
individual workers, team leaders and the whole organisation in order to have the
greatest chance of success. We have worked with the NSW Mental Health
Commission on how this framework and the evidence-base could be used to create
specific guidance for emergency service organisations. This joint work led to the NSW
Government launching the first ever Mental Health and Wellbeing Strategy for First
Responder Organisations in 2016, which is now able to help each of the emergency
service agencies in NSW structure their interventions.



Figure 5: Our published evidence-based framework for how any organisations,
including emergency service agencies, can create a mentally healthy workplace.
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Over the last decade we have realised that a significant number of cases of mental
illness in the community may be preventable, either through modifying risk factors or
by teaching mental health resilience skills.?® This is a very exciting development,
although translating this research into practical and effective public health campaigns
has proved difficult.

Our research team has worked closely with each of the emergency services in NSW
to examine how this emerging research regarding the prevention of mental iliness
could be utilised amongst first responder organisations. These discussions have
resulted in two parallel programs of research; firstly a closer examination of whether
pre-employment screening is able to help prevent the development of mental health
problems, and secondly the development of a new online or smartphone based
resilience training programs.

In 2017, we published the first ever systematic review of pre-employment or pre-duty
mental health screening amongst emergency service workers. We were surprised to
discover that there is very little evidence to support the use of many of the most
commonly used screening instruments. We have been working together with some of
the emergency services in NSW to try and link ‘real world’ pre-employment screening
data to mental health outcomes. The results of this research should be available in
late 2018.

In terms of resilience or other prevention programs, we have been developing and
testing two products; an online resilience program, termed Resilience at Work (RAW)
mindfulness and a smartphone-based application termed HeadGear. @ RAW
mindfulness is an on line training program based on evidence-based principles such
as mindfulness-based cognitive therapy (mb-CBT) and Acceptance and Commitment
Therapy (ACT).?” The overall effectiveness of the RAW program is being evaluated
by a world-first randomised controlled trial (RCT) involving one of the first responder
agencies in NSW. The early indications from this trial are that online programs such
as RAW can indeed increase resilience, though the flow on effects of this in terms of
any reduction in later mental health problems is yet to be known.

HeadGear is a smartphone application which has been developed using funds
obtained from Beyondblue and the Movember Foundation. This app allows workers to
screen themselves for symptoms and baseline risk of mental health problems and to
undertake a ‘30-day mental health challenge’, which is customised to try and reduce
their risk of new mental health problems. The RCT of HeadGear involved participants
from several emergency service agencies. It will be completed in 2018 and will be the
largest ever controlled trial of a mental health smartphone application. Some
screenshots from the HeadGear application are shown in Figure 7.



Figure 7: Screenshots from the HeadGear smartphone application and RAW online
resilience training, both of which are currently being trialled amongst first responders

in NSW.
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Emergency workers are often slow to ask for help, especially when it comes to their
mental health. Based on our consultations with first responders, we identified three
factors that appeared to be contributing to delays in emergency service workers
getting appropriate help for mental health problems:

1. The stigma associated with mental illness;

2. Emergency workers being unaware of their own need for help; and

3. Those in positions of responsibility not knowing how to respond when one of

their staff asks for help.



We have worked with each of the emergency services in NSW to develop new
initiatives to address each of these factors.

Firstly, together with Prof Richard Bryant’s team from the School of Psychology at
UNSW, we developed a new program of mental health education and stigma
reduction, called ‘Fit Mind’. This education program is now given to new fire fighter
recruits in NSW and is part of an ongoing controlled trial to evaluate its effectiveness
at improving help-seeking behaviour. Undertaking this trial is critical as so far there
has been significant doubt about whether educating trauma exposed workers about
the risk is a helpful or harmful intervention.?

Secondly, we collaborated with Fire and Rescue NSW and Employers Mutual Ltd to
create a new half-day program of manager mental health training, which aimed to
teach Duty Commanders how to have conversations about mental health with their
staff. The development of this intervention was partly guided by the new research
data we were collecting regarding the importance of senior support (described above)
and our increasing understanding of what types of workplace mental health training
for Managers is most effective.?® The effectiveness of this program was evaluated via
a randomised controlled trial (RCT). The results showed that managers who received
this training remained significantly more confident in discussing mental health matters
with their staff over a 6-month follow up period and reported substantial changes in
their behaviour. We were also able to show that teams in which the manager received
this type of mental health training had a 15% reduction in work-related sickness
absence, resulting in a return of investment for the emergency service agency of $10
for each dollar spent on this training. The results of this world-first study were published
in the Lancet Psychiatry and received significant press interest.3® We are now working
together with beyondblue, the Movember Foundation and ambulance organisations in
two states to develop and test an online version of this manager mental health training
program, called HeadCoach.®'

In spite of all of the initiatives outlined above, some emergency service workers will
still develop mental illness. We now have effective treatment for most of the mental
health problems first responders develop. As a result, when an emergency worker
becomes unwell, they should be able to hope for a good recovery, both in terms of
reduced symptoms and improved day-to-day functioning. However, sadly not all first
responders receive the most up to date evidence-based treatment when they seek
help. There are many possible reasons for this; emergency workers may present with
different types or onset of symptoms compared to the general population and may
also need modified treatment plans that take account of their unique work situation.
To help ensure emergency workers receive the best possible treatment, Black Dog
Institute in conjunction with Employers Mutual Ltd, Phoenix Australia, UNSW and other
bodies, developed the first ever expert guidelines on the diagnosis and treatment of
post-traumatic stress disorder amongst emergency service workers. These guidelines
were launched by the NSW Minister for Mental Health at Parliament House in October
2015. Since their launch these guidelines have created substantial international
interest and have been officially endorsed by the Australian and New Zealand Royal
College of Psychiatrists.



Figure 8: The world-first expert guidelines for how PTSD should be diagnosed and
treated amongst emergency service workers, published in 2015, and the brief clinician
guide to these, published in 2018 (https://www.blackdoginstitute.org.au/news/news-
detail/2018/05/22/helping-clinicians-diagnose-and-treat-ptsd-in-emergency-service-
workers)
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Mental ill health is a major issue amongst first responders. We thank the Senate
Education and Employment Committee for taking an interest in this problem and hope
that the information contained in our submission is useful.

As outlined in our submission, Australia is now leading the world in developing
evidence-based solutions to how first responders can be better protected against
mental illness while undertaking their essential work and how to ensure that those who
do develop mental health symptoms are able to get early, high quality assistance. The
results of research being conducted at the Black Dog Institute in partnership with a
range of other academic bodies and emergency service organisations provides hope
that there are a range of interventions that can help. In particular, we now have: a truly
evidence-based manager mental health training program for first responder
organisations; very promising results from the first trials of online and smartphone-
based prevention programs and there are a suite of evidence-based treatment options
now available.

However, in spite of this optimism it needs to be acknowledged that much more needs
to be done and there are some key questions that remain unanswered. There is still



a very limited understanding of how mental health symptoms and the associated
neurobiological changes evolve over time amongst first responders. As a result, the
key question of whether regular screening and monitoring of first responders can
reduce the impact of mental illness remains unknown. While some advocate for
regular mental health screening of all first responders, the fact is that large trials of
mental health screening amongst other trauma-exposed groups, such as the military,
have so far failed to show any positive effect.3> As noted above, the example of
debriefing in the 1980s and 1990s provides a cautionary tale of the dangers of a wide
scale roll out of unproven mental health interventions.

The Black Dog Institute has the ability to undertake the next step in prevention and
early intervention of Post-traumatic Stress Disorders in emergency service workers. A
controlled trial focusing on mental health screening and active monitoring by utilising
advanced research and psychological and biological testing could be undertaken.
Funding such research would, for the first time anywhere in the world, provide
emergency service sectors with much needed evidence-based mental health
monitoring and screening..

Another major gap in the available research is retired or retiring first responders. There
is increasing anecdotal and survey-based evidence that retired emergency workers
may be at particularly high risk of mental health problems such as PTSD. However, to
date there have not been any prospective studies of this group nor controlled testing
of any interventions.

We highlight these two gaps in the evidence not to suggest that they are the only limits
to our knowledge. If required, we could provide a much longer list of key questions
that need to be answered. However, we feel these two are particularly pertinent as
they are without doubt major issues that must be addressed, but to date we have been
unable to secure competitive research funding to study these problems.

We hope this submission is helpful to the Committee’s work. We would be very happy
to provide further details on any of our research or opinions if needed.

The Black Dog Institute’s program of research focused on the mental health of first
responders is jointly funded by the icare foundation and the Mental Health Branch of
the NSW Department of Health. Additional funding for some of the studies mentioned
in this submission has come from beyondblue, the Movember Foundation and
Employers Mutual Ltd.



1. Fear NT, Jones M, Murphy D, et al. What are the consequences of deployment to Iraq
and Afghanistan on the mental health of the UK armed forces? A cohort study. Lancet 2010;
375(9728): 1783-97.

2. Paykel ES, Cooper Z, Ramana R, Hayhurst H. Life events, social support and marital
relationships in the outcome of severe depression. Psychol Med 1996; 26(1): 121-33.

3. Farmer A, Harris T, Redman K, Sadler S, Mahmood A, McGuffin P. Cardiff depression
study. A sib-pair study of life events and familiality in major depression. Br J Psychiatry 2000;
176: 150-5.

4, Milliken CS, Auchterlonie JL, Hoge CW. Longitudinal assessment of mental health
problems among active and reserve component soldiers returning from the Iraq war. Jama
2007; 298(18): 2141-8.

5. Huizink AC, Slottje P, Witteveen AB, et al. Long term health complaints following the
Amsterdam Air Disaster in police officers and fire-fighters. Occupational and Environmental
Medicine 2006; 63(10): 657-62.

6. Grant DM, Beck JG, Marques L, Palyo SA, Clapp JD. The structure of distress
following trauma: posttraumatic stress disorder, major depressive disorder, and generalized
anxiety disorder. J Abnorm Psychol 2008; 117(3): 662-72.

7. American Psychiatric Association. Diagnostic and statistical manual of mental
disorders (3th ed.). Washington, DC: Author; 1980.
8. American Psychiatric Association. Diagnostic and statistical manual of mental

disorders (5th ed.). Washington, DC: Author; 2013.

9. Bryant RA. Early predictors of posttraumatic stress disorder. Biol Psychiatry 2003;
53(9): 789-95.

10. Galea S, Vlahov D, Resnick H, et al. Trends of probable post-traumatic stress disorder
in New York City after the September 11 terrorist attacks. Am J Epidemiol 2003; 158(6): 514-
24,

11. Pietrzak RH, Feder A, Singh R, et al. Trajectories of PTSD risk and resilience in World
Trade Center responders: an 8-year prospective cohort study. Psychol Med 2014; 44(1): 205-
19.

12. Halpern J, Maunder RG, Schwartz B, Gurevich M. Identifying, describing, and
expressing emotions after critical incidents in paramedics. J Trauma Stress 2012; 25(1): 111-
4,

13. Australian Centre for Posttraumatic Mental Health. Australian Guidelines for the
Treatment of Acute Stress Disorder and Posttraumatic Stress Disorder. In: ACPMH, editor.
Melbourne, Victoria; 2013.

14. Berger W, Coutinho ES, Figueira |, et al. Rescuers at risk: a systematic review and
meta-regression analysis of the worldwide current prevalence and correlates of PTSD in
rescue workers. Soc Psychiatry Psychiatr Epidemiol 2012; 47(6): 1001-11.

15. Harvey SB, Milligan-Saville JS, Paterson HM, et al. The mental health of fire-fighters:
An examination of the impact of repeated trauma exposure. Aust N Z J Psychiatry 2016; 50(7):
649-58.

16. Petrie K, Milligan-Saville J, Gayed A, et al. Prevalence of PTSD and common mental
disorders amongst ambulance personnel: a systematic review and meta-analysis. Soc
Psychiatry Psychiatr Epidemiol 2018.

17. NCIS. Intentional self-harm fact sheet: Emergency service personnel. Canberra,
Australia: National Coronial Information System, 2015.

18. McFarlane AC. The delayed and cumulative consequences of traumatic stress:
Challenges and issues in compensation settings. Psychological Injury and Law 2010; 3(2):
100-10.



19. Harvey SB, Modini M, Joyce S, et al. Can work make you mentally ill? A systematic
meta-review of work-related risk factors for common mental health problems. Occup Environ
Med 2017.

20. Iversen AC, Fear NT, Ehlers A, et al. Risk factors for post-traumatic stress disorder
among UK Armed Forces personnel. Psychol Med 2008; 38(4): 511-22.

21. Petrie K, Gayed A, Bryan BT, et al. The importance of manager support for the mental
health and well-being of ambulance personnel. PLoS ONE 2018; 13(5): e0197802.

22. Rose S, Bisson J, Wessely S. A systematic review of single-session psychological
interventions (‘debriefing') following trauma. Psychother Psychosom 2003; 72(4): 176-84.

23. Rose SC, Bisson J, Churchill R, Wessely S. Psychological debriefing for preventing
post traumatic stress disorder (PTSD). Cochrane database of systematic reviews (Online)
2002; (2).

24, Wessely S, Deahl M. Psychological debriefing is a waste of time. Br J Psychiatry 2003;
183: 12-4.

25. Petrie K, Joyce S, Tan L, et al. A framework to create more mentally healthy
workplaces: A viewpoint. Aust N Z J Psychiatry 2018; 52(1): 15-23.

26. Cuijpers P, Beekman AT, Reynolds CF, 3rd. Preventing depression: a global priority.
JAMA 2012; 307(10): 1033-4.

27. Joyce S, Shand F, Tighe J, Laurent SJ, Bryant RA, Harvey SB. Road to resilience: a
systematic review and meta-analysis of resilience training programmes and interventions.
BMJ open 2018; 8(6): e017858.

28. Wessely S, Bryant RA, Greenberg N, Earnshaw M, Sharpley J, Hughes JH. Does
psychoeducation help prevent post traumatic psychological distress? Psychiatry 2008; 71(4):
287-302.

29. Gayed A, Milligan-Saville JS, Nicholas J, et al. Effectiveness of training workplace
managers to understand and support the mental health needs of employees: a systematic
review and meta-analysis. Occup Environ Med 2018; 75(6): 462-70.

30. Milligan-Saville JS, Tan L, Gayed A, et al. Workplace mental health training for
managers and its effect on sick leave in employees: a cluster randomised controlled trial.
Lancet Psychiatry 2017; 4(11): 850-8.

31. Gayed A, Bryan BT, Petrie K, et al. A protocol for the HeadCoach trial: the development
and evaluation of an online mental health training program for workplace managers. BMC
Psychiatry 2018; 18(1): 25.

32. Rona RJ, Burdett H, Khondoker M, et al. Post-deployment screening for mental
disorders and tailored advice about help-seeking in the UK military: a cluster randomised
controlled trial. Lancet 2017; 389(10077): 1410-23.



