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Abstract

Objectives: The Working Mind is a program designed to reduce stigmatizing attitudes toward mental illness, improve
resilience, and promote mental health in the general workplace. Previous research has revealed positive program effects in a
variety of workplace settings. This study advances previous work in implementing randomization and a control group to assess
the intervention’s efficacy.

Methods: The program was evaluated using a cluster-randomized design, with pretest, posttest, and a 3-month follow-up in 2
implementation groups across 4 sites.

Results: The Working Mind program was effective at decreasing mental health stigma and increasing self-reported resilience
and coping skills at the pre—post assessment in both delivery groups. The program’s effects were maintained to the time of
3-month follow-up. Qualitative data provided further evidence that participants benefited from the program.

Conclusions: This study represents an advancement over past research and provides further support for efficacy of the
Working Mind program. Directions for future research, including replication using rigorous methodological procedures and
examination of program effects over longer follow-up intervals, are discussed.

Abrégé

Obijectifs : L’Esprit au travail est un programme congu pour réduire les attitudes stigmatisantes a I'endroit de la maladie
mentale, améliorer la résilience et promouvoir la santé mentale en milieu de travail général. La recherche précédente a révélé
des effets positifs du programme dans divers milieux de travail. La présente étude ajoute aux travaux antérieurs en mettant en
ceuvre la randomisation et un groupe témoin afin d’évaluer I'efficacité de I'intervention.

Méthode : Le programme a été évalué a 'aide d’'une méthode randomisée en grappes, avec un suivi avant, aprés et a 3 mois
dans 2 groupes de mise en ceuvre répartis dans 4 sites.
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Résultats : Le programme I'Esprit au travail a été efficace pour réduire la stigmatisation de la santé mentale et accroitre la
résilience et les capacités d’adaptation auto-déclarées lors de I'évaluation avant et aprés des deux groupes de mise en ceuvre.
Les effets du programme se maintenaient au moment du suivi de 3 mois. Les données qualitatives ont fourni plus de données
probantes indiquant que les participants bénéficiaient du programme.

Conclusions : Cette étude représente un progres par rapport a la recherche précédente, et apporte plus d’appui a I'efficacité
du programme I’Esprit au travail. Les orientations de la future recherche, notamment une réplication utilisant des procédures
méthodologiques rigoureuses et 'examen des effets du programme sur des intervalles de suivi plus longs sont discutés.
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stigma, mental health, randomization, evaluation

Mental health issues in the workplace have become a domi-
nant occupational health concern in Canada.' Poor mental
health is associated with diminished productivity and
higher absence rates,” suboptimal work performance and
difficulties with work confidence and work goals,* and low
job satisfaction.*> In reciprocal fashion, work-related
stress factors, including job insecurity, job demands, orga-
nizational changes, workplace conflict, and low social sup-
port, are detrimental to mental and physical health.® Mental
health problems increase health-care utilization, presentee-
ism, and absenteeism and reduce health-related quality of
life.”®

It has been estimated that more than 70% of young people
and adults who experience mental health issues receive no
treatment.’ This treatment gap is affected by: (a) lack of
knowledge about signs and symptoms of mental illnesses,
(b) lack of knowledge about treatment options; (c) prejudi-
cial attitudes toward people experiencing mental illness; and
(d) systemic discrimination against people with mental prob-
lems, including limited public service and expensive private
alternatives.'® The combination of these circumstances
affects reluctance to seek treatment, delays in seeking appro-
priate care, and discontinuation of service.

Distinctive features of mental health stigma in the work
context have been described.'' Stigma enables exclusionary
workplace practices, such as lack of career advancement,
marginalization from full work integration, inequity in work-
place policies, reduced responsibilities, and decreased par-
ticipation in social activities at work. Stigma also predicts a
reduced likelihood of hiring and a cycle of precarious job
positions and unemployment.

Mental health strategies are needed in the workplace to
promote mental health, prevent mental illness where possi-
ble, provide access to the appropriate services, reduce
stigma, assist employees who are struggling, and generally
foster a supportive workplace culture.'?> Workplace mental
health can also be supported by various policies, including
the National Standard for Psychological Health and Safety in
the Workplace created by the Mental Health Commission of
Canada," and comparable standards in other countries.'*!”

Several critical components exist for effective workplace-
based disability prevention programs, these aspects include
access to treatment and navigation through the disability

management system.'® A review of workplace anti-stigma
prevention programs unfortunately revealed that many pro-
grams purporting to reduce stigma and promote mental
health in the workplace do not evaluate their intervention
effects, use program acceptability as an outcome index, or
do not publish their results as they are proprietary.'®

The Mental Health Commission of Canada has underta-
ken an anti-stigma initiative called Opening Minds (OM) to
assess and reduce stigmatizing attitudes, beliefs, and beha-
vioral intentions of Canadians toward people with a mental
illness.>* OM has targeted various audiences, including
health-care providers, youth, the workforce, and media.?!
For example, the Road to Mental Readiness (R2ZMR) for
First Responders program was adapted from a program
developed by the Canadian Department of National Defence
and then applied to multiple first responder groups.?*** The
Working Mind is an adaptation of the RZMR program for the
general workplace. The program attempts to reduce stigma
toward persons with mental health illnesses, ameliorate
awareness of various signs of mental health using the Mental
Health Continuum Model, improve coping and resiliency
skills (RS), educate about policies and practices to promote
mental health in the workplace, and assist employees to seek
support when needed.'? A key element of the program is
contact-based education, where individuals who experienced
a mental health illness and have recovered or are in recovery
tell their stories.

The Working Mind program has been evaluated in many
workplaces across Canada.'? Evaluation results reveal mod-
est reductions in stigma and increased coping skills that
generally last through 3-month follow-up evaluations.'?
Unfortunately, because employers typically adopt and then
simply implement the program, it has been difficult to con-
duct more sophisticated study designs, such as including
randomization. The current article represents a cluster-
randomization trial of the program delivered in a large pro-
vincial employer within Canada in both an immediate and
delayed format. It was predicted that the program would
demonstrate by stigma reduction and resiliency improve-
ment outcomes, consistent with previous research. It was
further predicted that these results would only be evidenced
once the program was delivered, but not while the delayed
implementation group was waiting.
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Figure 1. CONSORT flow diagram. Note. The immediate inter-
vention group participated in the study for a total of 3 months,
including the pre- and postintervention surveys, plus a 3-month
follow-up assessment; the delayed intervention group participated
in the study for a total of 6 months, as they waited for 3 months
after the baseline assessment until they took part in the interven-
tion and then underwent the same assessment as the immediate
intervention group.

Methods
Study Design and Participants

The study used a cluster-randomized trial design and was
implemented in the Nova Scotia Health Authority (NSHA),
with the support of the Mental Health Commission of
Canada. Participants were recruited through the Occupa-
tional Health, Safety & Wellness branch of the NSHA in
geographically distinct sites of the province, through
requests sent to managers in various programs of the NSHA.
A total of 4 sites asked for participation in the study, includ-
ing 2 office sites and 2 sites comprised of kitchen and main-
tenance staff.

Procedures

Sites were randomly assigned by the first author, without
knowledge of location or workforce positions, to an imme-
diate or delayed implementation group. By chance, the 2
clusters of office workers were allocated to the immediate
intervention group, whereas the other staff clusters were
allocated to the delayed intervention group. The immediate
implementation group consisted of 58 participants, who
engaged in the program immediately after completing the
presurvey. They also completed the assessment measures
at 2 other time points, immediately after the program’s com-
pletion, and at a 3-month follow-up period. The delayed
implementation group consisted of 60 participants, who
received the program after a 3-month delay. Their outcomes
were assessed at the baseline (i.e., the same time point when
the immediate group completed the presurvey), just before
the program (at a 3-month delay in comparison to the imme-
diate group), immediately at the program’s conclusion, and
at a 3-month follow-up period. Figure 1 presents the CON-
SORT diagram of participant flow.

Outcome Measures

Stigma. Stigma was measured using the Opening Minds Scale
for Workplace Attitudes (OMS-WA).?! The OMS-WA is a
22-item self-report questionnaire developed to assess atti-
tudes, stereotypes, and behavioral intentions toward people
experiencing mental health issues.'>** Good internal consis-
tency (i.e., o > .7) of this measure was reported in previous
studies.?!**

Resiliency skills. RS were examined by a 5-item scale, specif-
ically designed for the R2ZMR for First Responders pro-
gram.lz’23 This scale reflects participants’ perceptions of
their skill level and ability to recover from adverse or trau-
matic event.

Mental health coping scale. The Mental Health Coping Scale'?
consisted of 5 items which explored participants’ perceived
understanding of mental health in the workplace, their inten-
tions toward seeking help, and their willingness to support a
colleague in regard to mental health in the workplace.

Open-ended questions. At the 3-month follow-up period, par-
ticipants were asked if they had used any of what they had
learned in The Working Mind program at work or at home
(yes/no response), and if yes, to provide more details in their
responses. Open-ended responses were analyzed for themes.

Training and ethics approval. Training of the trainers was pro-
vided by the Mental Health Commission of Canada
(MHCC), but the actual trainers were from the employer.
Ethics approval for the project was obtained form the Uni-
versity of Calgary Conjoint Faculties Research Ethics Board
(REB# 14-1620).
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Results

The data for this study were collected by paper and pencil
completion of all measures, except for the follow-up data for
the immediate delivery group, as these data were obtained
through email completion of the questionnaires. Data were
collected and sent from the site where the questionnaires
were completed to the University of Calgary, where the data
were entered into a computer file. All surveys were collected
with identifying information but the employer was not pro-
vided this information. Data were checked for errors and
omissions. If data points were missing within a given scale
(n = 14), the scale score was prorated based on the available
item responses. No estimation was made of other missing
data, and the Last Observation Carried Forward methodol-
ogy was not employed, as this method can bias study results
in longitudinal data sets.?> Descriptive statistics and prelim-
inary analyses of the internal reliabilities of the scales were
conducted with SPSS Version 25.2° All other statistics were
conducted with R.?’

Descriptive Statistics

Descriptive statistics for the demographic variables are pre-
sented in Table 1. Descriptive statistics for each dependent
measure at each time point are presented in Table 2.

Preliminary Analyses

Group differences in baseline characteristics (i.e., gender,
education level, marital status) were investigated with chi-
square analyses and analysis of variance, as appropriate.
Independent sample #-tests were conducted on dependent
variables (i.e., OMS-WA, mental health coping skills
[MHCS], RS), using the data from presurvey. These analyses
indicated that the immediate group and the delayed group
were not statistically different in terms of gender, x*(1) =
1.68, P = 0.19; marital status, x2(4) =9.06, P =0.06; or age,
F(1,119)=.001, P = 0.98. However, there was a significant
difference between groups in education level, Y*(3) = 26.48,
P < 0.001, as the immediate group had a higher level of
education than the delayed group.

Internal reliabilities of the scales were assessed by Cron-
bach as, collapsed across all participants who provided data
at each assessment point. The reliability of the OMS-WA
was .89 across all time points (i.e., baseline, pretest, posttest,
and follow-up). The Cronbach o coefficient for the Mental
Health Coping Scale was moderate at .71 at baseline, .67 at
pretest, .68 at posttest, and .71 at follow-up. Finally, the RS
scale had a high level of internal consistency (.83 at baseline,
.83 at pretest, .86 at posttest, and .81 at follow-up).

Analyses of Randomization and Clustering Effects

As noted above, a cluster-randomization procedure was
strictly followed. It became apparent, however, that the ran-
domization eventuated in the immediate delivery group to be

Table 1. Participant Demographic Characteristics by Group.

Immediate group  Delayed group

(n = 58) (n = 65)
Variables Mean (SD) Mean (SD)
Age 43.75 (9.9) 43.69 (10.65)
% (n) % (n)
Gender
Male 345 (2) 9.23 (6)
Female 96.55 (56) 90.77 (59)
Education
Less than high school 0 (0) 0(0)
High school 0 (0) 3231 (21)
Non-university certificate 27.59 (16) 30.77 (20)
Bachelor degree 51.72 (30) 29.23 (19)
Graduate degree 20.69 (12) 7.69 (5)
Marital status
Single 7.01 (4) 24.62 (16)
Married 61.4 (35) 55.38 (36)
Divorced or separated 8.77 (5) 3.08 (2)
Common law 21.05 (12) 16.92 (11)
Widowed 1.75 (1) 0 (0)

Note. SD = standard deviation.

comprised almost entirely of sites with administrative staff,
whereas the delayed delivery group was comprised of mostly
maintenance and kitchen staff. Also, as noted above, there
were only 2 levels of clustering within each randomized
group, which raised concerns about the ability to estimate
clustering effects.?®

Given the desire to test the effects of randomization and
to evaluate the potential clustering effects, a 2 (group: imme-
diate vs. delayed) by 2 (time point: time 1 vs. time 2) linear
mixed model analysis with subject modeled as random effect
and cluster modeled as fixed effect was conducted in R*” to
examine changes in stigma, resiliency, and coping scores.
Time 1 consisted of the baseline scores for the delayed group
and pretest scores for the immediate group, whereas Time 2
consisted of the pretest scores for the delayed group and
follow-up scores for the immediate group. These data were
expected to demonstrate nonsignificant effects of clustering,
but a significant interaction effect, revealing that the imme-
diate intervention group demonstrated difference while the
delayed intervention group revealed no changes during the
waiting interval.

Stigma scores revealed a significant interaction effect,
F(1/77) = 4.06, P = 0.047, and a significant group effect,
F(1/76) = 25.70, P < 0.001. There were no significant
main effects of time, F(1/77) = .92, P = 0.342, or cluster,
F(1/76) = .04, P = 0.851. Follow-up pairwise comparison
analyses revealed a significant Time 1 to Time 2 reduction in
stigma for the immediate group, #(77) =2.02, P =0.031, but
not the delayed group, #(77) = .72, P = 0.475.

Scores on RS revealed a significant time effect, F(1/74) =
5.68, P = 0.020. There were no significant main effects of
group, F(1/74) = 2.26, P = 0.137, or cluster, F(1/74) = .03,
P = 0.872. Although there was no significant interaction
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Table 2. Descriptive Statistics for Dependent Measures From
Baseline to 3-Month Follow-up.

Immediate group Delayed group

(n=44) (n = 40)

Time point Mean (SD) Mean (SD)
Baseline

OMS-WA 37.42 (9.29)

Mental Health Coping Scale 18.15 (3.2)

Resiliency Scale 16.15 (3.31)
Preprogram

OMS-WA 3241 (6.28) 39.16 (9.3)

Mental Health Coping Scale 19.45 (2.23) 18 (2.88)

Resiliency Scale 16.78 (2.99) 16.59 (2.95)
Postprogram

OMS- WA 28.7 (6.41) 34.7 (7.89)

Mental Health Coping Scale 20.96 (1.91) 19.84 (2.07)

Resiliency Scale 17.93 (3.12) 18.59 (3.13)
3-Month follow-up

OMS-WA 29.95 (6.13) 34.15 (9.72)

Mental Health Coping Scale 20.52 (2.44) 19.35 (2.73)

Resiliency Scale 18.05 (2.68) 18.08 (2.89)

Note. OMS-WA = Opening Minds Scale for Workplace Attitudes;
SD = standard deviation.

effect, F(1/74) = 1.23, P = 0.270, pairwise comparison
analyses revealed the expected significant Time 1 to Time
2 improvement in RS for the immediate group, #75) = 2.62,
P =0.011, but not the delayed group, #(77) = .85, P = 0.396.

Finally, scores on MHCS revealed a significant group
effect, F(1/76) = 13.89, P < 0.001, and a significant time
effect, F(1/77) = 6.55, P = 0.012. There was no significant
main effect of cluster, F(1/76) = 2.38, P = 0.127. Although
there were no significant interaction effect, F(1/77) = 1.38,
P = 0.245, pairwise comparison analyses revealed a signif-
icant Time 1 to Time 2 improvement in MHCS for the
immediate group, #(77) = 2.77, P = 0.007, but not the
delayed group, #(77) = .94, P = 0.350.

Test of Primary Hypotheses

A 2 (groups: immediate vs. delayed) by 3 (time intervals:
pretest, posttest, follow-up) linear mixed model analysis
with subject modeled as random effect and cluster modeled
as fixed effect was used to investigate program effects. A
similar pattern of results was expected across stigma reduc-
tion (OMS-WA), improvement in MHCS, and improvement
in RS, in that it program benefits were expected, which
would maintain until the follow-up assessment period.
Group differences were expected for stigma (see above), but
no interactions were expected to emerge.

Changes in Stigma

Stigma scores on the OMS-WA revealed a significant time
effect, F(2/154) = 16.33, P < 0.001 (see Figure 2). There
was also a significant group effect, F(1/76) = 16.23, P <

Figure 2. Stigma reduction over time (changes in total OMS-WA
scale scores). OMS-WA = Opening Minds Scale for Workplace
Attitudes.

0.001, but the interaction effect was not statistically signif-
icant, F(2/154) = 1.02, P = 0.362. Furthermore, the main
effect of cluster was not statistically significant, F(1/76) =
.02, P = 0.892. Based on hypotheses, pairwise comparison
analyses revealed a significant pre- to postreduction in
stigma for both the immediate, #(154) = 3.22, P = 0.004,
and the delayed group, #(154) = 4.12, P < 0.001. Change
from posttest to follow-up showed some increase for the
immediate group, but this change was not statistically sig-
nificant, #(154) = .85, P = 0.675. A similar pattern was
observed in the delayed group, where the change was not
significant, #(154) = .03, P = 0.999. Overall, stigma demon-
strated a significant reduction from pre- to posttest, which
was maintained to the time of the follow-up assessment.

Changes in RS

The analysis of the change in time on the RS scale showed a
significant time effect, F(2/153) = 16.76, P < 0.001. How-
ever, neither the group effect, F(1/76) = .03, P = 0.875, nor
the interaction effect, F(2/153) = .36, P = 0.698, was statis-
tically significant. Furthermore, the main effect of cluster was
not statistically significant, F(1/76) = .05, P = 0.825. Further
examination of changes in time was performed. Follow-up
pairwise comparison analysis revealed a significant pre- to
posttest increase in RS for both the immediate group,
t(153) = 3.6, P = 0.001, and the delayed group,
#(153) =4.27, P<0.001. Some reduction in RS from posttest
to follow-up was observed for both the immediate,
t(153) = .52, P = 0.861, and the delayed group,
#(153) = 1.46, P = 0.313, but this change was not statistically
significant for either group. Overall, changes in RS were
maintained from the posttest to the time of the follow-up test.

Changes in MHCS

Scores on MHCS revealed a significant time effect,
F(2/154) = 13.94, P < 0.001, and a significant group effect,
F(1/76) = 6.97, P = 0.01, but the interaction was not statis-
tically significant, F(2/154) = .22, P = 0.800. Furthermore,
the main effect of cluster was not statistically significant,
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F(1/76) = 1.44, P = 0.233. Further assessment of the time
effect via pairwise comparison analyses revealed a significant
pre- to posttest improvement in MHCS for the immediate
group, #(154) = 3.35, P = 0.003, as well as for the delayed
group, #(154) = 3.86, P < 0.001. Compared to the scores at
posttest, follow-up scores reflected some decrease in the
MHCS scores for both groups, but this change was not statis-
tically significant for either the immediate, #154) = .61,
P = 0.816, or the delayed group, #(154) = 1.33, P = 0.380.
The pattern demonstrated improvement in MHCS from pre- to
posttest, which were sustained to the time of follow-up survey.

Additional Outcomes

At the follow-up assessment, participants were asked: “Have
you used any of what you learned in the Working Mind
Program at work or at home?” Fully 77.38% (n = 84) of
participants indicated a positive response. The most common
items included use of the Mental Health Continuum Model
(18.37%) and to skills they learned in the program (16.33%).
Providing empathy to another, being a support to another,
having better understanding of mental health in the work-
place, and introducing self-care activities to their lives were
also commonly mentioned (12.24%, 12.24%, 10.2%, and
10.2%, respectively).

Program Effect Sizes

Program effect sizes were calculated, using the pretest and
follow-up scores and with Cohen d*° for comparison to other
results.'? The effect size for stigma reduction, as indexed by
the OMS-WA, was .49 in the immediate group, .52 in the
delayed group, and .46 in the overall sample. The RS effect
sizes were .49 and .66 in the immediate and delayed groups,
respectively, and .57 in the entire sample. Finally, the effect
size for the Mental Health Coping Scale was .58 in the
immediate group and .62 in the delayed group, with an over-
all effect size of .58.

Discussion

In contrast to previous studies,'** this study included clus-

ter randomization and a delayed control group in order to
estimate the intervention’s efficacy. Sites were geographi-
cally distinct, and although the sites differed in some
respects at baseline, the results revealed that the Working
Mind program was effective at reducing stigmatizing atti-
tudes toward mental illnesses and increasing perceived resi-
liency and coping skills. The delayed group did not change
in terms of stigma, resilience, and MHCS while waiting for
the program delivery. In addition, follow-up analyses
demonstrated that the positive changes observed for stigma,
resilience, and MHCS were retained over a 3-month interval.

Outcome effect sizes for both groups were moderate.?
This magnitude of effect is not unexpected, as it is unlikely
that a 4-hour long intervention will produce changes with

large effect sizes.® The observed effect sizes of stigma
reduction and resiliency improvement were somewhat larger
than a previous meta-analysis, however, which reported an
effect size of .38 for stigma reduction and .50 for resiliency
improvement across 8 diverse workplace settings in
Canada.'” Similarly, 6 different replications of the Under-
standing Stigma program found a mean effect size of .30 for
stigma reduction.”’

Study Strengths and Limitations

This study has several strengths, including the use of a con-
trol group, and validated outcome measures that enabled
direct comparisons of effect sizes with previous research.'?
The evaluation was conducted at a location removed from
the actual workplace, which minimizes concerns about
employee privacy and presentation biases. This study further
benefited from quantitative measures and qualitative ques-
tions, the latter of which clearly demonstrated that a signif-
icant majority of participants utilized the program during the
follow-up period.

A study limitation is that the cluster randomization
yielded groups that were not equivalent at baseline. Cluster
randomization works best when multiple groups are assigned
to different conditions; it may have been superior in the
current study to block groups on occupational categories first
and then randomize to immediate versus delayed interven-
tion. Further, the significant results that emerged were pri-
marily in the context of the repeated assessments of
participants over time and as a result of participation in The
Working Mind program, which was a pattern of results that
did benefit from randomization. A second study limitation
was the moderate attrition at the presurvey time point in the
delayed group and at the time of follow-up assessment in the
immediate group. Some of this attrition may be due to parti-
cipants who were not required to complete these evaluations.
The follow-up attrition in the immediate group could also be
due in part to the use of online questionnaires to collect the
follow-up data. The use of different methods to collect some
of the data (in person questionnaires vs. online) is a source of
methodological variance in the data. Finally, the current
study assessed the program effects at a 3-month follow-up
period. Although this time interval matched previous
research,'? future program evaluations should consider lon-
ger follow-up intervals.'®

Summary and Directions for Future Research

The current study offers further evidence with for the effi-
cacy of The Working Mind program to reduce workplace
mental health stigma and increase resilience. The current
results also reinforce previous outcomes with respect to the
persistence of the program effects. These results add signif-
icantly to previous results about the benefits of the Working
Mind program.'?
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The inclusion of more diverse workplace settings, other
cultures, and target groups are potential targets for future
study. Further, as this is the only randomized study of the
Working Mind program, other randomized trials are recom-
mended. If such trials employ cluster randomization, it
would be ideal to have a large number of clusters to control
for potential confounding variables. Another model of ran-
domization would be to assign participants to either the cur-
rent Working Mind program or an alternative intervention
program to ascertain their relative benefits on program out-
comes. Future work should utilize longer follow-up intervals
and perhaps incentivize follow-up assessment participation.
Future research could include other outcomes, such as dis-
ability claims or the use of mental health accommodations
that may be affected indirectly by the intervention. Any
program can also only represent a single tool in the range
of possible workplace interventions.'” Further research of
such programs in the context of larger organizational
change“’”’33 will help to quantify their value for mental
health promotion in the workplace.
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