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To investigate the preventative resilience and positive psychology programs
that contribute to wellbeing to determine their effectiveness and ability to be
utilised by emergency services personnel. Evaluate programs that focus on
keeping people well and reducing stigma around normal reactions to the
abnormal events that emergency services personnel are exposed to.
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Executive Summary
The term resilience has been used for several decades in relation to individuals and how they
cope in traumatic situations. Early work in the 1950’s to 1970’s focused on the resilience of
children growing up in challenging environments. Over time it has been broadened to
encompass adults and their ability to manage in the face of abnormal situations. It is now
commonly accepted that some dysfunction or distress is a normal reaction to an abnormal
event. However, traditional thinking is that this dysfunction or distress ideally should be
temporary followed by a return to normal functioning.
Resilience is a continuum and varies in degrees across multiple domains of our lives. A person
who adapts well to stressors at work may not adapt as well in response to stressor in their
personal relationships. It can change over time as individuals interact with their environment
and develop. Someone once said that “No one gets through life unscathed”. We are all
touched, to varying degrees, by the events that happen to us and around us.
Research has traditionally focused on what has gone wrong with people who have chronic
symptoms and poor functioning after adversity. The conversation is changing. Questions are
now being asked about:
•
•
•

What goes right for people who are able to navigate through these events? What are the
natural mechanisms that allow them to keep moving forward?
For those who experience challenges and dysfunction, how does this change them and can
there still be growth and thriving as they move forward?
Lastly, can workplaces influence a person’s reaction to everyday stressors and potentially
disturbing events? Responses to stressors are contextualised by person’s interactions with
others, available resources, cultural and religious influences, our workplace cultures and
our communities and their values. What role can workplaces play in providing skill training
and tools to build resilience?

This paper suggests a systemic approach to building resilience, with specific attention on
cultural and leadership issues. The following suggestions are put forward for consideration by
organisations:
•
•
•
•
•
•
•

A clearly defined and holistic strategy for well-being (including resilience) is led by the
Senior Management and championed by the CEO.
Culture is closely examined and new cultural initiatives are driven by a sense of purpose,
values and achieving “peak performance” (not just “sustainable performance”).
Strategic priorities are clearly communicated and explained. Behavioural standards
cascade from these priorities and the workplace values.
The organisation has a “resilience culture” and its decisions, systems, policies and
processes are aligned with it.
Leaders, managers and all personnel receive resilience education and skills training.
Personnel who require it are provided with appropriate support (including for behavioural
change).
Evaluation of programs is built in and is used and recognised as a continuous improvement
process for individuals and programs.

There will be more pressure on workplaces to try and assist their personnel with addressing the
stressors that occur in the workplace and outside in their personal lives. The dividing line
between the impact of non-work related stressors and the workplace is blurring. People no
longer “leave their baggage at the door” when they come to work or when they go home. The
role of resilience in well-being and the role and impact of the workplace in this space is a
growing conversation and one that all organisations are encouraged to embrace.
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Introduction
In my role as Assistant Director, Health and Safety Division in Western Australia Police the
discussion on how to better serve the police officers who work for the Western Australia Police
Force is an ongoing one. The term resilience has grown in popularity in the general community
and also in policing. There are many private companies that approach our training institution
and our executive with the latest product or program that can “cure PTSD”. The conversations
around these products and programs invariably always contain some element of resilience
training.
These conversations are also occurring in other services such as Fire and Rescue and
Ambulance responder agencies. My initial thoughts were that we were reinventing the wheel
each time we either engaged with a new provider or developed our own in-house program. In
Western Australia there have been discussions on future collaborations between the police, fire
and ambulance services on a model (or models) that could be used by all of the services in the
emergency services space.
PLEASE NOTE: The terms “first responders” and “emergency services” are used
interchangeably. They both encompass the professions of police, fire-fighters and ambulance.
Language:
Conversations were also about how we could be more proactive in our thinking about mental
health. For us, it started with the language. I was first introduced to how powerful a change
in the language used could be by the Ontario Ombudsman in their document “In the Line of
Duty”. The Ombudsman preferred the term “operational stress injury” rather than the label
“PTSD”. “Operational Stress Injury” was not a medical term and therefore not seen as a
diagnosis. It was first used within the Canadian military and was found to be more acceptable
than traditional medical labels and assisted in destigmatising stress related symptoms. “Injury”
rather than “disorder” implies something that someone can come back from rather than
something that is broken within them. Changing the language in this report was an important
starting point for the Ontario Provincial Police (OPP) directions (discussed later). This
demonstrated to me how changing language can flow through an entire organisation and
become part of the new shared language that aids in changing the culture around well-being.
This inspired me to look at changing the language used in our organisation to terms that better
enabled us to discuss levels of wellbeing from thriving to distress. This led us to change
“mental health” to “psychological wellbeing”. “Mental health” as a term comes with its own
baggage. For emergency services they are normally only exposed to people when they are at
the extreme distress stage. This can be when they are called out to a job where a person who
is severely distressed is potentially putting their own and others’ lives at risk. It can also be
when colleagues are medically retired for no longer being able to function in the workplace
due to the severity of the diagnosed conditions. Mental health, as a term, no longer means good
health but conversely people who are distressed and are no longer valued. They see how the
community perceives “mental health” patients and how it can potentially impact on their career.
It is no wonder that first responders are not quick to come forward when they are in the early
stages of distress. Their beliefs around how they will be perceived and the impact of disclosure
can be fuelled by the use of this term. By no longer using the term “mental health” we felt that
in a health and safety context it helped towards de-stigmatising it.
Well-being on a continuum:
When I first joined WA Police Force, I came across the mental health continuum used by the
Mental Health Commission of Canada in their Road to Mental Readiness (R2MR) program. I
read that this model had been used with the military and the police forces in Canada (discussed
3

later in this report) to promote mental health as a continuum rather than a static state. This
resonated with me as our experience in the Western Australia Police Force was that people can
move from the green to red zone regularly. It also seemed to be useful as a way of helping
identify the impact of potentially disturbing events and where people may find themselves at
any time. The continuum below is similar to the R2MR concept however it has been modified
to reflect the changes in language discussed above. This model focuses on the “level of
functioning” rather than “illness or injury” as you will see used in the R2MR model later.
The green zone has been expanded to encompass thriving. Resilience and thriving are similar
but different. Resilience is about an individual’s behavioural capacity to adapt and make
positive adjustments after an event – bouncing back. Thriving and growth is moving beyond
just feeling normal. It is recognising that there is a positive psychological experience from
increased learning and vitality and that an individual can develop and grow at work. Resilience
is about how we deal with adversity whilst thriving does not require encountering a challenge.
Thriving can occur in any environment where the work context allows for exploration of ideas,
discretion, information sharing, and a climate of trust and respect.

Figure 1: Psychological Well-Being Continuum

So the question became how to we engage with people while they are still in the green/yellow
zone? In my work with health promotion around physical fitness I was aware that there is a
group of people who are not overweight, are not experiencing any immediate health issues and
therefore their physical well-being is not on their “radar”. They may go to the gym every now
and then, eat a relatively healthy diet (most days) and maintain a “reasonable” weight (they
don’t obsess over the number on the scales but go more by the fit of their clothes). For this
group they are in the equivalent physical green zone at the moment. They are healthy and they
are functioning. They may not want to take their shirt off at the beach but otherwise they are
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pretty happy with their physical abilities and capabilities. What they are not doing is
experiencing peak performance – they are not thriving. The challenge for this group is how to
engage them in the discussion and encourage them to consider small changes that will enhance
their physical prowess.
The other challenging group are those who are in the red zone who are actively not listening to
professionals and are therefore deliberately damaging their health. Another physical example
is a conversation where an officer with a raft of physical issues (they are overweight, recently
diagnosed with type 2 diabetes, and lost several teeth due to diabetes and poor nutrition) was
talking with their line manager about their current difficulties at work. During the conversation
they reached down, picked up a two-litre bottle of Iced Coffee and took a drink. The line
manager asked them about this and the impact it had on their diabetes. The officer’s response
was that they were on a liquid diet due to having lost teeth recently. The author doubts that
this liquid diet was one prescribed by their medical professional. This officer had already had
a few, significant trigger events that would have been enough to make a person change their
behaviour. For this person even a combination of trigger events was not enough for them to
actively engage in managing their own well-being. So what is the role of the organisation in
these situations? Can the organisation assist their personnel to change behaviour?
These challenges are the same for psychological well-being and are going to come more and
more into the realm of the workplace as time goes on. There will be more pressure on
workplaces to try and assist their personnel with addressing them. The role of resilience in this
space is a growing conversation and one that all organisations are encouraged to embrace.
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Research Title: Resilience programs in emergency responder and military agencies.
Aims/Objectives: The aim of the proposed study is to investigate the preventative resilience
and positive psychology programs that contribute to wellbeing to determine their effectiveness
and ability to be utilised by emergency services personnel. Evaluate programs that focus on
keeping people well and reducing stigma around normal reactions to the abnormal events that
emergency services personnel are exposed to.
Methodology: The research was done via face to face interviews with agencies within the
emergency services and military field. There was also email correspondence and the sharing
of information prior to the face to face visitations.
Interviewees were provided with the questions below prior to scheduled meetings to help with
preparation and to maximise the effectiveness of the time allocated. Interview questions
included but were not limited to:
•
•
•
•
•
•
•
•
•

How does the agency define resilience?
What programs(s) does the agency currently have in place in relation to resilience or
psychological wellbeing?
Why were the program(s) instigated? What was the issue that the agency was seeking
to change?
How long have the program(s) been running?
Who are the program(s) targeted at?
What have been the organisational challenges in implementing the program(s)?
How did you get the agency to “buy into” supporting the investment in these
program(s)?
What changes have occurred since the implementation of these programs(?) How do
you measure the effectiveness of the program’s outcomes?
How do the program(s) fit into the overall strategy for the area and the agency?
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DISEMINATION
How the final report will be used: The primary use for this report will be for submission to
the Churchill Trust. This is then published on their website and available for public viewing.
The information will also be shared within the Western Australia Police Force executive and
other Western Australian emergency responder agencies to help inform them on international
practices in their similar agencies.
Police has a national reference group called the Australian, New Zealand Policing Advisory
Agency (ANZPAA) Wellbeing and Safety Working Group. This group has representatives
from the Health and Safety areas for each state and territory policing jurisdiction. It allows the
agencies to work collaboratively on matters that are common amongst all the agencies. This
research will be presented to this group to help guide common practices and projects moving
forward.
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Initial questions that started the journey
When I first set off on this journey I was thinking about five main questions in relation to
resilience.
1. How do we define resilience for a first responder agency?
2. Are we (police, fire and ambulance services) so different from one another from a national
and international perspective?
3. If we are all facing the same issues are we all just independently reinventing the wheel?
4. Is anyone doing something in this space that we can all learn from?
5. Can we share our knowledge and work together to develop best practice for all of our
people?
This report is mainly written from a policing perspective however all of these concepts and
principles are relevant and transferrable across all emergency responder groups as well as more
broadly to other workplaces. The questions below were the primary focus of conversations
and will be expanded on in more detail in the remainder of the report.
What programs does the agency currently have in place in relation to resilience or
psychological wellbeing?
To begin with it is important to define what a resilience program is. What constituted a
resilience program for the purposes of this paper, was any activity that targets any of the factors
that research has shown improve resilience and healthy responses to stress and provides some
skills and techniques for helping to integrate these factors into everyday life. There are a
number of different programs that are being used by agencies. Some are commercial programs
run by external providers, some are commercial programs but internal resources were used to
present the material and some are not programs but a change to how the agency responds to
and supports their people. The main programs will be discussed in more detail later in this
paper.
Why were the programs instigated? What was the issue that the agency was seeking to
change?
In nearly all of the cases there had been a catalyst for the implementation of these programs.
In Canada the Ontario Provincial Police (OPP) had been the subject of a review by the
Ombudsman, “In the Line of Duty”. This report was used by the OPP and the Ontario Police
College to institute the R2MR program. For other groups the program(s) were instigated as
the result of a death of a police officer in the line of duty or by suicide. The UK experienced
major events such as the Manchester Arena bombing, terrorist attacks in London and the
Grenfell Tower fire. The backdrop for these particular agencies was they had experienced
resource cutbacks due to government austerity measures. This meant that health services areas
are primarily resourced for base level, reactionary support services rather than proactive,
preventative strategies.
The other impact of austerity measures is occupational uncertainty. Workers who feel that
their jobs are not secure, as they traditionally have been in government agencies, are likely to
be under more stress than normal. This is amplified if personal finances are also an issue at
that time and there is a potential impact on their family and their current lifestyle. During the
global financial crisis in 2008, as concerns for job security soared, deaths by suicide increased
by almost 5000 cases across Europe and North America. Studies on the effects of perceived
job insecurity on links to increased rates of depression and suicide has been documented in
Korea, UK and Greece. In England and Wales police officer numbers have been reduced by
nearly 20,000 (14%) since 2009. These traditionally secure positions were no longer immune
from government cutbacks.
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One challenge that was clear was around maintaining the momentum for these programs after
the initial event. The author’s perception is that shortly after any event or review there is a
flurry of activity and support for the implementation of programs. Additional financial and
human resources appeared to become available for more ongoing, preventative work after the
event. These decisions are then often done as a knee jerk reaction and not part of an ongoing
and sustainable strategy.
How long have the programs been running?
I was surprised that most of the programs were relatively young. Most were started within the
last five to ten years. Because of this there is little evidence gathered so far as to the efficacy
of the programs. The military seems to have done the most extensive research to date however
there are detractors of the research. An observation from this is that when programs are set up
there should be an opportunity to base line participants prior to undertaking any activity, be
clear on what behaviour changes are to be measured, and a plan to follow up at regular intervals
to check in and see whether these changes have been sustained. This evidence gathering cycle
should be established and endorsed at the implementation stage.
The purpose for gathering the information should also be set up early with participants. It
should be explained that the purpose is to evaluate the success of the program and not to gather
health related data from them that could be used in any process that may impact on their
employment with the agency.
Who are the programs targeted at?
Most of the programs could be adapted for all staff. All included both uniformed and civilian
staff. Only one of the programs had a specific program for managers. There are programs that
have been developed specifically for frontline personnel and their families. All agreed that
programs needed to be adaptable, be done by managers and leaders first and should include a
family component.
What have been the organisational challenges in implementing the programs?
•
•

•

•

Maintaining the momentum. Wellness Units that were relatively young were not sure of
their longevity.
Austerity measures – Toronto Police and UK forces were all going through austerity
measures. These were seeing impacts on frontline services as well as support/corporate
services. It could be argued that in these times the services of Wellness Units is more vital
to enable the frontline services to perform at their peak.
Lack of evidence. – This ties into the austerity issues. It is difficult to measure the
effectiveness of programs through the normal metrics such as return on investment. An
officer shared a story with the author which included a mix of professional stressors
(involved in a shooting and the subsequent internal investigation) and personal stressors
(house fire) that all seemed to converge at the one time. This officer provided testimony
that the programs they had been provided access to had enabled them to continue to
function during an exceptionally challenging time and still be able to provide support to
other officers. The question of how you measure the value to individuals, the organisation,
families, and society is complicated.
Without a catalyst event it can take a long time to convince the executive team of the value
of these programs. It was agreed that workplaces should not wait for a trigger event. They
should act preventatively and be prepared for the next event. We don’t know when a
catalyst type event will occur be we do know that it will. Prior preparation prevents poor
planning. Knee jerk reactions are more costly in the short term and in the long term as they
do not form part of a coordinated and thought out approach. By not implementing proactive
11

•

•

resilience programs catalyst type events potentially have a greater impact on officers due
to lower resilience levels at the time of the event.
Difficulties in releasing frontline officers to undertake face to face training. There is a great
amount of research that shows face to face training is more effective and longer lasting that
e-learning platforms. However, when people are not available to perform their frontline
duties then this puts a strain on the operational areas. It is helping the areas understand that
this time away from the frontline is a short term loss for a long term gain. Unless programs
are mandated, as they are in the OPP, it can be difficult to get operational areas to agree to
release people for face to face training. E-learning is encouraged but it is not the preferred
method by those undertaking the training. There was consensus that face-to-face is still
seen as the most effective method of transferring skills and knowledge. E-learning is seen
as working in conjunction with face-to-face training to reinforce skills and knowledge.
Human resources – having the right combination of people to present the programs. There
was agreement that the “correct” presenter makes a huge difference in the success or failure
of a program. It was deemed beneficial to have a practitioner for their subject matter
expertise and a peer; someone that had credibility and had stories of hope and recovery that
would resonate with the audience. Choosing the right people is a large part of a program’s
success. This is discussed in more detail later in the report.

How did you get the agency to “buy into” supporting the investment in these programs?
These programs have a dependency on key personnel to drive change. There is still some
resistance to what are considered the “soft skills”. There was consensus that these programs
definitely needed a champion. Where there was a Chief of Police or executive who had a
specific view and supported these initiatives the programs were heavily supported. Without
that leadership direction it is harder to get an integrated and embedded program that has the
potential to change culture. This was evident in Emeryville, San Diego and in the military
where you see not only a huge investment in well-being initiatives but also visible support from
the senior executive. One of the challenges is maintaining that same level of support when the
key people move on.
In most cases there was a catalyst that allowed the formation of a business case to secure
additional funding, change structures or implement a trial program. Where you have an event
or a review that requires the organisation to make changes it is easier to get support for various
actions. It is also prudent to recognise that “buy in” and financial investment are different.
There were some organisations where the areas providing these programs were under resourced
and would require additional financial and human resources to make sure that programs were
relevant, successful and meeting the objectives for which they were implemented. In one
jurisdiction the officers providing support were doing so unofficially so did not receive any
extra time or assistance. They perceived their particular executive did not have well-being as
a priority from a resourcing perspective but were happy for the officers to continue to do so
without additional support. While the officers saw the value in what they did they felt that their
work was not valued by the organisation. This is all part of their discretionary effort – without
the support of the executive they could withdraw this and leave the organisation with no one
undertaking this role.
What changes have occurred since the implementation of these programs? How do you
measure the effectiveness of the program’s outcomes?
This was where most programs were unable to demonstrate evidence of specific changes in
behaviour that were directly linked to any of the programs that have been undertaken. All the
organisations spoken to had a desire to gather data on the effectiveness of their programs
however time and resources to do so were limited. In some cases there had been some
evaluation of the program itself but not the impact in the short or longer term. In general, the
12

workforce enjoyed and engaged with the programs, however were not asked to articulate how
this has impacted them after the course. The US Army had done some longitudinal studies but
the last in depth paper the author had seen was published in 2014.
Most of the training courses appeared to be evidence informed rather than evidence based.
Both methods look at training courses to provide solid evidence for what works, which can
then inform policy. They are slightly different in how they gather evidence. Evidence based
means the best available qualitative evidence is used to make decision about what makes a
successful resilience program. This is traditionally done via randomised control trials and
meta-analyses. There are a number of these types of studies that have been done on resilience
programs and the impact of training but the samples are small and findings are not statistically
significant. This makes it difficult to validate any particular conclusions. There are benefits
in going to a trusted source that provides evidence backed by clinical trials. It also can be seen
as a “cookie cutter” approach where best practice is synthesised down to a “one-size fits all”
approach.
Evidence Informed (EI) is more flexible in regards to what evidence is used (different types
and levels including those which are traditionally less quantifiable) such as literature reviews
and investigations, as well as drawing on the experience of those working in the field
(professional expertise) and the needs of the individuals engaging with the programs.

Best available
research evidence.

Stakeholder
needs, values and
circumstances.

EI

Professional
expertise and
experience.

Organisation and wider context.

Figure 2: Components of evidence informed practice
The programs expanded on later in this paper appeared to be more evidence informed as they
were not able to depend on clinical evidence collected from clinical trials or meta-analyses.
How do the programs fit into the overall strategy for the area and the agency?
Most appeared to be standalone programs that did not necessarily fit into a formal agency wide
strategy. During my trip a review was published that looked at the Royal Canadian Mounted
Police (RCMP) and their adherence to their published mental health strategy. Canada’s
Auditor General found the RCMP found many “Mounties” still reluctant to seek help for
mental health problems because they were scared of being ridiculed and isolated at work. For
example, in 2016 the Mounties introduced a national early intervention program meant to
identify issues affecting employees’ wellness and work performance. After 10 months it found
that many supervisors did not act when notified that interventions with members were required.
This highlights that implementation of a strategy requires commitment from all levels of the
organisation and that programs have to be embedded and that there is accountability at all levels
for the implementation.
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The main themes that came out of my conversations and that will form the basis of this report
are:
•
•
•
•

Why resilience?
How do we define resilience?
What are the different programs being used?
What are the key elements for organisations to consider around leadership, culture,
training, evidence, and language used when looking at resilience and well-being.

Why resilience?
The traditional focus of well-being in the workplace has been on the short and long term effects
of stress on individuals. There is consensus that police work is stressful. This is also true of
other emergency service agencies (such as Fire and Ambulance). Also our lives have become
more complex and stress is more of a reality in everyday life. At some point most individuals
will be exposed to one or more potentially disturbing experiences as well as ongoing stressors
such as bullying. For some, stress exposure can give rise to or exacerbate both psychological
and physical responses.
All of the organisations spoken with have resources dedicated to support reactive interventions.
If an employee is ill or injured in the workplace there are a wide range of support services
available to them provided by the organisation. There are still issues with the uptake of these
resources that need to be addressed. These services have been extended to include those with
non-work related illness and injury and support for their families. It has been recognised that
these external issues affect a person’s ability to function in the workplace and there is an
opportunity for workplaces to intervene and assist people to remain or return to work sooner
as the benefits of returning to work are well documented.
Police officers are expected to make life and death decisions within moments whilst also
considering the laws of the land. They also have to consider what will be the best possible
outcomes for the community and their own lives. Extreme stress arousal during a potentially
disturbing incident can result in changes to breathing (ie hyperventilation or holding breath).
This can impair the parts of the brain that control fine motor skills, sensory perception and
visual and auditory acuity. All these skills are vital for a police officer to function at peak
performance during critical situations. Studies have shown that by ignoring these reactions
police officers are more likely to shoot inappropriately when tested in simulations.
This concern about the effects of exposure to stress and the support available when people
become ill or injured has seen an increased interest in resilience. Consensus is that resilience
promotion and early intervention can prevent the impact of potentially disturbing events and
organisational stressors. Impacts such as sleep disturbance, loss of appetite, physical ailments,
withdrawal, increased drinking or gambling are not limited to just the individual. They can
also negatively impact organisations; individuals who are struggling are more prone to
absenteeism, lodging a workers’ compensation claim, making poor decisions and potentially
poor interactions with the public they are sworn to protect. Investment in resilience and wellbeing programs makes financial sense. Costs associated with policing in general have
increased in all countries and the costs associated specifically with health and rehabilitation
services for personnel continues to rise. In all forces, a considerable proportion of expenses
are directed towards health services and potentially early retirement on medical grounds.
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Figure 3: Intervention Pyramid

Figure 3 shows different intervention points and the types of intervention at each stage.
Underpinning this is the two pillars for the environment - Pillar one is individual resilience and
engagement in interacting with the programs and the organisation. Pillar two is organisational
resilience and creating a supportive environment. These two pillars are crucial to creating a
culture or environment that supports resilience and general well-being. Both the individual
and the organisation must be engaged. One without the other is not conducive to successful
programs and initiatives.
The base of the pyramid is broad as the largest number of people can access these resources
and programs, the cost and intensity of services/treatments is minimal and people tend to be
fully engaged with their workplace and the programs. As you move towards the top of the
pyramid fewer people access the resources but the cost and intensity of the treatment increases.
Their level of engagement with the workplace, social connections, and the
interventions/treatments decreases at the top of the pyramid.
The stages also align with the zones in the psychological well-being continuum in Figure 1. In
the thriving zone we find that people can manage with self-care. They are more proactive in
their health and life choices. As they move through the green zone and yellow zone people
start to engage in self-management strategies (they have a condition that they know how to
manage and does not affect their functioning) as well as engage with specific health promotion
programs depending on their needs and circumstances. As people move into the orange areas
they may be displaying signs of changes in behaviour, which could benefit from early
intervention strategies to guide them to more professional support. At this stage individuals
tend to become less engaged with the workplace and we see more red flags appearing as
warning signs. Once people enter the red zone treatment methods become more intense and
specific with a focus on recovery.
The rising costs of policing in general, the trending increase in costs for health services and
treatment and the increasing evidence regarding the negative impact of stress on police officers’
health and performance, indicates the need to invest in proactive prevention strategies.
Investing in well-being and resilience programs can be applied to maintain optimal mental and
physical health among employees. Long term investment in proactive and preventative
programs could have significant impact on reducing future costs for worker’s compensation,
sick leave absenteeism, and presenteeism. It also has benefit of showing personnel they are
valued which contributes to their well-being and flows on to the success of their units and their
families.
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How do we define resilience?
This was the key question that began this journey. One of the most difficult things was to
actually define what it means to be resilient. All the people spoken to had a slightly different
response when asked this question. There are a variety of definitions used in the various
training packages. All agree that it is a multi-faceted concept. The RCMP liken it to a diamond
to demonstrate this. There was consensus there are many ways to be resilient. It typically is
not well defined (in some cases people felt over defined). It is widely accepted as a concept
but little is known empirically about it.
One of the conversations with the University of Military Medicine posed an interesting
question around why there is a focus on resilience. The question asked was, “What are we
observing that makes us think that our people are or aren’t resilient?” Is it because there are
identified issues in leadership, deployment, parenting, their reaction to potentially disturbing
events, disengagement etc or is it because of fear about the potential for PTSD claims or
suicide?
There was consensus that because people coming into the professions have a desire to help and
therefore potentially have a better understanding around what the job entails (thanks mainly to
media) so does this make them automatically more resilient than the general population? There
was agreement that police officers choose to enter the profession because they want to
undertake socially useful and fulfilling work and this self-selection potentially means a
healthier cohort is applying for these types of positions. Not all of the jurisdictions do
psychological screening as part of the recruitment process. Even with this it does not prove
that people in the emergency services professions are more resilient than the normal population.
When they enter the academy/training we build them up, telling them they are special and only
the best are selected. Is it any wonder they struggle so much when they are not performing or
feeling at their physical and/or psychological peak? They are told they are superman but they
eventually discover they are human after all. Training at the recruit level could help prepare
them cope with this discovery. The value of this training early in their career was very evident
at the Ontario Police College. They have dedicated trainers in R2MR and all recruits undertake
this program as part of their curriculum. It is embedded and standardised (“all recruits do it
because that is the way it is done here”) which helps to reduce stigma at an early point in their
career.
There were also questions around what are the dimensions of resilience to focus on (given the
multi-faceted analogy). Three of the programs look at the dimensions in the following way:
RCMP
Positive
mindset

Moral Compass

HeartMath

US Army

Physical

• Physical flexibility
• Endurance
• Strength

Physical

Emotional

• Emotional
flexibility
• Positive outlook
• Self-regulation

Psychological/
Emotional

• Medical readiness
• Healthy behaviour
• Performance
• Sleep
• Activity
• Nutrition
• Tobacco use
• Substance abuse
• Healthy
environment
• Cognitive fitness
• Emotional
• Behavioural health
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Mind/Body
connection

Mental

Social
connection

Spiritual

•
•
•
•

Mental flexibility
Attention span
Ability to focus
Incorporate
multiple points of
view
• Spiritual flexibility
• Commitment
to
values
• Tolerance
of
others’ values and
beliefs

Social

• Social Cohesion
• Unit Inclusion
• Community

Spiritual

• Identity/purpose
• Core beliefs and
values
• Spiritual practice

Family

•
•
•
•
•

Quality of Life
Adaptability
Finances
Family Health
Relationships

There are several other models for resilience and they all have a different number of dimensions
for resilience. They vary between four and six. The most consistent components from all of
the different models are the following four dimensions:
1.
2.
3.
4.

Physical
Psychological/Emotional
Social
Spiritual

(The Body)
(The Mind)
(The Family and Connectedness)
(The Meaning and purpose)

As one participant put it, defining resilience is like defining “art”, we can’t define it but we
know it when we see it. There are questions around is it static or can it change. If it can change,
can it be taught and can you get it back? The US Military believe that resilience is partly due
to an individual’s make up but that effective coping strategies can be learned and developed.
It is not a singular quality that you are born with but develops over time and is influenced by
perceptions, beliefs, cultural background, family, personal experiences and training. It does
not occur in a “vocational vacuum” as there are many factors that can affect resilience in a
work context. For the purpose of this research we accept that resilience is not just a personality
trait but something that can be developed to assist a person to prepare for, move through and
recover from adversity.

Figure 4: Resilience Definition
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Being resilient does not mean that a person doesn't experience difficulty or distress. Emotional
pain and sadness are common in people who have suffered major adversity or trauma in their
lives. In fact, the road to resilience is likely to involve considerable emotional distress. It is
also worthwhile to mention here that those people who do enter the red zone and experience
psychological challenges are not defined as not having resilience. Characteristics of resilience
may develop after exposure to trauma and be part of posttraumatic growth.
So what are the characteristics of resilience? There are many lists and people have different
ideas on what makes up resilience. This list is not exhaustive but provides an idea of what is
considered to be part of resilience:
•
•
•
•
•
•
•
•
•
•
•

Accept facts and what they cannot change
Appreciation of life – gratitude
“Can do” attitude
Cognitive/brain fitness
Commitment and active involvement
Ability to face their fears
Control over their life
Self-regulation
Take responsibility for their own actions
Flexibility
Humour

•
•
•
•
•
•
•
•
•
•
•

Self-mastery
Goal setting
Moral compass
Optimism
Physical fitness
Spirituality
Problem solving
Has role models
Self care is important
Good social support
Hopeful

For the purposes of this paper it is important to clarify coping is different from resilience.
Coping is the set of skills and responses to stress (the actions taken to deal with stressors be
they daily or extreme events) whereas resilience is the positive adaptation in response to
adversity. Coping skills can be positive, negative/dysfunctional and not necessarily have
improved functioning as an outcome. Resilience is about positive adaptation only. Coping is
a subset of resilience. For example, someone may use alcohol to cope with the pressure of
juggling family and work. This is an unhealthy coping strategy which may lead to impaired
functioning in the future. For the purposes of this paper resilience is considered a different
concept from coping.
The inability to clearly and consistently define resilience is a huge impediment to sharing
knowledge and establishing a science of resilience. Later in the paper I discuss the lack of
evidence there is in relation to resilience programs. The problem we face is “if we can’t define
it we can’t measure it”. If we can’t measure it, we can’t have much hope of assessing factors
that inhibit resilience or approaches that enhance it or even develop a shared language around
it. We seem to live in a world where resilience is used to describe an unending set of
characteristics…”if it is everything, it is nothing”. The notion of coming to a definition that is
consistent is fundamental to being able to measure whether our efforts are meeting the needs
of our organisations and our personnel.
Resilience and Well-being programs
Because resilience and what constitutes the components of a workplace well-being program
were not clearly defined, everyone manages their programs differently. There were a number
of main points regarding the programs that stood out from my conversations:
1. It was clear that all the different jurisdictions recognised a need to help try and build
resilience in their people;
2. Resilience is valued as it is considered to be a powerful protective factor that can buffer the
potentially detrimental impact of traumatic events;
3. All had the intent of finding a way to increase resilience;
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4. There was agreement that operational situations such as attending accident scenes, dealing
with violent offenders and exposure to deceased persons impacted on emergency
responders. However, organisational sources of stress (job demands, work load, low
support from supervisors and colleagues) have as much impact as acute or cumulative
exposure to trauma. Experience of the group was that while a single event may act as a
trigger for distress it must also be looked at in the context of the organisational and team
culture they work in as well as those factors external to their work that may be impacting
on them.
5. All the people involved in developing and presenting the programs were incredibly
passionate about supporting their people and the material they were presenting. They all
had a desire to increase resilience for the benefit of their personnel and their families.
6. While there wasn’t definitive evidence for all the programs their feeling was that what they
were doing made a difference; and
7. Lastly there was no “one size fits all” program that addressed resilience. It requires a multifaceted approach.
The programs that I specifically engaged with and will discuss were:
•
•
•
•
•
•

Heart Rate Variability through HeartMath and Emeryville Police using tools such as Inner
Balance and Spire.
Comprehensive Soldier Fitness and Master Resilience Training with the US Military
Strong Bonds family program – US Army Chief of Chaplains Office
Road 2 Mental Readiness – Canadian Military and Police forces
• Other work being done by the Mental Health Commission
Creation of Wellness Units
Other programs of note:
• Behavioural Health program – National Fallen Firefighters Foundation
• Trauma Risk Management (TRiM) – critical incident response
• Peer Support
• Resilience Technology solutions - apps
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Country – USA
Program - Heart Rate Variability
Run by - HeartMath
HeartMath talks about resilience capacity as the amount of energy you have stored in your
inner battery. If you have a full charge then you are in a “ready” state and have the energy to
deal with anything that comes your way. It is energy that can be used not only physically, but
also mentally and emotionally.
If we think about ourselves as having an “inner battery” that can
be recharged, then we have the energy to exert greater control over
our emotions and capacity to flow through challenges. If your
“inner battery” is depleted it is more difficult to respond in
situations that require quick thinking and immediate action as well
as ordinary, day to day situations. It is about learning to identify
those things that drain your battery.
If we constantly expend energy without the balance of adequate
rest and recovery to recharge our “inner battery” it can lead to
burnout, errors, diminished performance and heath challenges.
The HeartMath program focuses on being coherent. Coherence is about being in sync. It is
that feeling of being in the “flow”. It is when the heart, mind, emotions and body are all
working in sync. When we are in sync we can maintain our composure as we have more
energy, can think more clearly, handle challenging situations and move on. The basic science
is that the underlying activity occurring in the nervous system needs to be in sync and
coordinated with the activity in the brain.

Inhibits brain
function
(incoherence)

Figure 5: Emotions and Heart Rhythms

These graphs show how
stress reactions can be
reflected
in
heartrhythm patterns.

The top graph shows a
typical
heart-rhythm
pattern when someone is
frustrated and stressed.
This indicates that the
Facilitates
brain function nervous system is out of
(Coherence)
sync.
This
can
negatively affect mental
functioning and reaction
times.

The bottom graph shows someone who is in coherence. Coherence is purported to improve
reaction times and coordination, situational awareness, ability to focus, process information,
solve problems and make decisions. All of these functions are vital to peak performance for
police officers and emergency services personnel.
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The author was fortunate enough to receive an Inner Balance tool
to try (Figure 6). The tool is easy to use and the application (app)
is easy to use. The device must be charged and connected to your
phone/device via Bluetooth. It is cumbersome and obvious and
not something that would be easily worn in operational situations.
The app then asks the user to create an account. This step can be
skipped. It then takes the user through an example of a session. It
is a guided controlled breathing exercise. HeartMath call it HeartFocused Breathing technique. The user focuses their attention in
Figure 6 – Inner
the area of their heart. The user imagines their breath flowing in
Balance device.
and out of their heart or chest area – the app suggests inhaling for
five seconds and exhaling for five seconds. Watching the little circle in the centre expand and
contract helps to pace breathing and regulate this process. Essentially the device assists refine
the breathing technique which helps individuals to regulate their physiological stress response,
including cardiovascular, respiratory and stress hormones.
The software has a number of features such as allowing users to set timers and reminders as
well as add favourite songs or pictures to assist with motivation. There is a review tab that
allows the user to track progress and look at past sessions. The journal tab to add notes about
experiences. The HeartCloud tab is an online platform to share progress, get awards and access
additional resources.
The phone screen shots below show the layout of the screen (Figure 7A). At the top there is a
heart rate pattern that travels across the top ribbon. The small dot below this shows coherence
level. Red is low, blue is medium and green for high. The colour blocks on the outside of the
breathing circle are added every five seconds showing how much time you have spent in red,
blue and green. At the bottom of the screen there are real time coaching tips.
Figure 7B shows the summary data that appears at the end of a breathing session. It uses the
same red, blue and green to show percentage of time spent in coherence. It also records the
amount of time spent in coherence as well as the length of the session. All of this data is kept
in the review tab and used to track and monitor progress.

Figure 7A – screen shots showing breathing tool and measure
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Figure 7B – Overall summary data for breathing session
This breathing technique can be used as preparation before entering into a challenging
situation. It is similar to breathing techniques used by elite athletes to prepare before events.
When preparing before an event officers are encouraged to use the breathing technique along
with visualisation of staying calm and balanced. The device is a useful tool to initially train
users to get into coherence so that they can use the breathing techniques without the device.
Essentially these techniques are variations on mindfulness. It is bringing focus and attention
to those things we are feeling and thinking in the present. It promotes moment to moment
awareness. Mindfulness was a fringe idea a few years ago but it has started to gain traction in
a more mainstream setting. Dallas Police have partnered with a university to study the practice
of mindfulness in a police culture. They promote and train their officers in mediation
techniques. Emeryville Police has a dedicated space in their Headquarters for personnel to
retreat to and relax and meditate.
After an event the same techniques can be used to shift and reset reactions to restabilise a
person’s physical and emotional system. Stress reactions deplete our “inner battery”. This
technique helps shorten the time that the Heart Rate Variability is out of sync. By doing this
as soon as possible after a stress reaction or after a duty shift, energy drains can be minimised
– ideally this should result in people getting the maximum benefit out of sleep and recovery.
Figure 8 demonstrates how this breathing technique could be useful in an operational scenario.
The diagram shows a spike in heart-rhythm during the scenario and the officer returning to
normal reasonably soon afterwards using the techniques to reset.
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Figure 8 – Heart Rate Variation before, during and after a Domestic Violence scenario
The HeartMath program was being introduced to Emeryville Police Force during my visit. The
Chief of Police, Jennifer Tejada has been very proactive in introducing programs such as
HeartMath to her teams. Her tactic in helping this gain acceptance with the frontline officers
is to integrate this and other mindfulness techniques into defensive tactics training. They are
learning the practical, operational techniques they need to undertake the functions of their role
and the concept and techniques for mindfulness will be introduced alongside. Her commitment
to this is “It is not a suggestion – this is the way we are doing this now.” By introducing these
techniques Chief Tejada hopes to reinforce a more compassionate, less confrontational style of
policing. During our discussion Chief Tejada gave the example of a cyclist who swears at a
police officer after being stopped for riding his bike without a headlight. “Do we really need
a pursuit? If we do, and we catch up with him, do we need to grab them and their bike, take
them to the ground and handcuff them?”
Chief Tejada also discussed another device similar to the
Inner Balance device, the Spire (Figure 9). Spire is
marketed as looking after your health when you aren’t
watching.
Spire measures your breath via the expansion and
contraction of the torso. The Spire app analyses and
categorizes breathing patterns as calm, tense, or focused.
Figure 9 – Spire device
Notifications are sent to the user’s phone or Smart Watch to
alert them to sudden changes so they can adjust their
breathing in the moment. Unlike the Inner Balance device, the Spire is worn all the time and
vibrates when breathing is not in coherence.
The benefits are:
•
•

The device is small and easy to wear consistently
The vibration and the reminders on the phone and/or Smart Watch provide constant and
immediate information to help adjust behaviour.
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Both devices provide essentially the same measurements. Both can be purchased over the
internet. Both devices are between $129 and $159 USD plus shipping. The Spire is sold
through the Apple Store however, at time of writing, was not available through the Apple Store
in Australia. The controlled breathing technique can still be done effectively without either of
the devices. The devices will be attractive for those who like gadgets and are useful as a
training tool to demonstrate the heart rhythm pattern for coherence. Whether either device will
be used in the long term remains to be seen. The breathing technique hopefully has durability
with or without the device.
Initially the author thought that this concept of mindfulness, meditation and heart based
breathing would be considered too “whoo, whoo” for a policing culture to engage with.
However speaking with and reading about forces that had implemented these practices, most
of the officers who attended have been fully engaged. It has also been linked to peak
performance, similar to the concept of an elite athlete. By linking mindfulness and meditation
to enhanced performance and better decision making police officers have seen this as a tool
they can use to be better at their job. That is not to say sitting cross-legged on the floor and
chanting “Ohm” is for everyone. Programs should include examples of how different
mindfulness techniques can be adapted to suit the busy work life of a police officer. This is
where the gadgets may help those who are on the go constantly to become more aware of their
breathing and recognise when they are showing signs of stress.
Country – USA
Program - Comprehensive Soldier and Family Fitness (CSF2) and Master Resilience
Training (MRT).
Run by – US Army
The Comprehensive Soldier Fitness (CSF) program was established
in late 2008 in the US Army to address the challenges being faced
due to multiple deployments required by persistent conflicts in Iraq
and Afghanistan. The program was to provide preventative
measures to the soldiers, their families and Army civilians to make
them stronger beforehand rather than relying purely on treatment
after the issues arose. It was designed to increase psychological
strength and positive performance and to reduce the incidence of
maladaptive responses.
Figure 10 - CSF2 logo
The program was renamed in October 2012 as the Comprehensive Soldier and Family Fitness
program (CSF2 – Figure 10). It recognised the need to build resilience and enhance
performance of the Army family – the soldiers, their families and Army civilians. The program
aims to create an Army that is just as psychologically fit as it is physically fit.
It is based on the principles of University of Pennsylvania’s Dr. Martin Seligman’s theory of
positive psychology. Positive psychology emphasises human strengths and potential. There
is emphasis on positive emotion, positive traits, positive institutions and positive social
relationships. This contrasts against the traditional approach of psychology, which emphasises
the repair of pathology. The underlying philosophy is about understanding and promoting
behavioural, cognitive and emotional health.
The program has three main components:
1. an online self-development tool,
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2. training (formalised training: general training to build resilience, individualised training
based on the self-assessment tool and training of Master Resilience Trainers (MRTs) to
instil better thinking skills and resilience in their subordinates, and
3. metrics and evaluation.
The program spans the career of Army personnel. It begins with an initial assessment and
general resilience training, followed by periodic assessments of resilience and tailored
interventions as required. The philosophy is that physical fitness cannot be achieved by one
healthy meal and a single visit to the gym. Psychological strength also cannot be achieved in
a single lecture or class. It is developed by learning, practicing the lessons, seeing results and
learning some more. The program has become integrated into the ethos of the Army showing
that resilience is as critical to effective performance as physical fitness.
The US Army had done a number of reviews since 2010. Technical Reports #1 and 2 focused
on the evaluation of relationships between reported resilience and soldier outcomes. Technical
Report #3, released in 2012, looked at the program evaluation on Longitudinal Analysis on of
the impact of MRT training on Self-Reported Resilience and Psychological Health Data. In
Technical Report #4, released in 2014, researchers sought to evaluate the effectiveness of CSF2
by determining if providing Army companies with MRTs had a positive impact on objective
health outcomes. It was found that over time, units with MRTs had significantly lower rates of
substance abuse diagnoses (drug and alcohol abuse) and diagnoses for mental health problems
(anxiety, depression, and post-traumatic stress disorder) compared to units without MRTs.
However, there are psychologists who have published papers that dispute the efficacy of the
research data provided by the US Army.
The US Army believes the evaluations in Technical Reports #3 and 4 provides additional
evidence that MRTs may help bolster psychological resilience and reduce the incidence of
serious mental and behavioural problems among Soldiers. Therefore, Army leaders at all levels
should continue to leverage their MRTs as an invaluable resource to Soldiers and their families.
The online evaluation tool is the Global Assessment Tool (GAT). This is done by employees
and their families and allows individuals to assess their psychological health based on four
psychological dimensions of strength – emotional, social, spiritual and family.
A score is recorded for each dimension at the end of the survey. The user then enters an online
interactive self-development site called ArmyFitTM. Users are able to access experts in the four
dimensions as well as physical fitness, communicate with each other, set personal goals and
earn recognition badges upon achieving those goals.
No one besides the individual has access to the individual’s scores. Scores are aggregated and
de-identified and provided as feedback to senior Army leadership. The GAT is not a selection
tool and is not used for promotion decisions. It is purely a self-development tool.
After the online survey people can access Comprehensive Resilience Modules (CRMs). It
consists of twenty modules covering the four of the five dimensions of fitness (emotional,
social, spiritual and family). Each online module requires 15-20 minutes to complete and they
are recommended to a person based on their GAT survey and assessed strength within the
dimensions. The intent behind the self-guided online training is to build strength in each
dimension of fitness through awareness, understanding and skills development.
Training – Universal training is provided at entry to the Army. Soldiers are given information
on specific mental and physical skills to enhance performance when facing challenges, whether
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those challenges are in their personal or professional lives. Unit leaders are taught how to instil
these qualities in their subordinates as part of their leadership training.
MRTs are individuals who are certified through a ten day formalised program of instruction.
Designated to fill positions in every organisation and at every level within the Army, MRTs
serve as the principal advisor to the leadership regarding CSF2 and as a resource for soldiers
seeking help or professional assistance. They are primarily non-commissioned officers who
have direct, daily contact with soldiers. MRTs also work with commanders to schedule,
resource and execute CSF2 training to increase core competencies of optimism, mental agility,
and self-regulation of the individual soldier.
The Five Dimensions of Strength - The goal of CSF2 is to increase resilience and performance
enhancement skills by building on the following “Five Dimensions of Strength”: physical,
emotional, social, spiritual, and family.
Physical dimension

Emotional dimension

Social dimension

Performing and excelling in physical activities that require aerobic
fitness, endurance, strength, healthy body composition and
flexibility derived through exercise, nutrition and training
describes the physical dimension. The physical dimension also
encompasses the triad of sleep, activity, and nutrition to improve
personal and unit performance, resilience, and readiness.
The physical dimension of CSF2 focuses on the development of a
comprehensive approach to assessing physical health, and to
educate the force on the important connection between physical
and psychological health, while providing the knowledge and
skills to improve it.
Approaching life’s challenges in a positive, optimistic way by
demonstrating self-control, stamina, and good character with
choices and actions. Regardless of a person’s role in the Army,
whether Soldier, Family member, or Army Civilian, the challenges
the Army community regularly face can potentially erode one’s
emotional control. Because emotions drive how people approach
challenges and problem solving, emotional control is critical to the
development and sustainment of resilience and psychological
health.
Resilience in Soldiers helps prevent moral injuries in the complex
environment of combat. The GAT assesses one’s ability to
approach life’s challenges in a positive, optimistic way and to
demonstrate self-control, stamina, and good character in choices
and actions.
Developing and maintaining trusted, valued relationships and
friendships that are personally fulfilling and foster good
communication, including a comfortable exchange of ideas, views,
and experiences. Adherence to the Army Values and other beliefs
embodied in the Army profession and ethics help form and
strengthen bonds of trust and esprit de corps that promote
relationships and enhance resilience. These relationships are
important because they serve as a support network for those who
experience setbacks in life. Training provided by CSF2 is designed
to help Soldiers, Army Civilians, and Family members develop
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Spiritual dimension

Family dimension

quality relationships that will endure and be available when
needed.
Identifying one’s purpose, core values, beliefs, identity, and life
vision define the spiritual dimension. These elements, which
define the essence of a person, enable one to build inner strength,
make meaning of experiences, behave ethically, persevere through
challenges, and be resilient when faced with adversity. An
individual’s spirituality draws upon personal, philosophical,
psychological, and/or religious teachings or beliefs, and forms the
basis of their character.
A nurturing Family unit is one that is safe, supportive, loving, and
provides the resources needed for all members to live in a healthy
and secure environment. Regardless of how a person defines their
family, it is often their primary source of support. A dysfunctional
family dynamic can result in personal distraction and degraded
performance. CSF2 training provides tools with which Soldiers,
Army Civilians, and Family members can address issues at home
that might otherwise escalate into an unnecessarily stressful and
potentially adverse situation. CSF2 training is designed to help
change outlooks, improving empathy as well as the ability to
downgrade conflicts into more manageable situations.

I was fortunate to speak with an Army Non Commissioned Officer (NCO) who was a MRT.
Gernora Jenkins has been a trainer for approximately four years. He explained they all train in
14 skills (see below) over a 12 month period. Each of the sessions last between 30 and 90
minutes. Individual trainers and the leaders can influence how much time is dedicated to it.
People like the training but the implementation can be challenging with all the other things that
need to be done, as MRT is additional to their normal duties. There is no annual requirement
to requalify, just keep up to date with the material. MRTs have regular updates via a trainers’
website and can link with other MRTs. Approximately 10% of the total force are MRTs. Class
size is normally about 25 people and there are up to three instructors per course.
The 14 skills in the MRT training are:
1. Goal Setting – Identify, plan for and commit to the pursuit of a goal that results in more
optimal performance, sustained motivation and increased effort.
2. Hunt the good stuff – Hunt for good stuff to counter the negativity bias, to create positive
emotion and to notice and analyse what is good.
3. Activating Event, Thoughts and Consequences – Identify thoughts about an activating
event and the consequences of those thoughts. Helps people to understand their reactions
to a situation.
4. Energy Management – Take control of their physical state, bring focus to the present
moment, and perform optimally.
5. Avoid thinking traps – Identify and correct counterproductive patterns in thinking through
the use of mental cues and critical questions.
6. Detect Icebergs – Identify and evaluate core beliefs and core values that fuel out of
proportion emotions and reactions.
7. Problem solving – Accurately identify what caused the problem and identify solution
strategies.
8. Put in Perspective – Stop catastrophic thinking, reduce anxiety, and improve problemsolving by identify the worst, best and most likely outcomes of a situation.
9. Mental Games – Change the focus away from counterproductive thinking to enable greater
concentration and focus on the task at hand.
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10. Real Time Resilience – Shut-down counterproductive thinking to enable greater
concentration and focus on the task at hand. Use different sentence starters to fight off
counterproductive thoughts.
11. Identify character strengths in self and others - to use your strengths to increase your
effectiveness and strengthen your relationships.
12. Character strengths and challenges leadership – Identify the specific character strengths to
increase team effectiveness and strengthen leadership.
13. Assertive communication – Following on from Detecting icebergs, identify and evaluate
core beliefs and core values that fuel out of proportion emotions and reactions. Use the
IDEAL model to communicate assertively.
I – Identify and understand the problem
D – Describe the problem objectively
E – Express your concerns and how you feel
A – Ask the other person for their perspective. Ask for a reasonable change.
L – List the positive outcomes if the person makes the agreed change
14. Effective praise and active constructive responding – Accurately identify problems and
solutions focused strategies. Use Active Constructive Responding when responding to
other’s good news.
Key Points
•

•

•
•

•
•

•

•

While this data is useful in determining a soldier’s profile, the GAT itself may not be the
right or appropriate tool in assessing the CSF2 program. According to one of the CSF2
psychologists, the GAT survey “captures a snap shot of a soldier’s mood in time” and while
the data may indicate a change, it does not explain how or if this change is related to the
program.
The Army concluded “there is now scientific evidence that CSF2 improves the resiliency
and psychological fitness of soldiers”, however it does not include validated measures of
the program’s effects on post-traumatic stress disorder, depression, suicides or
psychological disorders.
There is little evidence that improvement in a Soldier’s GAT scores signifies any reduction
in the incidence or likelihood of significant psychological distress.
Senior leaders appear to be the biggest violators of not completing the survey as required.
This could suggest that the program is misunderstood and does not have “buy-in” from
some of the Army leaders and it could infer, is not truly a priority. It potentially also skews
their evaluation conclusions.
A number of soldiers (between 11% and 16%) stated that they did not provide accurate or
quality information because they do not trust the process.
Soldiers are not utilizing or completing the online module training. This suggests that even
though soldiers are now aware of their strengths and those areas needing improvement,
they are not taking advantage of the CRM opportunity and seeking to improve, which is a
key objective of the program.
Online training is seen by most organisations as a method of training that reaches most
people for least cost. Feeling is that online training is not for everyone. Training provided
by MRTs is most effective when the training is conducted in formal settings (e.g., scheduled
classes), when Commands select confident leaders to serve as MRTs, and when Commands
properly support their MRTs.
The quality of the MRT has influence on the impact of the program. Instructors have to be
motivated and believe in the program. Coordinating the schedules for three instructors to
organise a program can present logistical issues.
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•

•
•
•

Some people just aren’t into it – they don’t feel they need to be sensitive and in touch with
their emotions. Those who engage with the material and take time to work on the skill
appear to get most benefit. Those who don’t fully engage with the material don’t know if
it helps them or not. In general, Jenkins felt that people liked the course.
Skill retention strategy is based on repetition so materials are refreshed regularly so that
classes are different and engaging each time.
Leadership have to do it too. There are different versions for executive and leadership
skills. They have to engage and be seen to do so. This is where the concept of having
leaders and managers undertake the training is important.
Outcomes can vary depending on which unit you are located in. The unit they are deployed
to can effect whether the training is seen as a benefit. An example was given where in an
infantry unit it had a different take up. An unexpected consequence for that area was from
perceived stigma about becoming hyper-sensitive. People in that group were slower to
engage with and take up the skills. A one-size fits all approach doesn’t necessarily work
for all the different job role and divisions. However, the course can be modified to suit the
environment – there is flexibility for the trainers to change it by using different examples.
Don’t have to just go “by the book”. MRTs must design the content to meet the needs of
specific intended audiences (e.g., first-time deployments, deployments to combat areas)
and tailor the content and language to the challenges facing that audience.

CSF2 has the potential to increase soldiers’ ability to cope with difficult or challenging
personal, professional and familial situations and circumstances that accompany combat and
multiple deployments. As it is now implemented, and based on several studies, the Army
believes the CSF2 program has been successful, but some experts question the supporting
research and suggest the program is not achieving the desired effects. This controversy
demonstrates the need for additional research and analysis to determine the effectiveness of
CSF2 and ensure that it is truly benefiting the soldiers, unit readiness and the Army because
the mental health of the force has strategic implications.
The Army also has a program called R2 – Ready and Resilient. It has a number of key premises
which are similar to the CSF2:
•
•

•
•
•
•
•
•
•

Personal readiness and resilience is key to mission readiness.
Solider, army civilians and family members must have physical, psychological, social,
spiritual and family personal readiness to thrive in complex and uncertain environments
(resilience)
People are personally responsible for taking action to achieve and sustain their own
personal readiness and resilience.
Individuals who achieve and sustain personal readiness and resilience make ready and
resilient units and teams. This makes a ready and resilient army institution.
Army leaders are responsible for creating healthy environments that build protective
factors, support positive behaviour and reduce adverse outcomes.
There should be self, unit and leader visibility of personal readiness and resilience
throughout the soldier’s lifecycle.
A soldier’s family, first line leader and buddy have a role in identifying and intervening to
prevent adverse outcomes.
It is the duty of every army professional to intervene when appropriate and applicable and
not merely stand by as events occur.
Therefore everyone must know and be able to recognise key indicators of those at risk such
as withdrawal and reckless behaviour as red flags.

The US Army consider this important as the strength of the force is their people The personal
readiness and resilience of all personnel and their family members is paramount to unit
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readiness and the readiness of the overall force. A clear strategy reinforces the need to achieve
and sustain personal readiness and resilience. It empowers all leaders to take care of those they
lead by fostering an environment of trust, ensuring personnel and their families treat themselves
with dignity and respect. For the Army, personal readiness and resilience is critical to mission
readiness as it enables optimised human performance in environments of uncertainty and
danger.
Country – USA
Program - Strong Bonds program
Run by – Office of Chief of Chaplains
Started in late 1999 in an Army unit in Hawaii and was initially called “Building Strong
Families”. In 2004, the US Code was amended to allow command funding for “chaplain-led
programs to assist members of the armed forces … in building and maintaining a strong family
structure,” (Title 10, ~1789). The “Building Strong Families” program then morphed into the
“Strong Bonds” program. The Strong Bonds program is related to the CSF2 program but is
separate. The topics covered are similar and aligned. They are funded from different sources.
Strong Bonds is a Chaplain-led program which assists service soldiers and their families in
building resiliency by strengthening the Army Family. The core mission of the Strong Bonds
Program is to increase individual soldier and family member readiness through relationship
education and skills training. Strong Bonds is conducted in an offsite retreat format in order to
maximize the training effort. The retreat or "get away" provides a fun, safe, and secure
environment in which to address the impact of relocations, deployments and military lifestyle
stressors.
The Strong Bonds program has more flexibility than other programs in how they can spend
their funds on families. For example they are able place families in a hotel for 1-2 nights to do
training. As well as accommodation they are also provided with meals and transport to the
training. Families and soldiers perceive that this investment by the US Army in them
demonstrates that the Army values them and the program.
The program has multiple streams:
•

•

•

For Singles: About 50 percent of the Army's Soldiers are single and most will get married
whilst on active duty. A single Soldier may also be far from home, lonely, and faced with
the uncertainty of imminent deployment. These pressures can lead to hasty decision making
when choosing a life partner. A supportive mate is extremely important — so the Army is
committed to helping soldiers learn how to make good relationship choices. The “Strong
Bonds for Singles” retreat can give soldiers the tools to examine their priorities, identify
patterns in choosing a supportive partner, and evaluate a relationship's potential for success.
For Couples: Long separations, frequent relocations, and the stress of deployments are
unique to military couples and can place excess strain on any relationship. The “Strong
Bonds for Couples” curriculum takes couples on a journey to shared understanding,
improved communication, and renewed closeness. It is for spouses only. Children are
placed in childcare if required. The program is designed to enhance, strengthen, and help
most marriages, regardless of whether they are troubled, healthy, or (like most) somewhere
in between.
For Families: Child rearing responsibilities can present a challenge to many military
families. “Strong Bonds for Families” offers events to sustain healthy interactions and
maintain closeness by including children in the retreat experience. Children 8 years-old and
up can participate in most activities.
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All events are voluntary however management can suggest that a solider take part in the
training if deemed necessary.
All of the courses look at healthy help seeking behaviours and resources. They focus on destigmatising interactions and asking for help. When soldiers come in as 18 year olds, the
messages they are bombarded with is that they are unstoppable, part of the best army in the
world and are invincible. There is a need to include in that message that it is a sign of strength
to seek help.
Since 2009 they have held over 24,000 events for families. Since 2011 they have had over
925,000 participants (soldiers, families - including children 8+ years of age).
The training is psychoeducation using PowerPoint presentations and discussion. There is an
approved curriculum to choose from depending on the type of event. Chaplains or Chaplain
Assistant spouses tend to present the courses. The Unit Ministry Team (UMT) decides on the
type of event. For couple and family sessions it is a maximum of 30 couples (and children).
For the single soldier events it is a maximum of 60 adults. The program is delivered all over
the world, wherever US Army personnel are stationed – Germany, Japan, South Korea, Qtar,
and Cuba. It can be delivered to personnel and families who are active Army, Reservists and
Army National Guard.
The Office of Chief of Chaplains (OCC) manages the curriculum. Events can be tailored to be
faith based if requested, however the bulk of the material is faith neutral. The OCC felt the
most highly validated component is spirituality which is a well formulated component of the
program. In their experience Americans have a strong background in faith. Most people are
supportive of an individual’s right to be religious because of the First Amendment.
Approximately 2/3 of the soldiers in the US Army identify as being of the Christian faith. The
OCC has seen a move away from generic definition of spirituality (inner personal values that
guide you) to a move back to religion. Religion was seen as more definable regardless of the
denomination.
Events are coordinated through a contractor called National Conference Inc. The UMT
determine there is a need for an event. They contract National Conference Inc. to arrange the
type of event and coordinate enrolments etc.
As part of the program there is “pre” and “post” training assessments. Post training there is
three and six month follow-up. The first group of 12-month follow-up is being trialled.
Knowledge, skills and abilities are assessed and tested. By doing this they can identify
baselines and check for immediate gain.
What they have found from their research is that the instructor has an impact on the
effectiveness of the program rather than just the content of the curriculum. There hasn’t been
any specific characteristics identified in the feedback from the Strong Bonds program but the
future follow-ups will continue to monitor this. Ideally the OCC would like to see more
training for chaplains and co-instructors. Choosing the right people should be a priority. There
is an appetite to develop a train the trainer program that focuses on presentation and facilitation
skills. The impact of the correct instructor was also identified in the other training packages –
those who are presenting the training have to have credibility and passion for the subject.
Since 2012, the US Army as a whole has shrunk, and therefore the budget has shrunk
proportionally. This has led to fewer events as demand for the program has also shrunk
proportionally. This has forced changes to the program. It was just a weekend event where
people would come in on the Friday to start, and finish on Sunday. The OCC and the UMTs
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had to find different ideas for the format. It is now a one-day event on a weekend. It can vary
between 4, 8 or 12 hours. Three levels: Alpha (includes meals and childcare), Bravo (includes
2 x meals and childcare), and Charlie (includes meals, childcare and 2 x night’s
accommodation). A cost analysis of the length of the events shows that Charlie events, though
longer and more expensive, are the more impactful.
Other forces have their own programs for families. They don’t cross over as the OCC funding
is specifically given to service US Army personnel and their families. The Navy has a program
called “Creedo” and the Air Force program is called “Marriage Care”. Given that all of the US
Defence forces have programs for families this acknowledges how important the support of
families is to the resilience of service personnel.
Like any program there are challenges such as:
• There is a need to constantly refresh the program. To keep it relevant, sustainable and keep
the curriculum exciting it needs constant review and the introduction of new material.
• People who attend have a genuine desire to improve their relationship. The hotel
accommodation, meals and weekend commitment to providing the course shows the value
in their personal relationships by them and the agency. Funding cuts and therefore changes
to what can be provided could be seen as a downgrade and the agency not valuing the
program as much.
• Marketing of the program needs to be constant and refreshed.
• Self-care of the Chaplains and the UMT staff should be monitored. Consideration should
be given to “care for the caregiver”. The work of caring for the emotional and physical
needs of others takes it toll on those delivering these intensive programs.
Country – Canada
Program - Road 2 Mental Readiness
Run by – Ontario Police College, Ontario Provincial Police, York Regional Police,
Vancouver Police, Royal Canadian Mounted Police.
Originally developed by the Department of National Defence it was given to the Canadian
Government to disseminate to other workplaces that could use this type of training. The Mental
Health Commission Canada (MHCC) established “Opening Minds” section in 2009. Their
mandate was to reduce stigma around mental health in Canada.
Opening Minds launched an anti-stigma campaign focused on four main areas:
1. Healthcare providers,
2. Youth,
3. First Responders (expanded to the workforce in general) and
4. Media.
They have an education and policy focus. There are a number of educational programs targeted
at:
• LGBQT community
• Veterans
• Seniors
• First responders
• Youth
• Healthcare providers
• Workplace safety and wellness; and
• Prevention of suicide
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Opening Minds and therefore R2MR is not funded by the Canadian Government. Opening
Minds (MHCC) developed and expanded the Military program to be delivered by MHCC as a
training provider or as a “train the trainer model”. In this model MHCC train key staff within
an organisation and then they can go and train the personnel within their organisation. The
MHCC sells the program to workplaces as a source of revenue to allow Opening Minds to
continue to function.
The program was used extensively in the Toronto Police, Vancouver Police, Ontario Provincial
Police (OPP), York Regional Police and provided to all recruits at the Ontario Police College
(OPC). Students that go through the OPC come from all the municipal police departments
throughout Ontario including the OPP. The Vancouver Police and OPP provide the training to
transitional officers (those coming from other municipal services) and existing employees. The
Vancouver Police had trained 90% of their employee at the time of the visit (August 2017) The
OPP were at approximately 80% and expected to have done all of their personnel by October
2017. In Vancouver Police, the training is not mandatory so 90% compliance is very high.
They identified a group in the final 10% who were a bit resistant to attending the training –
they always had a reason for not attending which mostly seemed to be about timing issues.
In Toronto Police, since visiting with them, they have completed the roll out of R2MR to all of
the Senior Command and all middle and front line managers/supervisors. The next phase is to
roll it out to the front line personnel along with a Suicide Prevention module (SAFETalk). So
far they have seen a positive impact in terms of self-awareness and willingness to reach out
amongst members who, until now, they had been unable to reach.
The MHCC has recently done some evaluation of the R2MR course. 5,000 participants were
evaluated. Research showed that stigma had decreased and people reflecting that they were
more at ease talking about mental health, asking for help, and addressing mental health with
colleagues demonstrated this. This was reflected in a story relayed to the author by one of the
practitioners who overheard two officers using the continuum model to discuss the impact of a
potentially disturbing event. There was also reported increase in the use of HR support services
and a decrease in sick leave absences in some workplaces. One of the considerations for
communicating outcomes to executives is that use of support services may increase as
awareness is raised and that this is a good outcome rather than a negative. More evaluation of
the course is expected in 2018.
The R2MR training program aims to:
• Improve short-term performance and long-term mental health outcomes;
• Reduce barriers to care and encourage early access to care;
• Provide the tools and resources required to manage and support employees who may be
experiencing a mental illness; and
• Assist supervisors in maintaining their own mental health as well as promoting positive
mental health in their employees.
Goals of R2MR
• To support the mental health and wellbeing of first responders
• To enable the full productivity of employees
• To ensure the workplace is respectful and inclusive of all employees, including those
with mental health problems and mental illness
• To encourage employees to seek help for mental health problems and mental illness
Objectives of R2MR
• To examine the effects of mental health problems and mental illness in the workplace
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•
•
•
•

To help first responders identify indicators of declining and poor mental health in
themselves and others
To introduce the concept of Mental Health Continuum Model
To review employees', managers', and employers' mental health rights and
responsibilities
To provide strategies to maintain good mental health

R2MR offers three tailored course options:
1. Primary (4 hour course), where participants are provided with valuable information,
skills, tools and resources specific to:
• Stigma and barriers to care;
• Healthy coping strategies;
• Mental toughness; and
• The Mental Health Continuum Model, a self-assessment tool with indicators of
positive, poor, and declining mental health. (Example of the Continuum Model
featured under Central Components).
2. Leadership (8 hour course), where in addition to the topics covered in the employee
course, leaders acquire tools and skills specific to:
• Workplace accommodations and return to work;
• The role of leadership in promoting positive mental health in employees;
• Ad hoc incident reviews; and
• Early recognition.
3. Train the Trainer (5-day course)
• In an effort to promote sustainability, R2MR tends to be delivered as a 5-day, trainthe-trainer model where participants become facilitators and deliver both training
packages (8-hour and 4-hour) to their co-workers.
• It is recommended that organisations develop a roll out plan for implementation
once the train-the-trainer session is complete.
• Leaders are recommended to take the training before employees, or close to the
employees taking it for consistency of content and discussions.
• Facilitators are encouraged to host workshops within a month of completing the
train-the-trainer sessions while the training lessons are fresh.
• Primary and Leadership courses should be limited to 24 participants to allow for
full discussion.
Central Components
•

The MHCC Mental Health Continuum Model, which categorizes one's mental health
within a continuum: green (healthy), yellow (reacting), orange (injured), and red (ill).

Figure 11 – R2MR Mental Health Continuum.
•
•

Allows individuals to identify indicators of declining or pool mental health in
themselves, and others (without diagnostic labels and their associated stigma)
Stresses that individuals can move along the continuum; if one ends up in the red "ill"
phase, he or she can move back towards the green "healthy phase”
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•
•

Teaches the appropriate action one can take for themselves and for others at each point
along the continuum.
“Big 4” — a set of evidenced-based, cognitive behavioural therapy-based techniques
that help individuals cope with stress and improve their mental health and resiliency.
The Big 4 are:
a. positive self-talk – monitor for “thinking traps” and reframe when under stress,
b. visualization – rehearse situations to prepare for future challenges,
c. tactical breathing – could use Inner Balance/Spire device to demonstrate
coherence, and
d. SMART goal setting:
S – Specific (Who, what, where?)
M – Measureable (How much, many, long?)
A – Attainable (Is it realistic? Can I do it?)
R – Relevant (Why?)
T – Time-bound (When?)

Research was consistent with other programs that found face to face, contact-based education
is one of the best ways of reducing stigma. R2MR includes custom videos of people with
mental illnesses describing some of their experiences with mental illness and stigma, as well
as those who supported them and their journey to recovery. All the presenters I spoke to agreed
that having two presenters with one being a peer and the other a practitioner was the preferred
method of delivery. While there is no direct evidence that this is the case it is reflected in the
feedback from participants and in general research regarding education modalities.
Other work being done by the MHCC
In 2012, the MHCC commissioned a report, Changing Directions-Changing Lives: the Mental
Health Strategy for Canada. It was a recommendation for the wide adoption of psychological
health and safety standards in Canadian workplaces.
The MHCC worked with other government agencies to develop The National Standard of
Canada for Psychological Health and Safety in the Workplace in 2013 (National Standard).
The Commission describes it as “a set of voluntary guidelines, tools and resources intended to
guide organisations in promoting mental health and preventing psychological harm at work.”
Employers, governments and regulatory authorities, service providers, policy and legal
specialists, and unions were involved in the development of the National Standard. The author
spoke with a number of people who helped work on the National Standard and developing the
Guarding Minds @ Work (GM@W) support tools. GM@W is a free set of resources designed
to promote and protect psychological health and safety in the workplace. It was developed in
response to the developing regulatory (National Standards) and legal standards and practices
for workplace psychological health and safety.
Implementation
Workplaces are encouraged to implement the National Standard. Employers in both the public
and private sector have begun the process of implementing the National Standard. Employers
who comply with the National Standard will:
•
•
•
•

take measures to prevent and protect workers from psychological harm;
provide training and education to promote psychological health and safety;
involve a diversity of workers in identifying problems and solutions;
develop a clear process for reporting, investigation, and monitoring psychological health
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•
•

and safety concerns;
be encouraged to conduct regular internal audits; and
collect data and develop a plan to control risks related to the 13 factors affecting
psychological health and safety in the workplace.

What are psychosocial factors?
There are 14 workplace psychosocial factors research has shown to positively impact an
employee’s mental health, psychological safety, participation, and productivity. If these factors
effectively exist in the workplace, they have the potential to prevent psychological harm. The
first 13 of these workplace factors were adapted from Guarding Minds @ Work and used for
the purposes of the National Standard.
The 14 Psychosocial factors are:
1. Psychological support: A workplace where co-workers and supervisors are supportive of
employees' psychological and mental health concerns, and respond appropriately as
needed.
2. Organisational culture: A workplace characterised by trust, honesty and fairness.
3. Clear leadership and expectations: A workplace where there is effective leadership and
support that helps employees know what they need to do, how their work contributes to the
organisation, and whether there are impending changes.
4. Civility and respect: A workplace where employees are respectful and considerate in their
interactions with one another, as well as with customers, clients and the public. Civility and
respect are based on showing esteem, care and consideration for others, and acknowledging
their dignity.
5. Psychological demands: A workplace where the psychological demands of any given job
are documented and assessed in conjunction with the physical demands of the job.
Psychological demands of the job will allow organisations to determine whether any given
activity of the job might be a hazard to the worker’s health and well-being.
6. Growth and development: A workplace where employees receive encouragement and
support in the development of their interpersonal, emotional and job skills.
7. Recognition and reward: A workplace where there is appropriate acknowledgement and
appreciation of employees' efforts in a fair and timely manner.
8. Involvement and influence: A workplace where employees are included in discussions
about how their work is done and how important decisions are made.
9. Workload management: A workplace where tasks and responsibilities can be
accomplished successfully within the time available.
10. Engagement: A workplace where employees enjoy and feel connected to their work and
where they feel motivated to do their job well.
11. Balance: A workplace where there is recognition of the need for balance between the
demands of work, family and personal life.
12. Psychological protection: A workplace where psychological safety is demonstrated when
employees feel able to put themselves on the line, ask questions, seek feedback, report
mistakes and problems, or propose a new idea without fearing negative consequences to
themselves, their job or their career.
13. Protection of physical safety: A workplace in which employees’ psychological, as well
as physical safety is protected from hazards and risks related to the worker’s physical
environment.
14. Any other chronic stressor that may be identified by workers
Addressing and monitoring these factors over time has the potential to dramatically improve
mental health and psychological health and safety in the workplace.
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However, while it is acknowledged that there are a number of risk factors in all jobs that can
impact on a person’s resilience and well-being, it has to also be acknowledged that it is more
complex than just the type of job a person does. Two people doing the same job role and
experiencing the same environment can be effected in very different ways. What causes a
problem for one person may not cause problems for the other. Our goal should be then to
address these factors to try and make the workplace as psychologically healthy as possible but
that does not mean it will be risk free. This is especially important to note in emergency
services roles where, for example, exposure to trauma cannot be completely removed from a
police officer’s role. However, organisations can have systems to help individuals monitor the
impact of trauma for themselves as well as a mechanism to record the number of exposures
and try to monitor the cumulative impact before it becomes a problem for some and impedes
their functioning and capacity.
The National Standard is a starting point. It is important to note that the full range of workplace
mental health issues cannot be addressed by meeting the National Standard alone. It can
provide guidance for organisations however there has to be the total engagement for programs
to be successful.
Evaluation of the implementation of the National Standard is currently being undertaken. This
should be reported on prior to the end of 2017.
Country – USA, Canada and UK
Program - Creation of Wellness Units
Run by – San Diego, Washington, Vancouver, York Regional and Halton Regional Police
Forces, Manchester Police.
This seemed to be a trend that was consistent across the US and Canada. Starting in San Diego
I spoke with the Assistant Chief of Police who oversaw the unit and a Welfare Officer stationed
in their Wellness Unit. Both obviously had a great passion for overall well-being and
demonstrated this through their own involvement in proactive wellness activities and their
openness in discussing their personal experiences. Their openness and vulnerability made it
OK for others to also express themselves and take responsibility and be proactive in the
management of their own well-being. Sarah Creighton was the Assistant Chief who started the
Wellness Unit in 2011. Sarah retired in February 2017 and is still very passionate about wellbeing for police officers and continues to work and contribute in this field. Waterloo and
Halton Regional Police have both followed suit and set up separate Wellness Units.
York Regional Police (Canada) had a separate house where their Wellness Unit resided. It is
completely separate from the agency, is in a rural setting and has an in-house support dog
(Barney). The Chief of Police for York Regional Police wanted to purchase someone a service
dog. As an alternative it was suggested that a “facility” dog was purchased for all members to
access. A business case was developed and ~$10,000 was provided for the program. They
specifically didn’t want a dog that looked like one of the dogs from the K9 unit. In July 2016
they acquired Barney, a three year old French Water dog. He was chosen because of his coat
which does not shed. He has been a benefit because he is a great ice breaker for officers who
come into the office. He is trained to respond to people diagnosed with depression, anxiety
and PTSD. He can respond when someone goes into crisis and ground them. For example he
will wake someone from a nightmare during the night. He was used in a family session with a
psychologist and he helped to calm the children during the session. Another example was when
an officer used the office to make a phone call with the worker’s compensation insurer and
Human Resources. When the phone calls started to get heated, Barney responded by putting
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his head in the person’s lap and calmed them down. Barney is also used as an excuse to drop
into the office.

Figure 12A and B: York Regional Police (Sgt Beth Millard and Shane Fisher) with Barney the
Peer Support Dog
In Vancouver Police the Wellness Unit is relative new at a couple of years old. In the OPP the
Wellness Unit was created in response to the 2012 Ombudsman report In the Line of Duty. It
was formally introduced to the agency in 2014 to cultivate and sustain a supportive work
culture. Wellness Units in Waterloo Regional Police were set up 2015 and Halton Regional
Police in 2016.
San Diego Police Department Wellness Unit was careful to differentiate themselves from the
Medical Services unit. Vancouver Police Wellness Unit consists of Peer Support, Critical
Incident Stress Management response and Wellness Programs (ie: training of R2MR). OPP
Wellness Unit consists of Psychological Services, Physiological Health Sciences, Fitness
Liaison Services, Employee/Family Liaison Services, management of the external Employee
and Family Assistance Provider (EFAP), Occupational Health and Safety, Critical Incident
Stress Response/Peer Support and other Wellness Programs (ie training for R2MR). York
Regional Police conduct R2MR training, critical incident response, peer support and have
Blarney the support dog who is trained to respond to people experiencing an episode of
depression, anxiety or PTSD. They act as a safe space for officers to go to should they need
support.
All were separate from the medical service also offered by the agencies. They worked with
them on occasion but their work was seen as more early intervention and prevention. This
would hopefully decrease the number of people moved toward the top of the intervention
pyramid (Figure 2).
Halton Regional Police Services have a specific program called “Backing The Blue”. It is a
resource dedicated to serving spouses and families of the Halton Regional Police Service
members both sworn and civilian. Spouses and children of law enforcement member’s face a
unique set of circumstances that lends itself to the need for emotional support, better awareness,
training and tools to enable police families to thrive with their roles as a support system for
their police member.
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The health trends identified in officers they had identified in their jurisdiction were not unusual
from those in other policing jurisdictions around the world – physical health (heart attacks,
back issues), marital and relationship issues, supervisor issues and career stress. They also
found an increase in non-work related issues being discussed.
Consensus was that the Wellness Units were there to support management in looking after their
people. They were not there to take that role over for them. The other Chiefs (the executive
level) are supportive and “pro” wellness so there is good support. All agreed that the middle
management levels were not as engaged in this as they would like to see even though the
management levels were acknowledged to be the primary contact and caregiver for those under
their responsibility.
Key Points for a Wellness Unit:
• There was agreement that they were there to help the individuals if they wanted assistance
but the responsibility for accessing that support still lay with the individual.
• Focus on resilience, well-being, support behavioural health, suicide prevention and safety
initiatives.
• They should hold a registry of all resilience, well-being and suicide prevention programs.
• The unit should establish systems to measure program effectiveness.
• Use their knowledge and evidence to influence operational policy initiatives to ensure the
inclusion of well-being.
• Ensure consistency of behavioural health care by development and training on care and
support guidelines for all levels.
• Support from all levels of management and the executive.
Other programs of note:
There were four programs that were discussed that were not specifically resilience programs
but were there to help emergency responders after exposure to a critical incident:
1.
2.
3.
4.

Behavioural Health Training – National Fallen Fire-Fighters Foundation
TRiM – Manchester Police Federation
Peer Support – various
Resilience Technology Solutions - apps

They will be explored as they all contributed to resilience in various ways for the different
agencies.
Country – USA
Program – Behavioural Health Training
Run by – National Fallen Fire-fighters Foundation
In the US the National Fallen Fight-fighters Foundation has created a number of tools for Firefighters to use in line with the 16 Fire-fighter Life Safety Initiatives (2004).
1. Cultural Change

2. Accountability

Define and advocate the need for a cultural change within the
fire service relating to safety; incorporating leadership,
management, supervision, accountability and personal
responsibility.
Enhance the personal and organisational accountability for
health and safety throughout the fire service.
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3. Risk Management

4. Empowerment
5. Training &
Certification

6. Medical & Psychical
Fitness
7. Research Agenda
8. Technology
9. Fatality, near-miss
investigation
10. Grant support

11. Response polices
12. Violent incident
response
13. Psychological
Support
14. Public Education
15. Code Enforcement &
Sprinklers
16. Apparatus Design &
Safety

Focus greater attention on the integration of risk management
with incident management at all levels, including strategic,
tactical and planning responsibilities.
All fire-fighters must be empowered to stop unsafe practices.
Develop and implement national standards for training,
qualifications,
and
certification
(including
regular
recertification) that are equally applicable to all fire-fighters
based on the duties they are expected to perform.
Develop and implement national medical and physical fitness
standards that are equally applicable to all fire-fighters, based on
the duties they are expected to perform.
Create a national research agenda and data collection system
that relates to the 16 Fire-fighter Life Safety Initiatives.
Utilise available technology wherever it can produce higher
levels of health and safety.
Thoroughly investigate all fire-fighter fatalities, injuries, and
near-misses.
Grant programs (additional funding) should support the
implementation of safe practices and procedures and/or mandate
safe practices as an eligibility requirement.
National standards for emergency response policies and
procedures should be developed and championed.
National protocols for response to violent incidents should be
developed and championed.
Fire-fighters and their families must have access to
counselling and psychological support.
Public education must receive more resources and be
championed as a critical fire and life safety program.
Advocacy must be strengthened for the enforcement of codes
and the installation of home fire sprinklers.
Safety must be a primary consideration in the design of
apparatus and equipment.

For the purposes of this report, initiative 13 is of relevance. The National Fallen Fire-fighters
Foundation (NFFF) introduced a new Behavioural Health Model that changes the way the fire
service assists fire-fighters on the path to healing following traumatic events. Under this
initiative there are a number of tools developed to assist and support fire-fighters. This model
is also being trialled with some Police Forces in the Washington area.
Behavioural Health Training
Recent evidence has emerged which indicates that the way fire-fighters have been offered
psychological support is not always practical or effective. This new model is based on a
consensus approach derived from the best scientific data from military medicine, community
psychology, and data from over twenty years of attending fire-fighter/emergency services
personnel.
The elements of the model include:
• After Action Review (AAR)
• Stress First Aid (SFA)
• LACK – Leadership, Accountability, Culture and Knowledge program
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•
•
•
•

Curbside Manner: Stress First Aid for the Street
Trauma Screening Questionnaire
Behavioural Health Assistance Programs
Peer Team Training and Coordination

Only the AAR, LACK and Stress First Aid will be discussed in this paper.
After Action Review (AAR): formalises post-incident conversations into a simple, but systematic,
guided process of analysing, refining, and improving incident response. Conducting an AAR
enables members to analyse what happened, why it happened during an incident and what
improvements can be made. It also provides department leaders with suggestions for change, if
necessary. After Action Reviews in the formal sense were originally developed by the military
and all effective leaders have used them as they support a culture of accountability. AAR
conversations can be structured and formal (appropriate after a large complex event) or informal,
run by a manager for a quick review. The key to successfully using the AAR as a tool for culture
change in the fire service is that it has to be done after every incident, no matter how small or
seemingly routine.
Leadership, Accountability, Culture, Knowledge (LACK): Many fire departments across the
United States “LACK the Right Stuff” to prevent them from being on a path to a line of duty
death, with Leadership, Accountability, Culture and Knowledge being the elements that need
to be addressed and managed in those environments. Through education and training, those
departments can improve their understanding of the root causes of fire-fighter fatalities and
tackling these four elements with special emphasis on understanding fire service culture.
In discussion there was an example of a police Sergeant (Sgt) who had attended the supervisor’s
training. They went back and implemented the suggestion “just notice how your people are
doing and just talk to them”. He created a card for each person on his squad and would update
it with the names of their spouse/partner, children and significant dates (ie: joining date,
birthday). He felt this helped him demonstrate he cared for his team beyond just their police
officer role. He also laminated the MHCC Mental Health Continuum. He used it to start
conversations asking “where do you think you are on the continuum?” If they said green and
he had noticed something different he could then talk to them about what he had seen. This Sgt
reported that his learnings were that it was important to watch and pay attention to his team. It
was about having the right conversation at the right time (ie: he discussed asking people if it was
the right time for them to do difficult training). Before he would discipline someone he wanted
to know more about what they were going through. This Sgt felt the training was good for him
because as a manager it wasn’t his role to diagnose so it didn’t need to be about specific
diagnosable conditions. What was more useful for him was knowing what behaviours to keep
an eye out for that indicate he needed to have a conversation with the person.
Stress First Aid (SFA)
The 7 Cs is derived from the military’s Combat and
Operational Stress First Aid (COSFA) program, and
employs seven steps—the 7 Cs—to reduce the risk of
more severe stress reactions. They work in a fluid
delivery to break down stigmas and negative social
elements associated with stress, and become the bridge—
not the final solution—to wellness.
Image Courtesy U.S. Navy
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Each “C” works in a manner that helps ensure safety,
reduces risk of additional stress, and promotes returning
to full function.

Figure 13: 7 Cs for SFA

Summary of SFA Actions
1. Check:
a) Assess current level of distress and functioning.
b) Assess immediate risks.
c) Assess need for additional SFA interventions or higher levels of care.
d) Reassess progress.
2. Coordinate:
a) Decide who else should be informed of situation.
b) Refer for further evaluation or higher levels of care, if indicated.
c) Facilitate access to other needed care.
3. Cover:
a) Ensure immediate physical safety.
b) Foster a psychological sense of safety and comfort.
c) Protect from additional stress.
4. Calm:
a) Reduce physiological arousal.
b) Reduce intensity of negative emotions.
c) Listen empathically.
d) Give information that calms.
5. Connect:
a) Provide support.
b) Promote social interactions.
c) Facilitate rituals.
e) Problem-solve obstacles.
6. Competence
a) Mentor to full function.
b) Problem-solve strategies.
f) Manage stress reactions.
7. Confidence:
a) Improve leader communication.
b) Mourn losses.
c) Support and encourage.
d) Help change perspective.
This process was piloted with police officers in Washington to see if the 7Cs was transferable.
There was little adjustment because the focus groups felt they made sense given they were what
they did each day. It was practical and was something that could help them pay attention
everyday.
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For example, part of the Check stage is ACT:
Help a Fire-fighter Struggling with Suicidal
Thoughts
ACT stands for Ask. Care. Take.
The Stress First Aid concept was being trialled
in police forces in Washington at the time of
the visit. Early responses to the model were
positive and no adjustments were suggested.

Country – United Kingdom
Program - Trauma Risk Management (TRiM)
Run by – Police Federation Manchester, UK Armed Forces, various UK Police Forces
TRiM is a trauma-focused peer support system designed to help people who have experienced
a potentially traumatic event. The practitioners are not counsellors or therapists but are there
to listen and offer practical advice and assistance. It is a ramped up peer support program. It
is based on “watchful waiting” which means keeping a watchful eye on individuals who have
been exposed to a potentially traumatic event (it can include people who were directly involved
or involved from afar). This pedagogy comes from the National Institute of Care Excellence
(NICE) in the UK. They are the national body that sanctions medical interventions. NICE
issued guidance on the management of post-traumatic stress and the core of the guidelines is
“not making a meal” of normal levels of post incident distress. It is about normalising the
reactions to abnormal events. Distress is not seen as an illness and post incident distress is not
a medical problem and does not require complex, medical or psychological interventions.
NICE suggests that for the first month after an incident a watchful eye should be kept on
individuals.
TRiM practitioners are trained to spot signs of distress in people, carry out assessments and
planning meetings and guide people to support if required. Most practitioners are peers who
volunteer to undertake the training. There is a course specifically for managers to provide them
with the tools to use with their teams after potentially disturbing events.
TRiM originated in the UK Armed Forces and continues to be used there extensively. The
model has also been adopted by quite a few of the police forces in the UK. I saw how the
model was used in Manchester after the Manchester Arena bombing in early 2017. Manchester
Police Force are no stranger to potentially traumatic events. In 2012 two officers were
murdered by a known offender who deliberately called police to attend the address he was
hiding out in. After that event the Police Federation took a more active role in welfare matters.
They trained several people in TRiM prior to 2017 and were able to provide practitioners who
could assist the Greater Manchester Police (GMP) in their response to support personnel
affected by the Manchester attack. The agency set up a command post and had a triage process
based on a traffic light system – Red - those officers who were dealing with victims who died
and who performed first aid, Amber – those who were dealing with the walking wounded and
Green – those who were the outer edge responders. Results of the combined efforts of the
GMP and the Police Federation using TRiM, demonstrated the officers who attended the Arena
bombing had not taken an increased amount of sick leave and seemed to have returned to duty
(in most cases).
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This event was the catalyst for discussions with the GMP about adopting TRiM. It proved to
be a useful tool (and also the only tool available to either organisation) at the time. Whether
TRiM is the only tool that meets the NICE guidelines and is the most appropriate tool for
potentially disturbing event response in a policing environment is yet to be seen. Policing and
the cumulative effect of potentially disturbing events is different from events experienced in
the military. Follow-up with military groups using TRiM has seen great acceptance of the
program and there has been some suggestion that it has impacted positively on resilience. It
will be interesting to see as more and more UK Police forces take up the model as to what
evidence around the impact of the program comes to light. In this case it did prove that having
any kind of intervention is better than having no plan to deal with these types of events at all.
Country – USA, Canada and United Kingdom
Program - Peer Support
Run by – Armed forces, police and fire-fighter organisations
Peer Support programs were considered invaluable across both military and emergency
services groups interviewed. Peer support programs work to keep personnel safe and well.
The program is not just responding to illness or injury. While this is a component and it is a
vital one at that, their effectiveness is enhanced when they are established and talking to people
before a drastic need emerges. Relevance for Peer Support Officers is built by identifying
issues that matter on a daily basis and being embedded into the everyday conversations.
Classes and programs can teach people what they ought to do but active peer support
involvement can actually change what is done. Research shows that help seeking behaviour
increases when a trusted source helps to guide the person to supports and resources. This is an
important part of the peer support role – becoming the trusted guide. A trusted peer support
officer can help by recognising a need, offering an approachable and confidential ear and
serving as an informed bridge to the necessary care.
When Police Officers in Scotland were asked to rank the sources of support as to who they
would approach first, they ranked them:
1. Peers (peer support included)
2. Managers
3. Health services (internal first and then external)
This is consistent with various research around peer support and help seeking behaviours of
military and emergency responder personnel. It was also consistent with the experiences
expressed by most of the services spoken to.
Country – USA
Program – Resilience Technology solutions
Run by – SRTS® and Veterans 360
There were two applications that were discussed during this research trip. The first was Stress
Resilience Training System (SRTS®) and the second was Veterans 360 CONNECT.
SRTS® app combines education, biofeedback (similar to HeartMath and Spire) and games. It
provides information about the physiology of stress and resilience, techniques based on Heart
Rate Variability (HRV) and games linked to HRV. It blends cognitive training with
biofeedback and game-based learning. The app focuses on the productive effects of stress to
improve performance and prevent future problems. It equate the use of the app to going to a
“Resilience-Building Gym” to strengthen resilience skills. So far the program has been
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predominantly used with the US military. Some trials have been done though the United States
Naval Medical Centre, San Diego.
The author was given access to the app for iPad. It was easy to use and navigate through the
various sections. The information provided was comprehensive and used language that was
accessible to all.
Veterans 360 CONNECT is a free smartphone application that connects veterans and their
families to information, resources and each other. Rick Collins discussed the challenges that
young veterans coming out of the US military were experiencing as they felt they were
underprepared for civilian life. There is a culture, especially amongst Marines, that they don’t
like to show weakness. They will leave the military and through various mechanisms will
become financially “exhausted” and will have limited social connections. The app provides
them and their families with appropriate information that is easily accessible, allows them to
connect through a virtual map of other veterans in their local area and also crisis response
resources through a network of care options. The connections made are predominantly with
people with similar lived experience who can act as mentors and guides through their issues.
There was discussion around the potential for this app to also encompass and be adapted for
emergency services personnel. At the time of writing this paper this app was still in the
development stage with a potential launch date of late 2017 or early 2018.
The author is aware that in Australia the Australian Defence Force (ADF) has an app called
“High Res”. “High Res” is designed for serving and ex-serving ADF members to help them
maximise their resilience. This interactive app tests a person’s responses to stress and helps
them to adjust them in real time. Western Australia Police Force, in conjunction with the WA
Police Union and collaboration with the other policing jurisdictions and corresponding unions
have released a similar app called “Equipt”. Both apps provide a variety of monitoring and
assessment tools as well as providing exercises to practice to help build psychological
resilience.
Advances in technology enabling resilience programs are emerging daily. At the moment the
author feels that they are understudied but have potential promise. There is little research that
evaluates:
• The effect of suggested modified lifestyle behaviours after engaging with the programs (ie:
physical activity and diet).
• The real cost of these interventions vs traditional modalities.
• The cost effectiveness of the technology driven programs
• Their impact on systemic and organisational level approaches to building resilience.
• The usage of programs ongoing – their frequency of use, the intensity of application and
the duration of the different programs offered.
• Does continuous use of the app optimise performance and build psychological resilience?
There is a great opportunity to do much more research in this continually evolving space.
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Key elements for assisting individuals, organisations and Government maintain resilience
and well-being.
Consensus from all of the programs and initiatives was that there were a number of key
elements for successful implementation of resilience and well-being programs. These
principles could form part of an overarching strategy that could guide organisations with
decision-making around resilience and well-being.

Figure 14 – Resilience and well-being key elements
Central to this model is our people. All workplaces rely on the discretionary effort of their
workforce. Therefore the focus of any resilience programs must focus on how to engage with
our people to make them resilient and ready for work.
Key Points:
• Programs should be adapted and embedded in all aspects of employment across the career
life-cycle. There was an increase in interest in developing programs that assisted people as
they exited the agency, specifically as they transitioned into retirement.
• The workforce should be consulted and engaged in the development of strategies, programs
and tools.
There were two significant pillars that were foundational to resilience and well-being. These
are individual resilience and engagement and Organisational resilience and supportive
environment. The two together create harmony and an environment where all take ownership
of the issue of resilience and well-being in the working community.
•

Individual resilience and engagement –

As previously mentioned, for the purposes of this paper, resilience has four domains. For
individuals these are the factors that protect them and provide them with the ability to prepare,
move through and recover from adversity:
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Physical

Psychological/
Emotional

Social
Connectedness
Spiritual

Regular physical activity.
Enough sleep.
Healthy diet.
Pursuit of activities that give joy or relaxation.
Able to reframe negative experiences.
Accept what cannot be changed and focus efforts on those that can.
Solution driven.
Acknowledgment of feelings and able to express them appropriately.
Able to provide support to others.
Strong and reliable network of colleagues inside and outside work who can
assist in difficult times.
A diverse support network.
Have a clear sense of purpose at work.
Understands personal strengths and uses them at work.
Clear sense of personal values and acts consistent with those values.
Personal values and organisational values are aligned.

In September and October 2017, Dr Kevin Gilmartin visited Australia and talked to members
of all the police jurisdictions around the country. During his presentation he discussed
“distrust” as a major barrier to help seeking. Police work in an environment where distrust is
helpful in officer safety. Distrust is what heightens awareness. The example he used was
when a police officer knocks on a front door, it is distrust that makes them move to the side
instinctively. They distrust the person inside as they could be potentially armed and may shoot
through the door therefore moving to the side takes them out of the potential line of fire. This
distrust can help them mitigate a potential threat in an operational setting. Unfortunately they
have difficulty turning this “distrust radar” off and they assess support services (either internal
medical services or even leadership) through this lens of distrust. Unfortunately all too
frequently we see people engage with services late into the process when they are forced to
address an issue because they are normally at the top of the intervention pyramid (Figure 2).
Engaging early and often is within the control of the employee.
Individuals also have to assess whether they need to be exposed to a potentially disturbing
event? A police chaplain relayed a story about a critical incident they attended. It was a single
vehicle traffic crash. There were multiple fatalities. There were four occupants in the car; two
died at the scene and the other two were taken to hospital where one was in critical condition
and the driver had minor injuries. The first police officers on the scene had cordoned off the
streets and were managing the site. The Fire Brigade had attended and used the “Jaws of life”
to extract the injured from the vehicle. The ambulance officers had administered first aid and
transported the two injured to the hospital. The two deceased were waiting to be extracted.
Each group had a role to play and it was very clear what they were doing. During the event
two traffic officers attended the scene to see if they could assist. What they should have done
was go to the Officer in Charge of the scene, be tasked with specific duties for that scene, if
required, and then undertake those tasks or leave to attend the next job. What happened was
that the two officers walked across to the vehicle, lifted the covering and had a look at the two
deceased bodies. There was no requirement for them to do so. They unthinkingly exposed
themselves to a potentially disturbing event without considering the consequences to their own
well-being. There needs to be ongoing discussion about minimising unnecessary exposure.
Key Points:
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•

•

People have to take responsibility for the management of their own well-being. There was
agreement that there is a wide range of support services available to emergency services
personnel. Engaging and interacting with these services is not as widely taken up as
organisations would like or expected.
The four domains for individual resilience should be communicated and embedded into the
culture of the agency.
Education packages could focus on providing tools that address these domains.

•

Organisational resilience and supportive environment.

•

Captain James "Curt" West from the University of Military Medicine told a story of “the bag of
goldfish” to illustrate how resilience is traditional considered in comparison to culture.
Imagine that the organisation has a bag of goldfish and a pot of boiling water. Each goldfish
is taken out of the bag and put in the pot. One by one they boil and die. Each goldfish is
deemed to “not be resilient” and the next one is put in the pot. Eventually one will not boil
straight away. We take those fish out and study them to see if we can find out why they were
more resilient than the others. We focus on the goldfish that survived the longest. We ignore
that we have a bag of dead goldfish and don’t consider that maybe the issue is the pot of boiling
water (the culture and environment).

Culture and austerity measures – When speaking with the UK Police Forces there did appear
to be a trend of increased sick leave among officers. It was reported heavily in the news media
at the time of visiting, there were a large numbers of police leaving the force due to increased
work load and pressure. It was interesting to note that due to the number of police leaving that
there was a need to continue to recruit to fill vacancies. The conundrum is that while people
will leave citing the reason being the increased work load and pressure, there are always a
queue of applicants waiting to get into the police force. This pool of willing new recruits almost
negates the lamenting of those who leave as it is easy for people to say, “Look it can’t be that
bad because we have all these people that want to come into the agency.” It is easy to dismiss
the “goldfish” as not having the “right stuff” and go back to trying to search for those elusive
recruits who do. We have to remember that resilience in times of austerity does not mean being
able to “do more with less”.
Organisations don’t always take the time to look at their culture, their values, their policies and
practices, their decisions and daily actions. It may be because while people talk about “culture”
a lot there is actually very little understanding on how to define it. Culture is the DNA or
personality of an organisation. It is the thing(s) that symbolise what the organisation stands
for – such as innovation (Apple), safety (Volvo), performance (Nike).
When people were asked about culture the feeling was that culture is deeply rooted in the
history of an organisation and is very difficult to move. Changing culture and getting that deep
investment to move away from the bad elements can be difficult and slow but it can be done.
It also has to be acknowledged that not all culture is bad. Organisations should also take time
to celebrate the good elements of their culture.
So what were the elements of culture that people felt were important? From conversations and
readings these six elements seemed to consistently form the “DNA” of the organisation. These
elements could be explored when determining the culture or the entire organisation and even
the individual units within an organisation. The culture of the organisation is a mosaic of the
cultures of the teams and units within it. All of these elements should be explored to be able
to understand their impact on the resilience of the people within that culture. Ie: Are our
processes clear and easy to understand or are they complicated to help meet compliance but
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bury our people in paperwork? Do our work practices condone poor behaviour through
inaction or are our performance management practices sound enough to deal with poor
behaviours early before they escalate? Does the organisation have a shared purpose that
everyone is aligned to?
Decisions – how are
decisions made?
• Governance processes
• Decision processes
• Decision analytics used –
key performance metrics
• Policies and processes
(systems)
• Values and standards
Motivators – what compels
people to perform?
• Remuneration
• Career pathways
• Talent management
• Change management

Actions – how people
behave.
• Personal values and
standards
• Expectations
• Unwritten rules
• Accepted behaviours
• Mental models
• Assumptions and biases
Commitment – What
inspires contribution?
• Shared vision and
strategic direction
• Individual goals and
aspirations
• Sources of pride
Understanding – how
information and data is
processed and
communicated.
• Knowledge management
systems
• Shared language and core
beliefs
• Information flows
(systems)
• Shared corporate identity
• Clear corporate values

Structures – roles and
relationships. How are
people connected?
• Organisational structure
• Clarity on roles and
responsibilities
• Business processes
• Skills and capabilities
• Relationships and
collaboration
• Team and unit dynamics

Figure 15: Culture DNA
Overwhelmingly it was agreed that values formed an important part of culture. Consensus was
they should be few, and clearly communicate the behaviours expected of people to demonstrate
their commitment to the purpose of the organisation. They also need to be integrated into every
decision and strategy to ensure cultural consistency and alignment.
Organisations should cultivate an environment where all personnel are accountable for
themselves and for each other. As shown in the US Army, it is the duty of all personnel to
intervene when appropriate and applicable and not merely stand-by as events occur. Personnel
should not be bystanders watching people’s behaviour change or poor behaviours occur. People
should be encouraged to have awareness of the impact their actions have on each other
(promoting civility and respect in all actions) and be able to self-assess their actions against the
organisation’s values. This clarity on what the values are and what the expectations around
what the accepted standards of supportive behaviour looks like helps provide a supporting
culture.
Key points:
•

•

Have a champion who is able to communicate honestly regarding their own challenges and
encourage others to engage with themselves, their family and the organisation in keeping
resilient.
Clarify a few important values and use them consistently to embed them in the decisions
and day-to-day workings of the organisation.
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•

Do a policy review. Find out how we make decisions around emotive areas – ie: absence
management and other policies that are activated when people are ill or injured. Do they
support those people during a difficult time or are they designed to “catch out” those who
abuse the system?

Promoting well-being in the workplace begins with recruiting and runs through how we write
our job descriptions, how we design what work people do, our organisational structure,
personnel and operational policies, organisational culture, leadership, management, a menu of
varied and tailored interventions, and follow-through. Traditionally more and more
responsibility is placed on workers to maintain and enhance their well-being, which is one
component of resilience. It is too easy to be silent on the obligations of the organisations in
relation to resilience. For organisations to truly demonstrate that they have embraced the
concept of resilience and well-being there are five domains that should be considered.
Five domains for organisational resilience are:
•
•
•
•
•

Active and visible leadership
Supportive culture
High quality support systems
Increased knowledge, capacity and literacy
Research and evaluation

Active and visible leadership and management
Success of any program requires commitment from all levels of management and leadership to
the health, safety and well-being of individuals, teams and the organisation. The leaders of any
organisation are responsible for creating a healthy environment that builds protective factors,
supports positive behaviour and reducing adverse outcomes.
Leading is different from managing. Leading is about creating, exploring and communicating
meaning to engage others in a future vision. Management is about the here and now and dayto-day interactions. Leadership is about doing the right things and management is about doing
things right. Both are very important. We want leaders who can set the vision, tone and
direction in relation to resilience. We want management who can facilitate changes through
actions and behaviours.
Do we want leaders to be this:

Figure 16A – ‘The Guardian’ article on Dany
Cotton

Or this?

Figure 16B – Inappropriate management
response (cartoonstock.com mfin4706)
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The impact of leadership was demonstrated in London when the Fire Commissioner, Dany
Cotton, publicly acknowledged the impact of the Grenfell Tower fires on her own well-being.
The impact of her showing such vulnerability was very positive on the fire-fighters the author
spoke with in London. This set the tone for the rest of the organisation for it to be OK to be
affected by this event and even more OK to seek help. Leadership should have the well-being
of the people as a critical priority to build trust and engagement. In San Diego, Assistant Police
Chief Albeksten discussed her leadership role as pushing the message so that resilience
practices become as accessible and accepted as the Employee Assistance Programs (EAP). The
question that she asked was, “How do you want to retire? You don’t want to become a victim
of your unmanaged health.”
There is a great amount of research that shows the impact of managers on those in their team.
A recent study in Fire-fighters in New South Wales showed that teams where those managers
who had received training specifically addressing how to deal with mental health challenges
experienced an 18% decrease in sick leave absences. Compared to those teams that did not
receive the training, those teams experienced a 10% increase in sick leave absences for the
same time period.
The impact of managers in the early stages is more valuable than the intervention of any health
services. In Figure 17 the interventions of managers are listed along with how they correspond
to the well-being continuum. As people progress through the zones from green to red the role
of the manager changes to one of referral and guiding people towards the appropriate support
services.

Role of the Chain of Command (managers):
•
•
•
•
•
•
•
•

Get to know all your personnel
Foster a healthy work environment
Lead by example
Watch for behavioural changes.
Identify and resolve potential problems early
Deal with performance issues promptly
Demonstrate genuine concern
Provide psychological first aid after potentially disturbing
events – “watchful waiting”
• Provide realistic training and development opportunities

• Minimise risks and
hazards
• Provide opportunities to
rest and recover
• Identify potentially
unhealthy situations
• Adjust workloads as
required
• Provide support –
reduce barriers to helpseeking.
• Intervene
• Consult with internal
support services
• Know the available
resources and how to
access them
• Refer to professional
support

• Maintain respectful
contact
• Ensure adequate
resources and support
• Respect medical
limitations
• Respect confidentiality
• Involve colleagues in
social support where
appropriate
• Consult with Human
Resources as needed.
• Manage unacceptable
performance and
behaviours
• Minimise rumours

Figure 17 – Role of the Chain of Command across the continuum
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Where people are in the green zone the role of the manager is greatest compared to the
interventions by health services. In the green zone the role of the manager is more one of a
social connectedness and guidance. Dealing with issues early and being proactive in this zone
minimises the requirement for Health Services intervention.
In the yellow zone the role of the manager is still strong. It is watching those people in their
team for changes in behaviours. It is also working with health and support services to engage
people in health promotion and prevention activities. Acting early in this space can influence
the trajectory of personnel along the continuum; hopefully back towards the green space.
In the orange and red zone the manager liaises with other professionals who can assist to
manage any health issues within the work environment. When personnel are in this zone they
may be taking time off work or returning to work after a long absence. The role of the manager
is to work with the health professionals to help maximise the person’s treatment outcomes and
subsequent recovery.
In order for managers to do this role effectively, appropriate training should be provided as a
priority. We need to build front-line managers’ competencies in how to support and build
resilience so they understand the impact of resilience on the well-being of their teams and also
how this affects the outcomes for the organisations they are trying to achieve.
Using the previous example of the two traffic officers, the Office in Charge of the scene could
have ignored their actions however he chose to speak to the officers and let them know that
their conduct was unprofessional (community members watching may have seen that action as
insensitive) and was deliberately putting themselves at risk.
Each service had a story about management not contacting people who were on sick leave or
who were acting differently. One story relayed to the author was about a supervisor who rang
the local Wellness Unit and said that a rookie police officer had been to their first potentially
disturbing event. The rookie had returned to the station and asked to go home as they had been
vomiting. The supervisor rang the on-call psychologist and asked them to check on the rookie.
The psychologist asked the supervisor if they had a personal connection with the rookie. They
said they did; they thought the rookie was a “good kid”. The psychologist suggested that
because they already had a good rapport it would be better for the supervisor to ring the rookie
and find out how they were rather than a stranger from another unit ringing out of the blue. It
turned out the rookie had a stomach virus. The rookie’s spouse apparently was very impressed
that their supervisor had taken the time and checked in. Throughout the trip there were many
similar examples where managers and supervisors wanted someone from the internal support
services to ring one of their personnel rather than do it themselves. There are some managers
who refuse to engage with anything to do with people issues because they don’t see it as part
of their core business; some supervisors are willing to do it but are unsure what to do and there
is a small group who are naturally good at the people skills.
Mangers have to also discourage what some called the “looky-loo” phenomenon or what is
also called the “uh-oh squad”. This is where squad cars would turn up to a potentially
disturbing event they were not tasked to go to because they were passing by, close to the event,
or just wanted to be part of the action. Management could monitor more closely who is turning
up to events to limit it to those who are absolutely required to be there. Opportunities to
minimise exposure should be taken as often as possible.
Key points:
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•
•
•

•

•
•

Have a champion in the leadership team who is able to communicate honestly regarding
their own challenges and encourage others to engage early and often.
Have the champion also set the tone and vision regarding resilience and well-being.
Incorporate well-being into the capability framework for leadership and management
positions. Managers in the organisation should be able to demonstrate where they have
monitored and assisted in maintaining well-being and resilience for the individuals in their
business units, encouraged team unity and maintained their own well-being.
Have targeted training for leadership and management on how to talk about resilience and
well-being. Provide them with the tools to have discussions and embed the language into
their messages and day to day activities.
Ensure that leaders and managers have support mechanisms/tools and know where to seek
advice and assistance for themselves and others.
Have a measure of accountability and/or capability for leaders and managers in relation to
their own and their team resilience and well-being. Looking at indicators such as employee
turnover rate (who is asking to leave an area or are people staying beyond minimum tenure),
response to open positions (are areas popular because of the work they do or does the
response increase depending on the manager at the time?), employee satisfaction (surveys
or 3600 feedback opportunities). The Health and Safety Executive (HSE) in the UK has
some management competencies for preventing and reducing stress at work that could be
adapted for resilience and well-being:
Management Competency
Respectful and Responsible:
Managing emotions and
having integrity.

Sub-Competency
Integrity

Description of sub-competency
Respectful and honest to
employees.

Managing Emotions

Behaves consistently and
calmly.

Considerate Approach

Thoughtful in managing others
and delegating.
Monitors and reviews existing
work, allowing future
prioritisation and planning.

Managing and communicating Proactive work management
exiting and future work

Problem solving

Participative/empowering
Reasoning/management
difficult situations

Managing conflict
Use of organisational
resources

Managing the individual
within the team

Taking responsibility
resolving issues
Personally accessible
Sociable

Empathetic Engagement

Deals with problems promptly,
rationally and responsibly.
Listens and consults with team,
provides direction, autonomy
and development opportunities
to individuals.
Deals with conflicts fairly and
promptly.
Seeks advice when necessary
from managers, HR and
occupational health.
for Supportive and responsible
approach to issues.
Available to talk to personally.
Relaxed approach, such as
socialising and using humour.
Seeks to understand the
individual in terms of their
motivation, point of view and
life outside of work.
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Supportive culture
This means creating and sustaining a culture that is focused on helping the individual, team
and organisation succeed and thrive. It is a similar philosophy as the US Army R2 program; a
healthy and resilient individual helps create a healthy and resilient team/unit which enhances
the health and resiliency of the entire organisation.
As previously mentioned, organisations should review their culture DNA (Figure 15) and how
it impacts on resilience and help seeking behaviour. Understanding specifically how our
decisions, structures, actions, and behaviours impact on individual resilience is important for
determining how we define what “supportive” looks like for the whole organisation and for
individual units within the organisation.
Key points:
• Well-being strategies are clearly communicated and implemented across the agency. The
concept of resilience is embedded and becomes part of peak performance practice.
• Have a few, clearly articulated values that are used, in conjunction with organisational
strategies, as a tool to align any resilience programs.
• A whole of career approach is taken to adapting resilience programs to where the workforce
is in their career cycle.
• Recognise that it is everyone’s duty to promote and enhance resilience.
• Everyone is able to describe the supports available and is comfortable having the
conversation with a person when they notice a change in behaviour – no bystanders.
• Resilience and well-being becomes a constant message and is communicated by everyone
in the agency.
• Consideration should be given to the language that is used in relation to resilience and wellbeing. As mentioned throughout this report, a move away from language that focuses on
illness and injury will reduce the feeling that there is something wrong with the person or
that they are faulty. Individuals should monitor their own personal biases and monitor their
own language when discussing people with psychological challenges.
• A culture that:
• Values an individual’s right to confidentiality
• Promotes and protects well-being and resilience in each other.
• Encourages help seeking behaviour.
• Use the Culture DNA (Figure 15) to evaluate the actual culture and look for the good and
bad things that can both support and impact on resilience and well-being.
• Have internal champions – suitable people who are well respected and who actively
demonstrate the behaviours that support and promote resilience and well-being. Identify
them early and involve them in the development of programs and support materials.
• Educate leaders and managers first. By engaging in training first they indicate their support
for the principles and lead any cultural change.
High quality support systems
Organisations should have integrated, coordinated and evidence based/informed activities and
interventions that support personnel as they move through their career.
If we are going to raise awareness and encourage people to engage with the support systems
that are available, they have to be sufficiently resourced to manage demand. This can be the
provision of internal services or timely engagement and financial support for external
programs. Psychological challenges tend to blur the line for insurance companies when trying
to determine work related liability. Comorbidity also makes them complex. Organisations
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need to have clear guidelines on what they can and will do in relation to interventions (Ie:
financial support, time off, and access to mandated resources). It is also about managing
expectations about the role the organisation will have in assisting someone get well, especially
for issues that are deemed non-work related.
Key Points:
•
•
•
•
•
•
•

•

•
•

•

Well-being strategies are clearly communicated and implemented across the agency. The
concept of resilience is embedded and becomes part of peak performance practice.
Have a few, clearly articulated values that are used, in conjunction with organisational
strategies, as a tool to align any resilience programs.
A whole of career approach is taken to adapting resilience programs to where the workforce
is in their career cycle.
Recognise that it is everyone’s duty to promote and enhance resilience.
Everyone is able to describe the supports available and is comfortable having the
conversation with a person when they notice a change in behaviour – no bystanders.
Resilience and well-being becomes a constant message and is communicated by everyone
in the agency.
Consideration should be given to the language that is used in relation to resilience and wellbeing. As mentioned throughout this report, a move away from language that focuses on
illness and injury will reduce the feeling that there is something wrong with the person or
that they are faulty. Individuals should monitor their own personal biases and monitor their
own language when discussing people with psychological challenges.
A culture that:
• Values an individual’s right to confidentiality
• Promotes and protects well-being and resilience in each other.
• Encourages help seeking behaviour.
Use the Culture DNA (Figure 15) to evaluate the actual culture and look for the good and
bad things that can both support and impact on resilience and well-being.
Have internal champions – suitable people who are well respected and who actively
demonstrate the behaviours that support and promote resilience and well-being. Identify
them early and involve them in the development of programs and support materials.
Educate leaders and managers first. By engaging in training first they indicate their support
for the principles and lead any cultural change.

Increased knowledge, capacity and literacy
Organisations and individuals must have the ability to gain access to, understand and use
information in a way that promotes and maintains positive health, safety and well-being.
Organisations and managers should challenge existing mistruths/beliefs around “mental
health” to aid in reducing stigma and encouraging help seeking behaviours.
Content of programs:
•

Programs should be less focused on diagnosis information (peers are not being asked to
delve into the complexity of diagnosis) however should include signs and symptoms for
early identification of changes in behaviour in themselves and others; and be skills based –
coping techniques and conversation frameworks. MRT teaches people that challenges are
temporary, not permanent; challenges are local and not global; and challenges can be
changed by their own effort (people aren’t helpless victims). They train the mind and body
to expect challenging events to occur across their lives and to understand how to effectively
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•

•

•

deal with the events to be able to continue to function in their personal and professional
lives.
Training should include practice of specific techniques and skills that personnel can apply
during their training and in the real world. There needs to be sufficient time and
opportunities for the skills to be practiced so they become an automatic response.
Resilience training could be embedded and prioritised as a critical skill for police officers
in the same manner as weapons training is done. Techniques on mental preparedness,
incorporating mindfulness, teach officers to remain in the moderate zone of arousal and
how to reset afterwards. This gives them enhanced sensory perception and cognitive
abilities to respond to situations in the most appropriate manner. Techniques that show
how to perform at their optimal level and how to reset their “internal battery” by managing
energy depletion should be linked to peak performance.
Provide social connection and communication skills. Recognise the difference between
how genders connect – Duncan Shields found in his work with Fire-fighters, women ask
the question, “How close are we? Are we connecting”. Men are more about how they fit
into the hierarchy and how they measure up. They will ask, “Am I doing it good enough?”
Techniques such as CPR have proved helpful with this group. CPR stands for:
• C – Curiosity and asking clarifying questions
• P – Paraphrasing. “What I hear you saying is ….” (use your own words).
• R – Respect. Refrain from judging or taking the conversation back to yourself.
Rather than going to commercial, external businesses to develop and provide educational
materials, a business model for creating and training in a resilience program specifically
developed for first responder agencies could be developed. Government organisations
would not have to invest to have someone external essentially recreate the wheel. For
example you could start with having two trainers from each first responder agency or area
sent for training in a central location that lasts for a week. This could cost $1000 a head to
train. Class sizes would be restricted to no more than 30 in the initial year. The first group
would become Master Trainers to get the program running. Have the Master Trainers teach
for 6-8 months (eight to ten days per year). Have a maximum of 24 people in a normal class
size – emergency responder agencies could have stations send pairs. Those people could
then go on to do Master trainer course (3 days) and eventually they can do the training in
their own region. The Master Trainer role has to also evaluate and assess the people in the
course. A process of review by professionals and peer review could be built in. Screening
tools could be developed in conjunction with a university for participants. This model is
similar to the one used by the MHCC for R2MR and Mental Health First Aid. This could
be done across government agencies which would provide specific and targeted programs
for their cohorts that are within their control to alter as appropriate rather than expensive
external programs where the content is outside their control. Development of programs
“in-house” does increase an organisation’s ability to quality control material and also
succession planning for the trainers and the program. Flexibility and adaptability is key to
the success of a program and to keeping the material fresh and contemporary.
Selection process for the trainers for a program such as this is key. It is imperative to
interview those wanting to be trainers to ensure the right people are chosen. It may be useful
for candidates to have some peer support or health training. For the programs to have
credibility it is also important to use people who are considered operationally good quality
people. Ideally when they aren't training they are operational peer support people using
their skills in their workplaces so they continue to build credibility.
A professional development stream would be developed for Master Trainers so they are
monitored and have ongoing coaching. It is also important to have a de-certification process
for those who no longer wish to be trainers.
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Key Points:
•

•
•
•
•

•
•

•

Commitment from management and executive levels to support the attendance at face to
face programs. Those agencies that had commitment to train all their employees in the
programs offered had the best feedback and opportunity to track and monitor ongoing
success of programs. It takes commitment of time, budget and human resources (to present,
cover absences, and ongoing evaluation). It also requires commitment to the values of
resilience.
Information about resilience and well-being should be embedded into all induction
processes.
Training in resilience and well-being should be embedded across all levels.
Face to face is preferable. General research into educational modalities was that this
method is preferred and has a higher retention rate.
Where possible have two presenters. Consensus was that one presenter be a practitioner
with some subject matter expertise (most used a professional from the well-being area, a
psychologist or social worker) with the second presenter being a peer (a peer support person
or someone with lived experience and good standing within the work community). This
combination of practitioner and peer gave good balance to the programs and gave the
practitioners credibility. The peer provided context via experience to the material presented
by the practitioner. When choosing the presenters they must be well versed in the material
and who has credibility and an appropriate, positive reputation within the agency that would
contribute to the success of the course.
Provide training and support for peer presenters on facilitation and presenting their lived
experience story in a healthy and effective manner.
Program should be adaptable for different work environments however basic information
should remain constant. There should be programs for various levels, roles and operational
activities – this will help it be embedded into each training course and seen as a skill that
assists in keeping people at peak performance. Could also be adapted for families as has
been done in the US military models.
Training in well-being could be mandatory but it is not necessary. Training can be as standalone courses on different aspects that make up resilience and should also be embedded
into all courses. It should be seen as a skill that assists in all employees performing at their
peak. This integrated approach means that employees are getting the same message,
consistently and often in a variety of forums and programs.

Evidence and evaluation
There is a great deal of research regarding the best practice for the treatment of different
conditions. In the author’s opinion most people are not sure what to do at the front end – the
more proactive and preventative space. Scientific literature regarding resilience programs and
training is fairly limited and the findings of the studies that have been done reflect the
experiences of the people spoken to during this trip.
Structured research and evaluation enables lessons to be learnt, strengths to be built upon and
for future planning and policies to be properly informed. Executives can make informed
decisions and understand the impact they have on resilience and well-being if evidence and
metrics are made available to them on a consistent and regular basis.
Many agencies had similar stories where the executive would be approached by external
companies trying to sell them their latest well-being program. The executive want to help but
don’t know how to critically evaluate what these external companies are offering and what
works. The sales people play on things that the agencies are scared of such as claims for PTSD,
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suicide and increases in substance misuse. A lack of clear evidence around what works and a
clear strategic direction makes agencies susceptible to a convincing sales pitch and programs
being implemented as a knee jerk, adhoc reaction.
When looking at the evaluation of programs and materials, consideration should be given to
measuring the correct outcomes. In one of the conversations, it was mentioned that there are
four types of evaluation commonly used for looking at training programs. These are based on
the Kirkpatrick Four-Level Training Evaluation model to help objectively analyse the
effectiveness and impact of training so it can be improved in the future:
1. Reaction or “How were the muffins?” - Tends to be very surface level questions normally
confined to questions about how did they feel about the training (was it valuable), the topics
and material covered, the venue and the quality of the presentation by the instructor.
Traditionally done at the end of the course. It is useful so you know how the audience
received the training and identify any current issues or future topics.
2. Learning – “Did you learn something?” – Traditionally done at the end of the course as an
additional couple of questions. Trying to evaluate how much has their knowledge increased
as a result of attending the training – should be aligned to the learning objectives.
Sometimes done pre and post training by the presenter to gauge whether people have
increased their knowledge about the subject. This is not always recorded but it should be.
3. Behaviour – “Did that knowledge manifest change in the way you behaved?” – Very rarely
done. This looks at how the attendees apply the information and skills being taught. This
requires pre training questionnaires and post training follow-up after the course to gauge if
there has been a change from previous behaviours. The author believes this also requires
courses to have some focus on the implementation of skills and not just information.
Raising awareness is just part of the training puzzle. If behaviour isn’t changing then it can
provide an opportunity to find out why? Ie: is there an opportunity for them to apply their
new knowledge at their workplace or is there a barrier? Maybe they have learned
everything taught but have no desire to apply the knowledge themselves.
4. Results - “Did the system change?” This is the analysis of the final results of the training.
It includes outcomes that are good for the organisation and the employees. It can be
difficult to determine which outcomes or benefits to measure as well as effective ways to
measure those that are directly impacted by the training. It is almost never evaluated
because it is perceived to be costly and time consuming. It is mainly costly because it is
done as an afterthought. If it is built into implementation plans for training then it should
not be costly to do. Costs may also be incurred depending on the internal resources
available to collect and interpret the information. If organisations don’t have internal
resources available then they may need to look for less costly alternatives such as partnering
with universities.
The NFFF are working with five sites and a University research group. They will be examining
whether systematic training in the 7C’s model, management program (LACK) and peer team
support results in a change of behaviour. Participants will be asked if they feel more supported
in their daily work and is there a clear path or bridge to care if needed (ie: awareness of peer
support, chaplains, policies etc.). Training was currently being conducted in the five sites and
was scheduled to finish in September 2017. The researchers would then follow up these groups
over time as part of a longitudinal study.
Key Points
•

Develop some key performance indicators – determine what is important for the agency
and for the individuals to know and track.
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•
•
•

•
•

Develop mechanisms for tracking, monitoring metrics that can inform decisions.
Have clearly articulated guidelines regarding confidentiality and be clear and transparent
about reporting mechanism.
Data collection and analysis should be embedded and ongoing. It should have a clearly
articulated purpose. Embed it as a regular activity to foster a culture of continuous
improvement and learning and not linked to the removal of personnel.
Be open to trials. Research should be done before instituting costly programs. This gives
opportunities to see how programs translate into performance outcomes.
Use current and available metrics such as:
• Absenteeism and leave liability data
• Personnel turnover rates
• Employee Assistance Program utilisation (de-identified) and trends
• Workers’ Compensation injury data (de-identified) trends
• Employee survey data
• Overtime usage (are there any trends in overtime applications showing specific
officers are working excessive hours which may indicate further explanation is
required)

Considerations for first responder agencies and Governments
1. Almost all of the programs that had been implemented and additional resources provided
occurred because of a trigger event. There was either a review (ie: Ontario Ombudsman
“Line of Duty” review 2012), terrorist attack (ie: London Bridge event in 2017), major
event (ie: Manchester Arena bombing 2017), or an officer suicide. The challenge for these
agencies is how to keep this momentum going. Once the initial reactions to the trigger
event have subsided these organisations may have to ensure there is an ongoing business
case for the continuance of the programs and resources. While it is generally acknowledged
that looking after people is important there are economic pressures that may impose
austerity measures on resources. This has been seen most prominently in the UK police
forces.
2. For those agencies where there has not been a significant trigger event the challenge is
getting executive buy in to preventative programs. Lack of evidence can make
demonstrating return on investment difficult. While having a high-ranking champion is
also a big plus for agencies, there is concern when there is a change in management (ie a
new Director of HR or a Chief/Commissioner leave) and the new person has a different
perspective on what support services and programs should be on offer. The author has seen
the effect of having a person temporarily acting as the Director of HR who had openly said
they see no value in internal psychologists or chaplains in a first responder agency. That
area then devoted significant resources away from providing support to justifying their
business practices and the need for access to resources. The approach has to be more
strategic, embedded in the cultural DNA of the organisation, based on collaboration with
personnel and not reliant on decisions by any one person.
3. There are many organisations providing products specifically designed for emergency
services groups. There are sufficient agencies around the world working on what is
appropriate for their cohorts. One thing that came through strongly in all of the
conversations was that the things that affect our people are essentially the same. Whilst
each jurisdiction had size, legislative and geographic differences, the work done and the
impact that had on first responders was the same. There could be a central coordination
point for sharing resources so that agencies are not constantly reinventing the wheel or
paying external providers to provide them with generic products that still don’t fully meet
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their cohort’s needs. For those countries going through austerity measures this is even more
important as financial resources do have to be considered and used in the most effective
way.
4. The author is aware of huge investment into resilience and well-being by the ADF. In
Australia, there is wildly varying investment by each of the Territory and State
Governments in their emergency services groups. beyondblue is in the process of analysing
the initial results from their national survey, “Answering the call -beyondblue’s National
Survey of Mental Health and Wellbeing of Police and Emergency Services Personnel”.
This will provide some baseline data but does not delve deeply into any specific area. It
would be beneficial to all who work in these areas if there was some national oversight of
this funding and these programs, an open platform for sharing ideas and outcomes, links to
research opportunities through universities throughout Australia and a framework for basic
psycho-education programs and resources that can be easily customised and implemented.
There is still much work to be done in this area. There is a huge opportunity for some
difficult, expensive, and time consuming evaluation around resilience to be taking place.
Without it, we are continuing to fund and maintain programs where the outcome measures
are much softer than the seriousness of the topic deserves.
Conclusion
Police and other first responder organisations spend billions of dollars on their operations.
High quality training is considered vital along with providing the appropriate technology and
equipment to allow them to do their jobs and perform at their peak in assisting the community
during their time of need. It is just as imperative for achieving peak performance to provide
personnel with tools to promote resilience and maintain personal well-being. If the only model
available is to provide support services when a person becomes ill or injured all organisations
will continue to see increased costs – both in financial costs but just as importantly, the impact
on those people who have committed to serve the community.
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Management competencies workplace health–National Institute for Health and Care
Excellence (NICE) - https://www.nice.org.uk/guidance/ng13/chapter/Recommendations
Management standards for work related stress – Health and Safety Executive (HSE):
http://www.hse.gov.uk/stress/standards/index.htm
National Fallen Firefighters Foundation: https://www.firehero.org/
Ready and Resilient (US Army): https://www.army.mil/readyandresilient/
Spire: https://spire.io/
SRTS: https://www.trainresilience.com
Strong Bonds: https://www.jointservicessupport.org/FP/Strongbonds/Strongbonds.aspx
Veterans 360: https://carrythechallenge.org and https://veterans360.org
Why “evidence informed” healthcare? https://hslgblog.wordpress.com/2017/05/24/whyevidence-informed-healthcare/

Books:
• McCraty Ph.D, Rollin. Science of the Heart: Exploring the Role of the Heart in Human
Performance Volume 2. HeartMath Institute, California, 2015
• Adler-Tapia, R. (In press). Early Mental Health Intervention for First Responders/ Protective
Service Workers Including Fire-fighters and Emergency Medical Services (EMS)
Professionals. Chapter 18 In M.Luber (ed.), Implementing EMDR Early Mental Health
Interventions for Man-made and Natural Disasters: Models, Scripted Protocols and Summary
Sheet, New York: Springer Publishing Company.
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