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Abstract

Introduction

Given the prevalence of mental health problems globally, there is an increasing need for
the police and other non-mental health trained professionals to identify and manage situa-
tions involving individuals with mental health problems. The review aimed to identify and
explore qualitative evidence on views and experiences of non-mental health professionals
receiving mental health training and the barriers and facilitators to training delivery and
implementation.

Methods

A meta-synthesis of qualitative evidence on the barriers, facilitators and perceived impact of
mental health training programmes for non-mental health trained professionals. Systematic
literature searches were undertaken of the following databases: Criminal Justice Abstracts
(CJA); MEDLINE; Embase; PsycINFO; ASSIA; CENTRAL; SSCI; ERIC; Campbell Library;
Social Care Online and EPOC from 1995 to 2016. Records were independently screened
for eligibility by two researchers, data extraction and quality appraisal of studies was also
undertaken independently by two researchers. The CASP tool was used to quality appraise
included studies. Included studies were synthesised using a meta-ethnographic approach
as outlined by Noblit and Hare.

Results

10,282 records were identified and eight qualitative studies were included. A range of barri-
ers and facilitators to training were identified and related to the delivery and content of train-
ing; the use of additional resources; and staff willingness to engage with training and
organisational factors. The perceived impact of training was also discussed in terms of how
it affects trainees; perceptions of mental health; self-perception; responses to situations
involving mental health and the potential of training to reduce injury or physical harm in situa-
tions involving mental health. The value of training and how to measure its impact were also
discussed.

PLOS ONE | https://doi.org/10.1371/journal.pone.0199746  June 25, 2018

1/28


https://doi.org/10.1371/journal.pone.0199746
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0199746&domain=pdf&date_stamp=2018-06-25
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0199746&domain=pdf&date_stamp=2018-06-25
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0199746&domain=pdf&date_stamp=2018-06-25
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0199746&domain=pdf&date_stamp=2018-06-25
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0199746&domain=pdf&date_stamp=2018-06-25
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0199746&domain=pdf&date_stamp=2018-06-25
https://doi.org/10.1371/journal.pone.0199746
https://doi.org/10.1371/journal.pone.0199746
http://creativecommons.org/licenses/by/4.0/
http://connectebp.org/

@° PLOS | ONE

Implementing mental health training programmes for non-mental health trained professionals

decision to publish, or preparation of the
manuscript.

Competing interests: The authors have declared
that no competing interests exist.

Abbreviations: CASP, Critical Appraisal Skills
Programme; CIT, Crisis Intervention Team; CJA,
Criminal Justice Abstracts; CRD, Centre for
Reviews and Dissemination; ISRCTN, :
International Standard Randomised Controlled
Trials Number; MESH, Medical Subject Headings;
MHFAT, Mental Health First Aid Training; NHS,
National Health Service; OECD, Organisation for
Economic Co-operation and Development; RCT,
Randomised Controlled Trial; UK, United Kingdom;
US, United States.

Conclusion

Findings from this review have implications for those designing, implementing and evaluat-
ing mental health training programmes. It is recommended that research evaluating mental
health training includes a qualitative component to ensure that the barriers and facilitators to
training and its impact on trainees’ perceptions of mental health are understood.

Protocol registration number
PROSPERO: CRD42015015981

Introduction

Mental health problems are one of the main causes of disease burden worldwide, with five
types of mental illness appearing in the top 20 causes of global burden of disease: major depres-
sion, anxiety disorders, schizophrenia, dysthymia and bi-polar disorder [1]. In the UK, the cur-
rent climate of austerity and cuts to mental health services have contributed to concern that
police officers are being relied on as a first resort to incidents involving individuals with mental
health problems [2]. In 2015, the UK College of Policing reported increased levels of demand
in responding to people with mental health problems, with an estimated 15-20% of police
time spent on incidents linked to mental health in England and Wales [3]. Police officers are
not expected to be experts in mental health, or deal with this vulnerable group in isolation.
However, police officers are often the first to respond to situations involving individuals
experiencing mental crisis [4] and so are expected to be able to recognise the ‘warning signs’
and work with health and social care agencies; to ensure that an appropriate response is pro-
vided [5, 6].

The need for police officers to receive mental health training has been recognised. In the
US over 400 Crisis Intervention Teams (CIT) have been introduced which aim to enhance
how police officers interact with, and respond to situations involving mental health crisis,
through the provision of mental health training [7]. This has also been recognised in other
countries such as the UK, where the National Policing Improving Agency has emphasised the
need for mental health training for police officers [6]. However, the extent of training provided
to police officers varies and it is unclear what the most effective approaches are to training
police officers in the identification and management of mental health.

The current review is part of a broader systematic review of mental health training for non-
mental health trained professionals (PROSPERO record CRD42015015981)[8]. The purpose
of the systematic review was to inform the development of a training programme for police
officers, that was evaluated by a Randomised Controlled Trial (RCT) (ISRCTN registry trial ID
ISRCTN11685602). Our main interest at the outset was in training for police officers. How-
ever, our preliminary searches and discussions with people working in the field suggested
there may be limited studies available on mental health training for police officers. As a result,
the scope of the review was widened to include other non-mental health trained occupational
groups who, as part of their work, come into contact with people with mental health problems
(e.g. teachers).By widening the scope of our review, we hoped to capture a broader range of
perceptions and experiences of mental health training that would be transferable to the police
setting.

The systematic review was designed to (i) collate the quantitative evidence on the effective-
ness of mental health training interventions for non-mental health qualified professionals and
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(ii) collate the qualitative evidence on the views and experiences of non-mental health profes-
sionals receiving mental health training and barriers and facilitators to training delivery and
implementation. Given, the volume and richness of the qualitative data identified the review of
quantitative studies of effectiveness are reported separately[8]. This meta-synthesis aims to
complement the systematic review of quantitative evidence on the effectiveness of training
programmes by identifying and exploring qualitative evidence on the views and experiences of
training and barriers and facilitators to its delivery and implementation. Findings from the
review informed the development of a bespoke mental health training program for police offi-
cers that was evaluated using a RCT.

Methods

Searching and identifying relevant studies

An information specialist undertook the searches. Search strategies (S1 Text) were adapted
and implemented in the following databases: Criminal Justice Abstracts (CJA); MEDLINE;
Embase; PsycINFO; ASSIA; CENTRAL; SSCI; ERIC; Campbell Library; Social Care Online
and EPOC. Manual searches of the reference lists of included studies were also undertaken.
The websites of major mental health charities (MIND, Rethink, Black Mental Health UK and
YoungMinds) were searched and contacted for relevant studies and evaluations of training.

Inclusion and exclusion criteria

The inclusion and exclusion criteria for the review of qualitative studies are reported in

Table 1. For the purposes of this meta-synthesis non-mental health trained professionals are
any individuals that have not received mental health training, other than anything that they
may have received as part of their professional basic training and are working in the criminal
justice system, education, health service or any other organisation who interact with the public
(Table 1). The introduction of the Mental Health Act (1983)[9] led to the production of a

Table 1. Inclusion and exclusion criteria adapted from SPIDER [12].

Inclusion Exclusion

Sample: Police officers; staff employed by the Police who | Mental health trained professionals
come into contact with the public (e.g. Force Control

room staff), members of other parts of the criminal

justice system (e.g. prison officers), non-mental health

trained health professionals (e.g. paramedics), people

working in education, any other professions or

organisations who interact with the public in a similar

way to the police, people working for relevant charities

(e.g. MIND, YoungMinds).

Phenomenon of interest: Mental health training Mental health awareness training delivered as part of a
basic training package to newly appointed Police staff

Design: Interviews, focus groups, open-ended surveys
and observational studies. Audits and evaluations of
mental health training for mental health charities and
English and Welsh Police forces.

Evaluation: Courses, training, learning packages or other | Training which did not primarily aim to improve

resources that sought to increase knowledge of mental knowledge or change behaviour and/or attitudes
health and/or changing attitudes and/or improving their | towards mental health. For example, training that
skills in dealing with mental health problems. sought to improve how individuals interact with an

elderly population, which may include dementia
training was not included.

Research Type: Qualitative and mixed methods studies

https://doi.org/10.1371/journal.pone.0199746.t001
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number of seminal reports which aimed to address public attitudes to mental health and a co-
ordinated response from the police in responding to incidents involving mental health [6, 10,
11]. In light of changing legislation, attitudes and awareness of mental health in the UK, evi-
dence from the last 20 years was included. An English language only restriction was used, with
papers from OECD countries included.

Data extraction

Titles and abstracts and then potentially relevant full papers were independently screened by
two reviewers, discrepancies were resolved through discussion. No third party resolution was
required. A data extraction form was piloted and information relating to: country, setting, par-
ticipants, study aims, training intervention, method of evaluation and methodology, views and
experiences of training and barriers and facilitators to implementation were independently
extracted by one reviewer and checked by another.

Literature synthesis

Although debate exists as to whether meta-ethnography can be applied to non-ethnographic
studies, the method has been applied to a number of meta-syntheses, [13-16]; possibly as a
result of the guidance provided by Noblit and Hare [17]. We adapted Noblit and Hare’s guid-
ance, with the analysis of qualitative studies comprising six iterative stages: deciding the phe-
nomenon of interest, deciding what is relevant, reading and re-reading the studies,
determining how the studies are related, translating the studies into one another, synthesising
translations and expressing the synthesis.

During data extraction, second order constructs, defined as, ‘the authors’ interpretations of
participants’ accounts often expressed as themes or analytical categories within qualitative
studies’, were abstracted from the results and discussion sections of included papers [18].
These related to the study’s aims which were to identify qualitative evidence on the views and
experiences of training, barriers and facilitators to its implementation and its perceived
impact. Included studies and data extraction tables were then read and re-read. During this
process it became apparent that the data related to the perceived impact of training rather than
views and experiences of training. After discussion, the data extraction tables were revised to
reflect these new themes and the relationships between different papers were considered. For
clarity and to demonstrate how the concepts compared with one another, a separate table was
created and the data within the original data extraction table were categorised into second and
third order constructs to develop a conceptual framework [14, 17]. At this stage first order
constructs (quotations) were inserted into the table, to ensure that original data were reflected
and to illustrate how third order constructs (interpretations) and the conceptual framework
had been developed.

We initially identified 40 emerging themes, which we furnished with first and second order
quotes extracted from individual studies. We reviewed these themes and consolidated them
into sub-themes, then we applied a line-of-argument synthesis based on the sub-themes [17].
Line-of-argument synthesis involves using inference to construct a picture of the whole (e.g.
culture), by using similarities and differences across the component studies. We identified sim-
ilarities in accounts, but differences in perspectives also emerged from the data, so we applied
the line-of-argument synthesis to integrate these findings and derive new insights. We support
our findings with direct quotations extracted from the results sections of individual studies
where possible. Throughout the synthesis regular meetings were held by the research team to
discuss the development of third order constructs.
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Quality appraisal

The appropriateness of assessing quality in qualitative research is a widely debated topic [18-
20]. However, if qualitative syntheses are to inform policy and clinical practice, then the quality
of the research needs to be determined [21]. Following guidance by the Centre of Reviews and
Dissemination which emphasises the importance of a structured approach to quality assess-
ment [22], the Critical Appraisal Skills Programme (CASP) tool [23] was used. CASP consists
of a series of ten questions relating to study aims, data collection, data analysis, ethical
approval, findings and overall value of the study.

Quality appraisal was undertaken by one researcher and checked by a second. Discrepan-
cies were largely a result of researchers interpreting the CASP tool differently and were
resolved through discussion.

Results
Search results

Fig 1 summarises the flow of study selection.

The characteristics of the eight studies that were included in the review are outlined in
Table 2. Four of the studies were conducted in the UK [25], three in the US [26] and one in
Sweden [27]. Two studies evaluated pre-existing training interventions: CIT [28] [26] and one
evaluated Mental Health First Aid [27]. Other studies evaluated specialised training pro-
grammes that had not been previously evaluated and which had been designed specifically for
prison staff [25], the police [26], care home staff [29] and social workers and carers [27, 30]
with one study evaluating inter-professional training for nurses, social welfare, the police and
social workers [31].

Quality appraisal outcome

The quality of the papers was variable, and the CASP tool identified methodological weak-
nesses in all of the studies (Table 3). Common weaknesses were: a lack of rigour in data;
unclear descriptions of the data collection methods; failure to consider the relationship
between the researcher and participants and failure to consider ethical issues.

Analysis and results

Three key themes emerged from our synthesis, which we discuss:
1. Barriers to training (Table 4)

2. Facilitators to training (Table 4)

3. Perceived impact of training (Table 5)

Tables 4 and 5 outline first- and second-order constructs and third-order synthesised themes.

1. Barriers to training delivery and implementation

There were a number of barriers to training delivery and implementation: training content;
training delivery; additional resources; staff willingness to engage with training and organisa-
tional factors.

1.1. Training content. A clear emphasis was that the training needed to be tailored to the
needs of the trainees, their work context and the people they come into contact with, to ensure
its usefulness and future application in practice. There were two key facets to this; firstly that
training lacked focus in terms of the requirements of the trainee [32], or that it is treated as a
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Records identified through database

searching
(n=10,282)

ASSIA, 155 records; Cochrane Central
Register of Controlled Clinical Trials
(CENTRAL), 143 records; Criminal Justice
Abstracts, 2496 records; Embase, 1247
records; ERIC, 2915 records; MEDLINE,
907 records; PsycINFO, 1674 records;
Social Science Citation Index, 745 records

Additional records identified through
web, and reference searches
(n=15)

A 4 A 4

Records after duplicates removed

(n = 8578)

A 4

Records screened

(n = 8578)

A 4

Full-text articles

A 4

Records excluded
(n=8319)

assessed for eligibility
(n =259)

A4 A 4

A 4

Full-text articles excluded,
with reasons
(n =233)
Study design = 218
Population =12
Intervention = 3

Studies included in systematic

review
(n=18)

Studies included in qualitative
synthesis
(n=8)

Fig 1. Summary of literature search, adapted from PRISMA [24].
https://doi.org/10.1371/journal.pone.0199746.9001

standalone training and so fails to take into account the wider context or other relevant aspects
of practice [29]. An integrated approach which linked the training to other issues and/or the
wider context was also considered important in enabling trainees to apply the training. Whilst
this may mean certain aspects of training were repetitive, it was considered valuable in ensur-
ing that those with prior experience could recap and refresh their skills [27].

Tt doesn’t help to see things in isolation. A lot of stuff is thrown at managers, such as ‘we’re
going to focus on Mental Capacity, now dementia, then something else’. Things are not
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Table 2. Characteristics of included studies.

Reference Country | Study objectives Aim of training package Sample Method of evaluation Method of analysis
Svensson, Sweden | To explore participant’s MHFAT aims to improve Health professionals, employment | Focus groups and semi- Content analysis
Hansson, experiences of Mental Health First | mental health literacy in the agents, social workers, deacon and | structured interviews.
Stjernsward Aid Training (MHFAT) by general population and provide | carers (n = 24)
(2015) exploring their experiences of the | people with the skills necessary
program’s content, suitability in to help individuals with mental
regards to participant’s health issues.
professional role; format;
presentation and impact on
knowledge and attitudes.
Tully & Smith, | USA To examine officer perceptions of | CIT is a specialised police- Officers from a single urban police | Survey, semi-structured Thematic analysis
(2015) ‘preparedness’ following Crisis based program that aims to department (n = 8) interviews
Intervention Team (CIT) training. | enhance officers’ interaction
The underlying factors with individuals with mental
contributing to officers’ illness and improve the safety
perceptions were also explored. of all those involved in mental
health crisis’.
Walsh & UK To report on the development and | To enable officers to identify Prison staff (n = 24) from 8 UK Survey and ‘feedback from | Thematic analysis
Freshwater, pilot delivery of the ‘Mental Health | prisoners at risk of developing | prisons and a facilitator course participants and the
(2009)" Awareness for Prison Staff and experiencing mental health facilitator’.
Program’. issues and respond
appropriately to the needs of
these individuals.
Anderson, USA To help individuals working To ensure that staff working Administrators, individuals that An action research study: | Observations,
(2014) within the criminal justice system | within the criminal justice supervise criminal justice Administrator focus group | interviews, focus
to develop the tools needed to system have the skills and personnel and guide police and interviews. Staff focus | groups: thematic
interact with prisoners with mental | knowledge to work with development for the agency. group and interviews. Staff | analysis.
health issues, learn the signs and individuals with mental health | Criminal justice personnel observations. Survey Survey: descriptive
symptoms of mental illness and issues. working in custody of a US statistics and
develop a greater understanding of correctional system. Total parametric tests.
mental health. participants (n = 83). Qualitative
n = 30, quantitative n = 53.
Rani & Byrne, | UK To evaluate a newly developed To obtain a general Service providers within Irish Survey, focus group Survey: ‘frequencies
(2012) inter-professional training course | understanding of the mental health and addiction interviews. and percentages’.
on dual diagnosis. theoretical and conceptual services; nurses, social workers, Focus groups and
underpinnings of mental police and social welfare (n = 20). interviews: thematic
health, substance use disorder analysis.
and dual diagnosis. To discuss
issues surrounding dual
diagnosis and evidence based
treatment approaches
recommended by researchers.
McGriffetal, | USA Identify the knowledge, attitudes To educate police officers to CIT trained police officers at an Survey and focus groups. | Survey: Descriptive
(2010) and applied skills/experiences in destigmatise mental illness and | international airport (n = 9). statistics.
managing mental health crisis provide tools for the Focus groups: Content
situations in a busy airport. To management of situations analysis
elicit suggestions for involving mental health crisis.
improvements to the Crisis CIT aims to provide police
Intervention Team (CIT) program | officers with the knowledge
for police officers at airports. and skills to enhance their
response to individuals with
mental illness and safely handle
crisis situations. To educate
officers about partnerships and
collaborations between mental
health and the police
department as well as other
resources to assist them in
redirecting individuals with
mental illness away from jails
and into treatment facilities-
where appropriate.
Macdonald UK To evaluate the effects of a DVD/ | Skills based training Carers of people with eating Semi-structured Interpretative
etal, (2011) manual/coaching skills training programme to help carers disorders (n = 19). interviews. Phenomenological
programme for carers of people better manage individuals with Analysis.
with eating disorders. eating disorders.
(Continued)
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Table 2. (Continued)

Reference Country | Study objectives Aim of training package Sample Method of evaluation Method of analysis
Gough & UK To explore the issues around The specific aims of the MCA | Managers/deputy managers Focus groups (n = 9), Grounded theory.
Kerlin, (2012) implementation of skills learnt, training were not stated working in local authority care Semi-structured interviews

application of knowledge and however, MCA training was homes for older people and key (n=4).

maintenance of these new skills/ introduced by the DoH stakeholders with responsibility

knowledge from the perspective of | primarily to aid over delivery of training (n = 13).

key stakeholders with managerial | implementation of the Act.

responsibility following training
on the Mental Capacity Act
(MCA).

! This study has been included. However, it is unclear whether the survey included open or closed questions.

https://doi.org/10.1371/journal.pone.0199746.t002

necessarily joined up so people end up talking very passionately about stroke, for e.g. and are
unable to make the connection with Mental Capacity or safeguarding’ (Gough & Kerlin,
2012).

1.2. Training delivery. There were issues around the delivery of training including: length
of training; method of delivery and course instructors. Different trainees expressed different
preferences around the length of training. For some, whole days dedicated to the training were
regarded as ‘too intense’, and gave insufficient scope to process the information and reflect on
the training; whilst others preferred condensed delivery over two days [27]. Conventional
methods of training delivery were also regarded as too abstract to encourage trainees to apply
the knowledge in practice [29]. To address this, targeted approaches which made a direct asso-
ciation to the workplace or practice context were deemed important, as were real-life scenar-
ios, which were seen to be better for facilitating implementation of the training within the
workplace [29]. Course instructors in some instances were perceived to not provide sufficient
guidance and to not be able to provide answers to the situations being managed by trainees
[30]. Experienced and knowledgeable instructors were regarded as crucial for ensuring the
credibility of training and its impact [27].

‘One mistake was that the ones holding the course didn’t have more experiences of mental ill
health than I did. They were candid about it, but insecure . . .maybe they were not so experi-
enced, they couldnt answer follow-up questions. In future courses, there should be more expe-
rienced instructors, both for their own sakes and for ours. (Svensson, Hansson, Stjermswalk,
2015).

1.3. Additional resources. The time required for trainees to familiarise themselves with
additional course materials was considered a barrier. The organisation and delivery of such
material was thought to require improvement [30]. Issues around use of DVDs included: dura-
tion; poor quality; use of inaccessible language; not being specifically targeted at the trainees;
and being difficult to use [30]. Some of the content of the additional resources, such as role
plays and the use of scenarios were not considered to be realistic enough and did not reflect
the reality of the experiences faced by the trainees, or in some cases were regarded as irrelevant
or ‘frustrating’[30].

1 suppose my main problem was actually finding the time when I could actually watch them
and read the book without getting too distracted. (Macdonald et al., 2010).
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Table 3. Quality appraisal using the CASP tool.

Source 1. Was 2Isa 3. Was the 4, Was the

paper therea qualitative research recruitment
clear methodology |design strategy
statement |appropriate? |appropriate |appropriate
of the aims | (Yes/No/Can’t | to address to the aims
of the tell) the aims of | of the
research? the research? | research?
(Yes/No/ (Yes/No/ (Yes/No/
Can’t tell) Can’t tell) Can’t tell)

Svensson, Y Y Y Y

Hansson,

Stjernsward

(2015)

Tully & Y Y Y Y

Smith,

(2015)

Walsh & Y Y Can’t tell Y

Freshwater,

(2009)

Anderson, |Y Y Y Y

(2014)

Rani & Y Y Y Y

Burne,

(2011)

5. Was the | 6. Has the

data
collected
in a way
that
addressed
the
research
issue?
(Yes/No/
Can’t tell)

Y

Can’t tell

relationship
between
researcher
and
participants
been
adequately
considered?
(Yes/No/
Can’t tell)

N

N

Can’t tell

7. Have ethical | 8. Was the

issues been data

taken into analysis

consideration? |sufficiently

(Yes/No/Can’t |rigorous?

tell) (Yes/No/
Can’t tell)

Y Y

Can'’t tell N

Can’t tell Can’t tell

Y Y

Can’t tell N

9. Is there
a clear
statement
of
findings?
(Yes/No/
Can’t tell)

10. How valuable
is the research?

Y Provides a
valuable insight
into the reasons
for the positive
effect of the
training found
during the RCT.
Facilitators/
positives of the
training delivery
were cited.

Y Provides
recommendations
for future CIT or
mental health
training and
evidence of
positive impacts of
training on
knowledge and
attitudes of
officers towards
mental illness.

Y Provides
information of
factors to facilitate
training delivery
i.e. having skilled
facilitators.

Y Provides a far
more
comprehensive
training protocol
than original-all
based on
requirements of
the key staff
involved.

Y Alludes to key
aspects which
should be
considered when
putting together
training, in
particular the
impact of service
users & the role
they can play in
improving
understanding.

(Continued)
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Table 3. (Continued)

Source 1. Was 2Isa 3. Wasthe |4.Was the 5. Was the |6. Has the
paper therea qualitative research recruitment |data relationship
clear methodology |design strategy collected | between
statement |appropriate? |appropriate |appropriate |ina way researcher
of the aims | (Yes/No/Can’t | to address to the aims | that and
of the tell) the aims of | of the addressed | participants
research? the research? | research? the been
(Yes/No/ (Yes/No/ (Yes/No/ research | adequately
Can’t tell) Can’t tell) Can’t tell) issue? considered?
(Yes/No/ | (Yes/No/
Can’t tell) | Can’t tell)
McGriff Y Y Y Y Y Can’t tell
etal., (2010)
Macdonald | Y Y Y Y Y Y
etal., (2010)
Gough & Y Y Y Y Y Can’t tell
Kerlin,
(2012)

https://doi.org/10.1371/journal.pone.0199746.t003

7. Have ethical
issues been
taken into
consideration?
(Yes/No/Can’t
tell)

Can’t tell

Can'’t tell

No

8. Was the
data
analysis
sufficiently
rigorous?
(Yes/No/
Can’t tell)

Can’t tell

9. Is there |10. How valuable
a clear is the research?
statement

of

findings?

(Yes/No/

Can’t tell)

Y Provides clear
benefits of
providing training
in the resolution
of potential
situations

Y Provides

information about
how training can
be provided to
non-trained
individuals & how
simple coaching
can have added
value. It also
shows how a
single intervention
is not going to
cover all scenarios
& the long term
nature of mental
health means that
expectations of the
benefits of
interventions need
to be managed.

Y Highlights the
importance of
contextualising the
training & the
relevance of it to
the people being
trained. They also
highlight the
importance of
assessing
understanding &
practical
application once
people have
attended training.
The paper
discusses some of
the barriers to
training including
time, money
&ability to
recognise the
relevance of the
training to the
staff
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Table 4. Barriers and facilitators to training delivery and implementation.

Sub-themes of
third order
constructs

Third order construct:
synthesis of main findings in
an explanatory framework

Training Content Repetitive

Modules and
specific content

Course manual/
workbooks

Additional resources

Video/DVD
scenarios

Second order constructs: interpretations of original
findings

The program’s structure was viewed as repetitive but
valuable for recapping-particularly for those with
previous experience of dealing with individuals with
mental health problems (Svensson, Hansson,
Stjermswald 2015).

Training should be based on needs in the field and
presented in a way that allows information to be
processed. For example; protocol based training, more
detailed information regarding explanations of mental
health disorders and the purpose of specific
treatments. Participants also suggested that training
could be combined with other training to make it
more focussed. More information relating to how
training corresponds with decreased mental health
problems was suggested. A more tailored approach
that includes topic specific training for current
institutional problems (e.g. drug epidemics) was
suggested along with more emphasis on teaching laws,
policies and procedures specific for mental health.
Staff wanted training to vary, reflecting the different
types of inmates they encounter. To facilitate
understanding of decision making training should be
mental health and not just crisis focussed. Training
should also include immediate tactical skills to equip
staff in the event that no mental health staff are
available-a common barrier to escalation in crisis
(Anderson, 2014).

Delivery of training was not tailored to the needs of
the audience. Mental Capacity Act training should not
be treated as standalone training or isolated topic as
many of the issues are relevant to all aspects of care.
Treating the training as a separate topic was viewed to
negatively affect the ability to apply the training. An
integrated approach was considered essential to enable
staff to make connections between different topics and
issues (Gough & Kerlin, 2012).

High levels of acceptability for the manual which was
perceived to provide carers with a flexible, practical
and user friendly guide. However, having the time to
read the manual was an issue for some. Suggested
improving the organisation and delivery of materials
(Macdonald et al., 2010).

High levels of acceptability for the DVD, which was
described as a useful visual aid to the manual but
sometimes required more planning for it to be used.
Some issues with having the time to watch the DVD
were reported. Participants suggested improving the
role play with more realistic scenarios or consider
other scenarios. For instance, where the carer might
want to help with something not necessarily directly
related to the sufferer. Some carers described the
intervention tools as ‘dull, low’ laborious, tedious” and
felt that the tools had very limited effect because the
person they were caring for was still unwell. It was felt
by some carers that the scenarios portrayed in the
DVD’s were not realistic enough and did not portray
the reality some of them faced or that it was just not
relevant to them. Practical criticisms of the DVD
included its duration, poor quality, carers could not
stop and start them, language described as inaccessible
and was felt the material was aimed at females and
parents (Macdonald et al., 2010).

First order construct: quotations supporting
researchers interpretations’

“It doesn’t help to see things in isolation. A lot of stuff is
thrown at managers, such as ‘we’re going to focus on
Mental Capacity, now dementia, then something else’.
Things are not necessarily joined up so people end up
talking very passionately about stroke, for e.g. and are
unable to make the connection with Mental Capacity or
safeguarding” (Gough & Kerlin, 2012).

“I suppose my main problem was actually finding the
time when I could actually watch them and read the
book without getting too distracted” (Macdonald et al.,
2010).

“Whereas the DVD is more. . .you just kind of sit
through and watch it and follow it through and
sometimes its a bit frustrating because erm things, the
role plays don’t necessarily reflect what goes on in your
own house” *Macdonald et al., 2010).

(Continued)
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Table 4. (Continued)

Third order construct: Sub-themes of

synthesis of main findings in | third order

an explanatory framework constructs

Training Delivery Length
Method
Trainers/
Instructors

Staff willingness to engage with | Reluctance to
training change

Organisational factors Culture

Second order constructs: interpretations of original
findings

Participants preferred 4x3 hours with weekly meetings
rather than whole days as this was viewed as too
intense without room for reflection and information
processing. Others preferred a two day approach as it
was easier for time (Svensson, Hansson, Stjermswald
2015).

Participants reported a need to move away from a
conventional approach of delivery, as this was
considered too abstract in relation to applying
knowledge into practice. A targeted approach was seen
as important to ensure learning, with a more direct
association to the workplace viewed as important. Real
life case scenarios were also considered important to
provide examples and facilitate the application of
learning within the workplace (Gough & Kerlin, 2012).

Power points were the least preferred method (Rani &
Byrne, 2011).

Experienced and knowledgeable instructors described
as a prerequisite for the training’s impact and
credibility and essential to being able to answer
participant’s questions (Svensson, Hansson,
Stjermswald 2015)

Some participants felt there was a lack of guidance on
the coaching procedure and the coach could not
provide answers to the situation they were currently
managing (Macdonald, et al., 2010).

Following the course two participants reported that
they would not change their behaviour following
training-reluctance to admit the need for change was
raised as a potential barrier (Walsh & Freshwater,
2009).

Participants had limited success in instigating psycho-
education groups in their place of work including lack
of time, workload, maintaining continuity of the group
due to poor attendance. They suggested options for
keeping clients engaged (setting up a social group, help
clients with physical/social issues, provide creative art
materials). (Rani & Byrne, 2011).

Carers talked about how their daily life could get in the
way of implementing some of the suggestions; so
although it sounded simple to implement sometimes
the situation was more complex and so it took longer
to use. To utilise the intervention effectively carers
needed the opportunities to do so but as the sufferer
did not live with them made it more difficult
(Macdonald et al., 2010).

The culture and practice of care homes was considered
‘critical’ to the successful implementation of training,
with a perceived gap between those that implement
well and those that implement poorly (Gough &
Kerlin, 2012).

First order construct: quotations supporting
researchers interpretations’

“We have to start looking at more alternative and
blended approaches. I think we have to stop looking at
that old fashioned way of looking at the face to face
(training) delivery getting everyone looking into a
central point” (Gough & Kerlin, 2012).

“One mistake was that the ones holding the course
didn’t have more experiences of mental ill health than I
did. They were candid about it, but insecure./../Maybe
they were not so experienced, they couldn’t answer
follow-up questions. In future courses, there should be
more experienced instructors, both for their own sakes
and for ours (Svensson, Hansson, Stjermswalk, 2015).”

“Yeah like of. . .consistent approach and also not being
able to get any dialogue. . .there were some fairly closed
answers P gave me that was basically ‘well go and try
this’ and that was it really” (Macdonald et al., 2010).

“It’s one thing reading it in the book and going ‘right
OK, OK this sounds pretty simple’ and then you might
sit down and do it and its gonna take you like two hours
to have this conversation because it’s such a tricky one”
(Macdonald et al., 2010).

“It is patchy. What you'll find is that those homes that
do it generally do it well and those who don’t don’t. They
don’t do anything almost” (Gough & Kerlin, 2012).

(Continued)
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Table 4. (Continued)

Third order construct: Sub-themes of

synthesis of main findings in | third order

an explanatory framework constructs
Managerial and
staff buy-in

Time and cost

"First order constructs were provided where available.

https://doi.org/10.1371/journal.pone.0199746.t004

Second order constructs: interpretations of original
findings

A ‘top-down approach’ was considered crucial by
some participants, who emphasised the need for
managers to buy-into and understand the training
(Gough & Kerlin, 2012).

Time and cost of attending training. For instance,
relieving staff to attend training courses is an issue as
lose time and money. More problematic for smaller
care homes due to smaller numbers of staff and
budgets. Mangers needed to consider what would be
the most beneficial training for staff to attend. (Gough
& Kerlin, 2012).

First order construct: quotations supporting
researchers interpretations’

“I think the training/development of managers Is
cruicial and critical and not just around Mental
Capacity. It's about the managers being professional in
their role and seeing the importance of good practice and
good quality care; seeing this as an integral part of their
role and promoting that at every turn. MCA and DoLS
would be part of that” (Gough & Kerlin, 2012).

“The problem is that I think homes find it difficult to
release people for that training (Gough & Kerlin, 2012)”.

1.4. Organisational factors. Factors such as time and cost; organisational culture; and

‘buy-in’ from staff and managers were identified as additional barriers to attending the train-
ing and implementing training in practice. For some organisations, the time and costs associ-
ated with staff attending training was an issue, particularly for those with fewer numbers of

staff and smaller budgets [29].

“The problem is that I think homes find it difficult to release people for that training’ (Gough
& Kerlin, 2012)

Employers’ competing priorities impacted on attendance at training events and meant that

employees were not automatically permitted to attend training [29]. There was a perceived gap
between organisations that implement training well and those that implement it poorly [29].
Poor implementation was attributed to lack of time, workload, caring responsibilities or not
recognising the need for change [25, 29].

2. Facilitators to training delivery and implementation

There were a range of factors that were thought to facilitate the delivery and implementation
of the training. These included: the training content and delivery; staff willingness to engage
with training; and organisational factors.

2.1. Training content. For the content of the training, the following were highlighted as

facilitating factors: modules and specific content; additional resources; and use of video
scenarios.

The involvement of key stakeholders such as service users and members of the relevant staff

group in the development and delivery of the training was perceived to be a key facilitator in
promoting acceptance. Gaining insights into the perspective of people with mental health
problems was thought to be useful in making the training more ‘real’, as well as promoting the
idea of working in partnership with mental health service users [31]. Likewise, the involvement
of members of staff in developing the content of training, for example through action research,
was appreciated by staff, and helped to prevent feelings of intrusion and promoted teamwork
and acceptance [32].

PLOS ONE | https://doi.org/10.1371/journal.pone.0199746  June 25, 2018

13/28


https://doi.org/10.1371/journal.pone.0199746.t004
https://doi.org/10.1371/journal.pone.0199746

Implementing mental health training programmes for non-mental health trained professionals

PLOS |ox

)

(panutpuo))

“(S10T “I 12 pIpUopIvIN) AjjpaL 421 01 Y[v] 0F 421512

yonu 31 apvud 31 “som J] oy ay1 SutyiAuv 4o [uoissafoidun
spm 31 yuryy Juoq " "a1qvidaddw Ajppror punof T yorym
 apgySnvp 42y jnoqu Avmv JySivais awi pjoj puv [ffo pajivis

d 2snw2aq nfasn Auvpnonavd 31 punof T asva avnavd sig ul
1Mq 2502 a1y] SAVMIY JUSI 241S WD T YIIYM SaNSSt ay J0 2ouatiadxa
11 pvy oym Apoqauios o1 vy 01 juvyioduir jqipaiour -

(0102 19 32 fH4DIN) Mg
wio.f aui02 0 svy ospy [ ynq ‘djay o3 uoissvd jvyg nod sants [11D],

"(S10T “ynug

@ MnL) pvay 41ay; ur uo Suo8 aq Avw Jpym puvisiapun oj nod
sdjay 11 ySnoayy Suro3 aav J1 AvjuduL 3y) Jpym puvisiapun sn
padiay svy 11D, " AHAV SvY oym uos £t ynm juagvd aious au
apvuL UIAI SDY puv SSauj|L [pjuaLL Jnoqv saka A pauado svy 11D,

(6007 “4o10MYyS24] D YS[VM ) A013MU B, Sutaq 1snl
UbY] 4aYIp.L SSUJJL [PIUIUL JO Sutpuv]sIapun 121199 v 2AvY [IIM [,

(STOT ‘pAvmsuLIafiS  UOSSUDE] “UOSSUIAS)
Aom quaiaffip v ur a1doad pvai [ ‘yway 1t fo sadAy juataffip Auvw
205 [ mou Jnq “(yvay |11 [piuawi fo) Suipuvisiapun up poy [,

(6007 “4a10MYsaL] @ YSIM ) Aopmu v, Sutaq Jsni
uvY] 4aYIp.L SSaUfj1 [pIUIUL JO Sutpuv]siapun 12112q v vy [jIm [,

(SI0Z v 12 p|pUopIvIAT)
SUIpUDISIOPUN PUD 2SPIIMOUY SSIUIIDMD PISDIIU,

» (010Z 1932 f14D9) 10142

11D pUv 2415042 2A11s1S24 Su1iq Jshf 210ui0S snsian wajqoid 4111
sivyy fi 1mo 2.ndif 03 L3 nod puv uorworpaw w1y ffo aq Avus Ly
saui1aUt0S “auity 3y Jjv nok Sujsisat auv Aayy oy Jou si1 ‘nok oy
puodsa. jusaop auoauios fi [3pyj os] ‘Suipuvisiapun uv nod sanis
puv yov0iddv anod aSuvyd nod sdjoy 1 Suruiviy ayy ypm usyJ,

(ST0C “ypus 9 4n),

‘11 Jo asnvaaq Suipuvisiopun aiout 24p 1o 1assv uv st 110,
(STOT ‘PAvMSULIANS  UOSSUDE] “UOSSUIAS) UOlssajo.d

AN0 v pajadivy aZpajmony mau Yonui JaS JUplp M */ /Suruivag
110 ui spalqns asayy uodn payonoy Apvaipp anam siaySifanf sy /-
/-o1qnd (paaual ayj 1of 210Ul 2q 0] pauiads 31 NG AP 2A1IAL
prnom am Joyj ‘sn aof [nfasn aq pinom Suiuipay ayj Jpyg paradxa
am asnvaaq AU s 31 ‘pajutoddvsip asam: " jam Ay,

(STOT ‘pAvMSULId(IS @ UOSSUDL] “UOSSUIAS)

Aom quaiaffip v w1 a1doad pvai [ yway 11t fo sadAy Juaiaffip Auvw
205 [ mou Jnq “(yivay |11 [pIuawi Jo) Suipuvisiapun up poy [,

_wcoﬁﬁou&&:_
s1aydIeasas Sunaoddns suonejonb :jonaysuod 1apio 3sarg

"(ST0T “Te 32 P[eUOPIEN)

sansst 2531} ydnoayy Surod sjdoad A[uo a1y Jou a1om Lo Jer
pUE SUO[E $SI], [99] WA} IPLUI UOTIUIAINUT 3T} MOy pajtodax
osfe syuedpnIed - Ay1edws pareys, paJqeus UOTIUIAIUI YT,

(010 “Te 39 FUDHOW) ,LID YSnoIyy s[enplapur yim Sunjiom
10j Uoseal oy AIopun ey uotssedwod pue Ayyedus wousned
‘AJIATIISUDS, Se Yons saynqLIjje Jo Ioquunu e po sjuedonred

(10T pruws 3 A[ny,) swoarqoxd yireay
[BIUSWU YIIM S[eNPIAIpUT SpIemo) uolssedwoo pue Surpuejsiopun
s1201350 pasoadwur Sururery ay) Jey) 39§ sjuedonreg

(6007 ‘121eMUSaI] X9 Ys[epy ) swaqoxd
[)[eay [eyudw o) paedar ur eyuswrapn(-uou o) feyuswadpn(
Suraq woxy uonjewioysuer) feuosiad e pajrodar syuedonieg

(10T

PIEMSWIIDG 3 UOSSUBE] ‘UOSSUIAS) SSIU[[T oY puryaq uoszod
a3 Sureas jo soueyrodwr 9y} pue S[ENPIAIPUT pajoapye Sunesur ur
Ayqrsuodsar pue ageimoo [euosiad ynoqe uordapar pajoword
Sururex) oy 3793 syuedonred jo Ajurofewr ay, *swajqoxd yreay
[BIUSW [IIM S[eNPIAIPUL SpIemo) Aruny pue Surpuelsiopun
‘ssauaIeME, J19) paseasour Jururer) oy 3[3f syuedonred

(600 “1oyeMysax] 33 ysiep) swoapqord yreay
[eyuswu Jo 3utpueisiopun pasoiduwr uiaey parrodar syueddnred

‘(0102
“Ie 32 preuopoey) Surpuejsiopun pue 33pa[Mouy] Paseardu]

"(010Z “Te 32 JUIDOIA) 93paymowy oLrjeryd4sd ur asearouy

(STOT ‘Y 3 A[n.L) Y[eay [eyuaw
Jo Surpue)SIapUN IIAY) PISLAIdUT T D) I[2F SIOIJO JO IqUINU Y

(s10T ._uuﬁsmﬁho.om 3@ UOSSUR] ‘UOSSUIAS)
I[eaY] [BIUW JO FUTpUE]SIOPUN PI[TEIOP 2IOUI B 0} PAINALIJUOD
Sururer) oy [y LY I9YIOYM 03 S PIpIAIP 21om sjuedionreg

sSurpury feurStro jo suorje)a1diajur :$1oNI)SU0D IIPIO PUOIIS

Aypwdwg
Swipuvysaopun | yeay reyusw jo suondadrag
Y1omaurey L1oyeuedxs ue
$)ONISU0d | Ul SSUTPUTJ UTEW JO SISIYJUAS

I9PIO PIAIY) JO SIWSY)-qng 1JONI)SUOD ISPIO PAIY],

*Sururer) jyo ypedurn paAradIdg *S dqe],

14/28

PLOS ONE | https://doi.org/10.1371/journal.pone.0199746  June 25, 2018


https://doi.org/10.1371/journal.pone.0199746

Implementing mental health training programmes for non-mental health trained professionals

PLOS |ox

)

(panugauo))

(010 “1v 12 JJLDIW)

wayy ypm Surgovaajur puv wiayj yjum Suipap jnoqv o3 nod

op moy puv ‘ffnjs Jo pury w3 [jv pup saSuvyd ino1avyaq 41ay]
Aym puv ySnoayy o Aayy Ajpnidv JWYM pauival pup sinod ayj

01 JUdM [ [13UN YONWL PUDISIIPUN JUpIp T yorym wiajqoid jpiuaiu
2U40S YIIM ULOQ SDM dYS “DA1V]AL D dADY [ "JOU a4v Lay) usym pup
SUoLLIIPIUL 2y U0 24 L33 udym aSuvyd Lay) Moy puv I ayvy
u0p Aayg uaym saSuvys unoiavyaq 41213 moy “wiayj s1affv 11 moy
qno wiayy sdjay [aunpaws] 11 moy st wivaSoud ayy ySnoayy juam

[ Uaym paa1aa. J 1y uoypuliofur juvrioduis jsous ayj ssons |,

(5107 ‘Ypws 9 Ant)
Mosiad ayy puvisiapun 03 Suidiy awiy ayg puads puv L1015ty 240U
138 01 au41] 2y 2V IM ISNVIAQ []VI D UO U] SISDILIUI SUIUIDAT,

(STOT PAvMsuiidlls  UOSSUDE] “UOSSUIAS)

Suiuivag ayg 4ayfv as0uduv snosaduvp sv jou i1 I [-udy]
Jo au0 svm [-snotaSuvp aiv suosiad jjt A ruaw iy d1pnloid
ayj “Ajsnoauvynuils “Sutuipag ay) 1o3fv sN01ADYIq UIDLLI TNOQD
uoyvuv)dxa up jo8 puv sSuiyy uodn pajoajfai [ ‘padsosgol u

»

%:cﬁﬁﬁ&&ﬁ
s1aypIedsar Sunzoddns suonyejonb :3onasuod 19pIo ISy

*(010T “Te 32 pleuopoey) ur SurdeSua Apeaie
a19M £31]) INOTARYD( 3} PIWLINJE PIATIIAIT STaTed ) Sururern)
oY, *A)9TXUR pUE $S31)S JO S[OAS] PaoNpal pajrodar s1a1ed aWog

(110 ‘ouIfg g 1uey)

saouade 1oyjo Aq apewr sisouderp oy Surdusreypd 9[qe1Iojwod
10w J[9§ pue swajqoad yireay [eyuat Jo swoydwAs astudooar
0} 3[qe 210U 21oM L3} payrodai 9sn Snip ynoqe suonsonb
sjuanjed yse 0y 1atsea 31 punoj syuedonred Sururen oy 2ouIg

(0102 “Te 30

PUIDIA) SUOLIENIIS 3)8[ED$3-P 0} MOY JNOQE SUOISIDIP e
pue suorjenyIs ssasse 0} wayy padfay Surpuejsiopun pasoxduur
1193 Moy pajess os[e syuedonred suonenyis asay) Surpuey pue
SUIM3TAISUT JO POYIdW I} Jsn(pe 0} paau 3y} pastudodar ing
swoyduw£s o) poojsiapun A[uo jou £31) MOY] paje)s 10§21}
SI10J( "sINOIARYaq [nyurey A[feniusjod 10 Surusyeary)
Suikerdsip spenprarpur yym jjeap syuedionred moy astuedio pue
wiroyur 03 pad[ay yi[eay [e3uaw Jo 93papmouy| Iy} 03 SISeIdU]

(6007 ‘19¥eMYsaL] 3 Ys[ep ) ApuaiayIp sury} op
pInom £ay pres s19130 93eI0qE[? Jou pIp Inq Sururer) SUIMo[[of
sonpoerd ey Surdueyd oq jou pnom Ao pres syuedonaed om],

“(STOT “qws x A1)

swa[qold YI[eay [IUSTU YIIM S[ENPIAIPUT JIM UONEITUNUILIOD
pasoxdwit [0 33} ST91JO dnews[qoid ssaf sem uonoeIalul
oﬂﬁ HBJ ﬁwmdvhuﬁm w=au uo ucomm QEE umﬂu :m.w wauuﬁwo

*(ST0T ‘pIemsurIafg g UOSSUBE]

‘uossuang) 3umnas ajearrd pue reuorssajord ur swajqoad

yi[eay eyust Jnoqe angoferp e Jureoey IS[IYM Yireay
[e3uaUI JO 193(qns Y pasnyop pue 2d1pnfa1d pajoerajunod
wrexdoud oy 393 syuedonaed jo Lrofew oy, “ao1ape

[ngosn pue syySisut mou urppe Sururer ay) ym swajqord
I[ESY [JUST YJIM S[ENPIAIPUT SPIemO] 201pn(a1d 11a1) jo areme
apewt a1am £dY) 1[3] s1o1 “A[snoraaxd suonenyis pajpuey pey
£at) Moy padIoJUTaT JNq ‘S[ENPIAIPUT PaJoajJe spIemo) yoeoidde
10 M3IA I191]) PaIa)[e Sururer) oY) [99 ) upip swayqoid yiresy
[EIUSW (IIM STenpIAIPUT Jo dduaLIadxa snoraad yim asoy],

sSurpury [eurdrio yo suorne)axdid)ur :$1oNIISUOD JIPIO PUOIIS

y3qvay [pyuaw Suiajoaur
SUOIIDNIIS UL JUIWIA]OAUL
puv JuawaIvuv

vusys

$)ONIISU0D
JI9PI0 PAIY) JO SAWSY)-qng

15/28

Ieay [eyuawr SUTA[oAUT
suorjenyIs ur asuodsay

yromaurey L1oyeuedxs ue
ur sSurpury urewr yo sIsaYuAs
1JONIISUOD IIPIO PATY],

(panunuo)) *g3[qeL

PLOS ONE | https://doi.org/10.1371/journal.pone.0199746  June 25, 2018


https://doi.org/10.1371/journal.pone.0199746

Implementing mental health training programmes for non-mental health trained professionals

PLOS |ox

)

(panuspuo))

(1102
QuIAg 9 wvy) passaidap Apumuald auv Aayy fi 40 Yov.iD) ayp wiof

umop Suruiod fo asnvaaq passaidap auv Loy fi mouy juop nod
QuiuviSo.d inod 0] passaidap saui0d uosiad v usym os JudUIOUL
ay1 3v Y1) ypm wajqo.d 819 v aavy pinom ap " {Sutuivig
-24d aajos wiajqoid o1 Ai1qp 41ayy fo Suryvads uayp) |

(0107 19 12 [J14D27) ffnis 1wys jjp puv
suoyvIpaus 1noqv Suryivy dn pua nod uayy ‘suoisanb ayy Surysv
14v3s nod 0s “a43y 1o Ju103 s1 Juiyzauios 4o 1yStL v jou s1 uosiad

siy1 vy * aavy Aoy vy1 mouy nod puv ysiyqvisa nok 2uQ),

(1107

QUIAG @ WUDY) 240{2q UDY] SINSSI YI[VAY [PIUIUL JNOQD UiLY

07 Suy|vy 9]qVIA0f1UI07 240Uk SVM [ YUIY] ' * *SSIUJ[I [DIUIUL PUD
YIYaYy [piudud [OuLIOU JNOQD paY]v] dm puv ‘puud si Jpym piros

[ puv’  spou wv [ yuiyj nod op aui paysv sjuaid ay Jo auQ " -,

"(ST0T ‘pAvMsuiiafls 2 UOSSUDE] “UOSSUIAS)  pap1oaiddy

som (spySnouyy apioins /yappay piuaw jnoqv) Aunbui ayy

vy 193 Uvd [ Uy [ “YSV pInoys [ 1oyl 41 1noqp JySnoy; juaavy
51l [ “Ajsnotaaid ysv 01 paivp aavy Jupinom [ ayi jou S,

(0102 v 12 pioucpavyy) 43y yovoiddy
07 Avm 3814 ay1 40 asn 03 sasvayd 1yB1i oy puif padpay svy
A Y] 42y Ypim SU01IVsIaAL0d ‘Mouy nod A1quqoid yumyy T,

" (010Z “1v 12 fJ1aDop7) “wiayy djay aw 19] Loy Ji djayy 03 Surday
WLT J0Y ], “wiay) wiivy 0F 24aY] Jou wiv [ i) uiayy o1 uivdxa o
Au3 Ajvas puv suorgsanb asous ysv 3snf [ 0§ 11 Afijuapr uvd | fi 2as
puv st wajqo.d ayj pym no putf puv L3 01 suoiisanb atouws Ysv T,

‘(1102

QUIAG @ DY) 240f0q UDY] SINSSI YI[VAY [PIUIUL JNOQY WiTY

01 Sury[v] 9]qv140f1407 240U SDM ] YUY] " * *SSOUJJL [DIUIUL PUD
Y3[paY [pIUIUL [OULIOU JNOQD PIY[D] IM PUD PDUL S JVYM PIDS

[ puv " spous wv [ yuiyl nok op aus paysv spualp ay3 Jo auQ® -,
"(ST0T ‘Yiws @ Ang,), Lanlur 1201ffo

20npa. Avut Jpy] sanbiuyda] UOLIPIUNUIULOD I]qUNIDA SIYIDD]
LID "11.Jo asnpoaq Surpuvisiopun a1ous 24v nok Jassv uv st [0,

%:oﬁﬁﬁ&ﬁﬁ
s1aypIessar Sunzoddns suornjejonb :3onasuod 19pio sy

(10T ouikg 3 ruey)

saouade 1ojo Aq apewr sisouderp oy Surdusreypd [qe1I0Jwod
10w J[9§ pue swajqoad yireay [eyuat Jo swoydwAs astudooar
03 9[qe 210w a19M A3 parrodar syuedonred Sururen oy sourg

(010t
“[e 12 JJLIDDIA[) SUOTIEN]IS 9)B[eISI-9P 0] SUOISIIAP JYew pue
yireay reyuaw feyualod s Juanied oy ssasse 0] Aiqe pasorduwy

"($10¢ ‘uosIdpuy) swa[qoxd yi[eay [eyua

M SI2UOSLId PUB SIA[ISUIAY) UM} SUOTIORIAIUT dA0Iduur
pnoo Sururen yreay rejusw Jurpraod jey) sdnoad snooy
pue smatarajur Suump suondumsse payroddns suonearssqQ

(110¢ duikg 3 1uey)
swaqo1d [j[eay [BJUSW PUE [J[EY [EJUIW JNOQE S[ENPIAIPUT
03 Suny[e) yuapyuod axow Jur[aj pajrodar syuedonred

(s10T nvgwkmﬁ.ﬁubw 2@ UOSSUBH ‘UOSSUIAG) Sumyes

ayearrd pue reuorssajod ur yyyeay [ejusw Jnoqe anSoyerp e
Suneyoey 1siym swajqoad yireay [eyuat Jo 193(qns 3y pasnjap
pue ao1pnfo1d pajoersunod werdoxd ayy 3joy syuedronred

J0 fyrofewr ay T, sandeaqjos jsSuoure a3enuey parorduur

01 pa] 18} X0q[oo) & se werdord ay) pamata syuedionreq

(0T0T “Te 32 PEUOPORIN) JoIJNS ) UM A[2ATIOYJD
aI0W JEDTUNWIWOD 0) sAem AJnuapr 03 syuedpnred Surdjay
‘uonuaAIalul 3y} Sursn Jo asnesdq paaordwrr UOEITUNUITO])

*(0T0Z “Te 32 JHIDON) uonewrroyur 3y3ix 9y 398 pue sansst
Amuapt pue £11 0) ‘suonsanb arowr Suryse payrodar syuedonreg

(1107 ‘ou1dg x 1uey) swaiqoid yeay

[eruaw sey oym Juaned e IIm asnqe adueISqNS Jnoqe suonsanb
Sun{se pue S)UI[O YJIM [)[edY] [eIudU Jnoqe Sunye) 9[qe1I0Juwod
s10wr 210M A2} Suturer) oy aouls Jey) pajrodar syuedonred

(ST0T “yrvwus 3 AJn L) sw[qod yieay [eyuau yrim
S[ENPIAIPUT YIM UOTBITUNWIWOd paAoidwr [ 1D 3[9] SIIO

sSurpury [eurdrio yo suorne)a1diolur :$1oNIISUOD JIPIO PUOIIS

Suiajos wiapqoaq
UOYIIUNWIUIO))
YIomdwely 10jeuedxo ue
$)oNIISU0D | uT SSUTPUT) UTRU JO SISIYJUAS

I9PI0 PAIY) JO SAWSY)-qng $JoNISU0D JIPIO PAIY ],

(panunuoD) g ajqey,

16/28

PLOS ONE | https://doi.org/10.1371/journal.pone.0199746  June 25, 2018


https://doi.org/10.1371/journal.pone.0199746

Implementing mental health training programmes for non-mental health trained professionals

PLOS |ox

)

(panunuoD)

(2102 ‘U4 @ ySnon) poosiapun ffvis s atoym anvs jouuvs
[ 423vuvud v sv pup ‘syaam Auvud 1a42moY 4of UIL3p 31 1M0qD Yu1Yy)
JUOp pup yopq U2 254109 unok 03 Avmv o8 nod st Suryy ay T,

(ST0Z ‘Ynws 9 Ang) paprpaid aq 1aadu uvd vy Suy1auios
s1 s1yg asnw2aq Kinlug 1201ffo 2onpas 01 yonus op Jou sa0p 11D,

(S10Z “1v 32 ‘pIpUOpIVIAT)
Dpauw3 Apvayp a4 sjj1ys ay3 Jo auios Suriirfuod 4o aw Suiyovaj

v poos A1aa auom Loy Jsjym SqAQ 243 wioif punof [ jpym os,

C(ST0Z ‘prvmsuiialls  uossuvg] ‘uossuaag) *(suvjd 4o sjydnouy;
apions/ssaug)l [pjudiL 1noqv) ysv 03 paau nod vy jaSi0f uvs

nog */°**/'s|patagul svpndas ypm aSpajmousy inod ajvpniidvoas og
paau uvd nox “JySts yuryy 40 Y31 193f [ 13 uoPULILfU0I ¥ [93f T,
“(STOZ “Iv 12 ‘plvuopIviy), styi aSuajivyo Ajjpniov pinod

am Joy3 22udpLfu0d atout 319 v 108 [ am* * sn ySnoayy puv sauzivd
At “awt ySnouyy puv uUdPLfU0I 240Uk 40 2IUIPLU0 dUt 2ADST I,

(1107

QUILG @ 1UVY) 240[2q UDY] SINSSI YI|DAY [DIUIUL JNOQV WY

01 Sury[v] 9]qv340f1409 240U SDM | YUlY) ' * *SSUJJL [DIUIUL PUD
YI]pay (DU [DULIOU J1OQD PYID] dM PUD ‘POUL ST JDYM PIDS

] puv’ " ;ppud wiv T yuy) nok op ‘duL paxsv sjuaip ayj fo auQ” -,

(S10T ‘paomsurialis
@ UOSSUDE] “UOSSUIAS) 0P [ Mou Jnq (suv]d/sjySnoys ap1oins)
1 110qD Y[D] 40 YSV 0] PAJUDM 2ADY JUPINOM [ A]Sn01A24,

%:oﬁﬁﬁ&ﬁﬁ
s1aypIedsar Sunzoddns suornjejonb :3onasuod 19pio sy

*(STOT “PTEMSTUIDNG 23 UOSSUBH ‘UOSSUIAG)
suonednodo 1130 wo] sangesyjoo pue orpqnd [e1ausS ay) 10J
urexSoxd Sururer) ay) puswrtrodar pnom A3y pres syuedonred

“(T10T ‘WY B Y3non)

PaAI2sqo 9q 0) papaau osfe adnoerd 03 uonjestidde o) 33§

pue Sururer} SUIMO[[0] peY JJels UOISUIYId W0 JO [9A3] Jeym
Je3[ounN 9JoM SIOFRURWI-SIWOINO J[QRINSLIW Paxde] Jururer],

(s102

aprug x A1) uorssedwod 101JO PaseaIdUT pue A[Turej [m
Surpying 110dder ySnoayy Lm(ur uerpiar sonpai pip 3ururen ay
yer) 3[9J syuedionred “Bururer) £q a[qeajos aq 0] paaredIad jou
Sem pUe IoTAeYaq weuwrny jo A1iqeidipaidun ay) 03 paanqrie
SeM [TYM ‘AIn(UT 1901JO PaseaIdap I [93] 10U PIP SIOYJO

'(0107) T2 32

PIBUOPORIA SJAI[9q-J[os SunIw] pue sauoz 110jwod Jurduayreyd
‘uondaaI-Jes Sunsooq pue {(SurpuesIopun IAY) UT [enUR
AAd 9y Ul paures] pey 43y Jeym paquis 0y Ayrunjroddo

ue woy) Surard) 1oejuod feuosiad ay) Jo Jyauaq Fun)as [eod pue
Suruuerd wonoe ) Jo sSAUTNJaSN ) 0 PAIIAJT UOTJUIAT)UT
3] PAAI2IAT OYM SO, “S[[IY[s 119y} Surorojurar pue swroyduss
0} Surpuodsax usaq pey £y} MOY PIULIJe, UOTUIAIANUT Y],

"(F107 ‘UOSISPUY) UOTIBAIISQO (DB

ur sa139)e1)S YI[BY [BIUSW [NUISSI ()] /9 Ised] e Sunersuowap
SB P2IopISUO0d Sem asn pajrwry - Sururer) yi[eay [erusw Jurmp
PpauIed] $3139)11S UOTJUIAIIIUI [J[BIY [BIU 3} JO SN PTWI]
B JSBI] ], PIJRIISUOWIIP PIAIISQO 219M OUM S[BNPIAIPUIT [[Y

"SUOTIRNYIS SISLID SULIND I83] MOYS

JOU pue Wed UTRWAI 0} §2) 901APE [nyasn pue syJIsur mou
patago wexdoxd ay 39§ syuedonred swajqoad yieay reyuow
yim srenprarpur yim Ajpantsod a8papmouy 1oy £jdde 0y asInoo
a1 Jo asn Teonyoeld apew syuedonred moy Suiquidsap sapaudia
JO I9qUINU € SIPNPUIGT(T ‘PIEMSULII)G 3@ UOSSUBRE] ‘UOSSUIAS

"(0T0T “Te 39 pleuopoeA)
W99)$3-J[9S PUE IDUIPYUOD Paseardur pajrodar s1axe))

(1107 ‘ou1dg 3 ruey)

sarouade 1ojo £q apewr sisouderp oy Surdusreypd a[qelIojwod
a1our 3[9§ pue swdqoid yreay reyusw jo suwroyduwiAs astuSooax
03 9[qe 210w a19M L3 payrodar ‘osn Snip Jnoqe suonsanb
syuanjed yse 0} 1a1sea 31 punoj sjuedonred Sururern ay 2ouIg

"(600C

19JeMUSII] 23 YS[eM ) swa[qoxd yi[eay [e)ust JO YSII Je 10

woiy Surragns s1ouostid yym Sureap ur 0UIPIJUOD PaseaIdU]
(STOT ‘pIemswIa)§ 23 UOSSUBE] ‘UOSSUIAS)

“Lyqiqisuodsax fenpiarput pagLrep ‘swajqoid yiresy [eyuaur

m uosiad e djoy 03 108 0} UOTIRUT[OUT Ue 9OUIPIJUOD PISLIIIUT
03 pa[ Je1]) X0q[00) € st werdoxd o) pamara syuedn IR

sSurpury [eurdrio yo suorne)a1diolur :$1oNIISUOD JIPIO PUOIIS

vy, pyyuagod uo 1ovdug

Suruivag fo angvp

1ovdw1 Surinsvapy

ypedwy

29130v.4d u1 Sunuv.ay

Supanp Juivay sippys Surdjddy

uapfuo)
YIomdwely L10jeuedxo ue
ur surpury ureur Jo sIsaYuAs
$JoN1SU0D JIPIO PAIY ],

$)ONIISU0D
I9PI0 PAIY) JO SAWIY)-qng

(panunuoD) g ajqe,

17/28

PLOS ONE | https://doi.org/10.1371/journal.pone.0199746  June 25, 2018


https://doi.org/10.1371/journal.pone.0199746

Implementing mental health training programmes for non-mental health trained professionals

PLOS |ox

)

(600T “4a10MYS24T @ YSIPM ) Ao1Nu v, Sutaq jsnf

UDY] 49YIDL SSIUJJL [DIUIUL JO SUIpUDISIOPUN 12119q D dAVY [lIM ],
*(ST0T “1v 32 pjpuopIviAT) Juiod A3y - Loy ayy jaznjosqp

svm aSupyd 03 papaau Joy] Auuvf ay) uiyiim saSuvyd aiaym Jo
$N20f pUOLIPPY 1) UL IADS OS[Y J1 puv* * aSuvYd 01 JUIUIAINbIL
ay3 punoav svm Junyy £2y 23njosqv ayy Avs pinom [ J1ya* " -,

(STOT ‘PAvMSULIZNG  UOSSUDE] “UOSSUIAS)

Suruiag ayg 1o3fv asoumdup snosa3uvp sv Jou s3I [-uidy]
Jo au0 spm [-snotaSuvp aiv suosiad |1t A pruaws iy 1pnloid
a1 “Ajsnoaupynuug "Sutuivig ayg 4a1fv SIN0IAVYIqQ UID1I2) JN0qY
uowuv)dxa uv 03 puv s3uiy) uodn pajoajfos [ ‘1adsoisal uf,

%:oﬁﬁﬁ&ﬁﬁ
s1aypIedsar Sunzoddns suornjejonb :3onasuod 19pio sy

(6007 “107eMYSsaI] 33 Ys[ep) swajqoxd
yi[eay [ejuow 03 preSax ur feyuswaSpn(-uou oy reyuswadpn(
Suraq woxy uonjewrioysuer) feuosiad e pajrodar syuedonieg

“(STOT “T& 12 P[EUOPIBIN) A[TLuIe] JI9T) UM

sadueyp axeuwr pue oJueyD 03 S[ENPIAIPUT 10j JuduraImbar e
pardwoid os[e uonuaAIaIUT YT, *sJo1[2q-J[2s SunIWI] pue saUOZ
J10JUr0d 3UTSUS[TRYD UOTIIS[JI-J[3S PISLIIOUT UOTJUSAIIUT ],

*(STOT ‘pIemMSWIdNG g uossue]

UOSSUDAG) SSAU[[T 3y} puryaq uosiad ay) ureas Jo soueyroduur
3} pue s[enpIAIpUT pajodgye Jureaw ur Liqisuodsar

pue a8ernod [euosiad Jnoqe uondspga1 pajowoid Jururen
3193 syuedmonaed jo Lyrofew oy, 'swapqoad yjpeay rejuonr yyrm
S[eNPIAIPUT SpIeMO) A)I[TWny pue SUIpUe)SIdPUN ‘SSIUITEME
1oy pasearout Surureny ay) 3795 syuedonaed sSumnias ajearrd
pue [euorssajoxd ur swajqoid yjfeay [eyuswr Jnoqe anJoferp e
Sunyeyyoey 3syrym swajqoad yireay [erusw Jo 193(qns Y pasnyap
pue 2o1pnfa1d pajoerajunod urexdod oy 3jo5 syuedionaed jo
Ayurofeur oy, 'sura[qod y3[eay [eJUSW YIIM S[ENPIAIPUT SPIEMO)
so1pnfaxd 119y Jo areme apewr a1om £y 319§ syuedonred suwrog

“(010T “Te 39 JUZOA) SI201J0  [D-UOU 0} JUIIJIP
SB SIA[OSUAY) MBS $1901J0 do1j0od “Gururen 11D oy} pey Suiaey

sSurpury [eurdrio yo suorne)a1diolur :$1oNIISUOD JIPIO PUOIIS

00} 9266 10"auod[eunol/| ¢ 10 1/610°10p//:sd1y

‘d[qe[reAe oIoM elep 2Ioym ﬁmﬁfwo.:m 9I9M SIONISUOD I9PIO ISIT] T

Jos

Jo uoyvarfiyuapr pasrasiag
YIomdwely L10jeuedxo ue
ur surpury ureur Jo sIsaYuAs
$JoN1SU0D JIPIO PAIY ],

$)ONIISU0D
I9PI0 PAIY) JO SAWIY)-qng

(panunuoD) g ajqe,

18/28

PLOS ONE | https://doi.org/10.1371/journal.pone.0199746  June 25, 2018


https://doi.org/10.1371/journal.pone.0199746.t005
https://doi.org/10.1371/journal.pone.0199746

@° PLOS | ONE

Implementing mental health training programmes for non-mental health trained professionals

‘Seeing the programme from the patients’ point of view, “It was an eye-opener”. (Rani &
Byrne, 2011).

Generally, the content of the training was thought to be most suitable when it was tailored
to the participants’ institution and the common problems faced by participants in their every-
day work, such as increases in drugs—‘drug epidemics’. This required training to be varied
and adaptable. There was a view that training should be based on needs in the field, adopt an
integrated approach to allow participants to make connections between different topics and
issues, and be presented in a way that allows information to be understood and applied. For
example, more detailed information regarding explanations of mental health disorders and the
purpose of specific treatments. Due to prior limited knowledge, training which contained
detailed information and explanations around mental health disorders, and which also pro-
vides an overview of the purposes of specific treatments was thought to be helpful. It was sug-
gested that training should be mental health and not just crisis focussed and should focus on
laws, policies and procedures specific to mental health. The need for immediate tactical skills
to enable participants to de-escalate situations in the event of mental health staff not being
available was also identified [32]. Other content that was deemed helpful by participants
included community orientated content and information relating to local mental health
resources [25, 28, 29, 31].

1 do not feel I am aware of mental health resources available to us as officers, I would like to
have more information. (Tully & Smith, 2015)

Additional resources were considered crucial for enhancing training and implementing it
in practice. Resources included: course manuals, workbooks, checKklists, crib-sheets, DVDs,
videos and e-learning and were perceived to provide flexible, practical, useful and acceptable
additions to the training content [25, 27, 29-31]. Course manuals were regarded as educational
and valuable aide-memoirs, and could be useful prior to the training to enable early self-
directed learning; or after the training to enable implementation of the training. Additional
material such as checklists supplied during the training could be made available in the work-
place and used to support and provide a rationale for decisions or specific courses of action
[29].

“The manual can be used as a reference book, if there’s anything one reflects upon. It’s educa-
tional and easy to use’. (Svensson, Hansson, Stjermswald 2015)

Videos were also considered facilitators to training. For instance, filmed video clips featur-
ing the experiences of people with mental health problems were described as helpful in allow-
ing participants to identify with affected individuals [27]. The use of real-life scenarios in
videos was also suggested to facilitate the implementation of training in practice. Whilst role
plays created some apprehension, participants valued them, especially when they were video
recorded and could be reflected on [31].

2.2. Training delivery. Key facilitators for successful delivery of training were the course
trainers (also known as instructors or facilitators), method, length and frequency of training.
Trainers experience, skills and knowledge were considered important pre-requisites to

facilitating successful training delivery and ensuring its impact [25, 27, 31, 32]. Trainer’s
knowledge of the context, culture and terminology of participants” workplace was thought to
be particularly important, alongside an ability to answer participants’ questions and provide
specific contextual examples and guidelines:
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‘He (the instructor) was very good; he gave me guidelines, so I knew how I should work. I could
call the psychiatric services in that case.” (Svensson, Hansson, Stjermswald 2015)

Participants had clear preferences around the frequency and length of training, though
views varied. Some preferred training to be delivered in bite-sized segments, spread over a lon-
ger period, to enable processing of information and to allow them to manage other priorities
[27, 29]; whilst others found training that was condensed over fewer days easier to manage
[27]. In terms of frequency, the need to update training through further refresher courses was
deemed important [26, 28]. Topics to be covered by refresher courses included: psychiatric dis-
orders; assessment skills, research updates; local community resources for people with mental
illness; and enhancing community partnerships between police and mental health providers.

1 wish we had more updated training, as time goes on I feel the training fade’. (Tully & Smith,
2015)

The active use of a range of teaching methods that could be adapted to the needs of partici-
pants was highlighted [25, 29, 31]. In particular, targeting teaching to the real-life experiences
of participants was seen as critical to learning. Teaching methods that moved away from con-
ventional teaching—which was considered too abstract to be applied in practice-towards alter-
native and blended teaching that included the use of group discussions, role plays, and online-
based training combined with in-person teaching and group work were deemed more facilita-
tive. Additionally, real-life scenarios were seen to facilitate implementation of the training
within the workplace [29].

‘We have to start looking at more alternative and blended approaches. I think we have to stop
looking at that old fashioned way of looking at the face to face (training) delivery getting every-
one looking into a central point’ (Gough & Kerlin, 2012).

2.3 Staff willingness to engage with training. Staff willingness to engage with training
may facilitate its implementation in practice and may be influenced by their desire for and
understanding of the purpose of training [31, 32]. An important facilitator to training atten-
dance was staff recognising the need to improve their own practice in managing people with
mental health problems through developing new skills [31]. Staff understanding of the reasons
behind the training was important in facilitating legitimisation of changed practice [32].

2.4. Organisational factors. Organisational factors such as culture, incentives for train-
ing, the training environment, time and cost and organisational ‘buy-in’ could help facilitate
training and its implementation in practice.

Managerial and staff ‘buy in’ to training, alongside a ‘top-down’ approach where managers
promoted training as a core part of employees’ role was deemed important to ensure it was
prioritised. Making training mandatory and offering incentives such as increased annual leave
and alternative work rotas were suggested to promote engagement [26, 28].

1 think the training/development of managers is crucial and critical and not just around Men-
tal Capacity. Its about the managers being professional in their role and seeing the importance
of good practice and good quality care; seeing this as an integral part of their role and promot-
ing that at every turn. MCA [Mental Capacity Act] and DoLS [Department of Liberty
Schemes] would be part of that’ (Gough & Kerlin, 2012).
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When individuals did attend training, the culture and practice of the workplace was consid-
ered ‘critical’ to the successful implementation of training [29]. Additionally, the training envi-
ronment was thought to be most facilitative when it was located in-house in the participants’
workplace, and had a relaxed and safe atmosphere which enabled self-disclosure [25, 29].

‘My feeling is that if you can associate it with the workplace rather than being completely out
of the situation it makes you think about your work environment as well' (Gough & Kerlin,
2012).

3. Perceived impact of the training

The perceived impact of the training focused on: perceptions of mental health; response in sit-
uations involving mental health; and impact of training on trainees.

3.1 Perceptions of mental health. There were a range of issues around the perception of
mental health, such as understanding, empathy and stigma.

Four studies reported that participants generally described an increased knowledge and
understanding of mental health [25, 26, 28, 30]. However, in one study participants were divided
about whether they felt the training led to increased understanding of mental health [27].

“Why we. . .were disappointed, it was mainly because we expected that the training would be

useful for us, that we would receive advice, but it seemed to be more for the general public

.. .As firefighters weve already touched upon these subjects in our training. . .. We didn’t get

much new knowledge targeted at our profession” (Svensson, Hansson & Stjermsward, 2015).

Five studies reported that the training increased empathy in trainees [25-28, 30]. There
were various elements to this sense of empathy that included: increased awareness, compas-
sion, humility, sensitivity and patience. This could be described as involving a transformation
from participants seeing themselves from being judgemental to non-judgemental about people
with mental health problems.

T will have a better understanding of mental illness rather than just being a nutter’ (Walsh
and Freshwater, 2009).

Most participants in this study described feeling that the training challenged prejudice
against people with mental health problems and allayed the tensions around the topic of men-
tal health. Participants often described how the training promoted the importance of seeing
the person behind the mental illness, alongside reflection about personal courage and respon-
sibility in working with people with mental health problems. For others, the training enabled a
sense of ‘shared empathy’, where they felt less alone in realising that other people also experi-
enced similar issues. One study explored the impact of the training on stigma [27].

T found it particularly useful because P started off and told me straight away about her daugh-
ter. . .which I found totally acceptable. . .Don't think it was unprofessional or anything like
that. It was, it made it much easier to talk to her really’. (Macdonald et al., 2015).

3.2 Response in situations involving mental health. Five studies described how the
training impacted on how trainees dealt with situations involving people with mental health
problems [25, 26, 28, 31]. Two participants in one study reported that they would not change
their practice following training and did not elaborate further [25]. However, the majority of
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participants thought that the training had a positive impact on how they managed interactions
with people with mental health problems. For some, improved communication skills meant that
the interaction with people with mental health problems became less problematic. For instance,
following the training some participants reported being better able to recognise the symptoms of
mental health problems and so found it easier to assess situations, adjust their method of handling
such situations and make decisions that were more likely to de-escalate a situation. For carers
attending the training, a positive impact included feeling affirmed in their caring behaviour and
in some cases reduced their levels of anxiety and depression. Some police officers noted that time
spent in dealing with people with mental health problems increased following training.

“Training increases time on a call because we take the time to get more history and spend the
time trying to understand the person.” (Tully & Smith, 2015).

Six studies reported improved communication skills as a key impact of the training course
[26-28, 30-32]. A number of studies reported that participants experienced increased confi-
dence following the training [25, 27, 30, 31]. There were various aspects to this, including
increased confidence in asking questions about patients’ mental health, as well as dealing with
people with mental health problems in general. This increase in confidence occurred in paral-
lel with a greater inclination to help individuals with mental health problems, a greater aware-
ness by participants of their individual responsibility and increased self-esteem. More effective
communication skills were considered a valuable asset that could lead to reduction in officer
injuries, as well as something that the person with mental health problems appreciated.

T ask more questions to try and find out what the problem is and see if I can identify it. So I
just ask more questions and really try to explain to them that I am not there to harm them.
That I'm trying to help, if they let me help them’. (McGriff et al., 2010).

Three studies reported how participants applied the skills learned during the training in
their working practice [27, 30, 32]. In general, participants were reported to make at least some
use of the strategies learned during the mental health training. For a number of participants,
the training served to reinforce existing skills and provide affirmation of their previous
responses to people with mental health problems. There were other specific, practical skills
that participants reported using and valued in their working practices, such as asking people
with mental health problems specifically about suicidal thoughts or plans.

1 feel a confirmation that I feel right or think right. You can need to recapitulate your knowl-
edge with regular intervals./. . ./. You can forget that you need to ask (about mental illness/sui-
cide thoughts or plans)’ (Svensson, Hansson & Stjermsward, 2015).

Another impact of the training, reported in two papers was participants’ improved ability
to recognise symptoms of mental health problems, enhanced skills in assessing the situation
and better make decisions to de-escalate potentially volatile situations [26, 31]. Other elements
of the training that were perceived to be particularly useful included advice on how to remain
calm, not showing fear during a crisis situation, action planning and goal setting.

‘Once you establish and you know that they have. . .that this person is not all right or some-
thing is going on here, so you start asking the questions, then you end up talking about medica-
tions and all that stuff.” (McGriff et al., 2010).
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3.3. Impact of training on trainees. A number of studies positively reported on the
impact of the training on trainees perceptions of themselves [26, 27, 30]. The training was
thought to encourage self-reflection and increase awareness of their own prejudice towards
people with mental health problems, with these perceptions challenged and counteracted dur-
ing the course of the training. This led to participants changing their view of people with men-
tal health problems from being judgemental to non-judgemental, as well as increasing their
understanding, awareness and humility towards people with mental health problems. Follow-
ing the training, some participants saw themselves as different from those who had not under-
gone the training.

In retrospect, I reflected upon things and got an explanation about certain behaviours after
the training. Simultaneously, the prejudice that mentally ill persons are dangerous-1 was one
of them-I. . I, its not as dangerous anymore, after the training.” (Svensson, Hansson &
Stjermsward, 2015).

The lack of perceived impact of the training on reducing police officer injury or physical
harm was discussed in one study [28]. This lack of perceived impact was thought to be a conse-
quence of human behaviour being difficult to predict and not readily resolvable through train-
ing. However, the training was reported to have a positive impact on reducing injuries of
people with mental health problems, thought to be a result of improved dialogue with family
and increased compassion in officers. Reflecting the largely positive perceptions of the training
and its impact, one study reported that trainees valued the training programme and would rec-
ommend it to both colleagues from other disciplines and members of the general public [27].

‘CIT does not do much to reduce officer injury because this is something that can never be pre-
dicted’ (Tully & Smith, 2015).

Although, the majority of studies reported a range of impacts of the training, one study
reported that the training lacked measurable outcomes and as a result managers were unclear
what levels of understanding participants achieved post-training. Managers therefore reported
that the application of the training to working practice needed to be observed [29].

“The thing is you go away to your course, come back and don’t think about it again for however
many weeks, and as a manager I cannot gauge where my staff understood’. (Gough & Kerlin,
2012)

Discussion
Summary of key findings

We reviewed the qualitative evidence on the views and experiences of non-mental health pro-
fessionals, receiving mental health training and the barriers and facilitators to training delivery
and implementation. There were eight included studies that used focus groups, interviews
observations and surveys. The studies were undertaken in the UK, US and Sweden and the
training programmes were targeted at a range of occupational groups including the police.
The barriers and facilitators to training delivery and implementation identified largely relate
to: training content; training delivery; training method and organisational factors. Staff will-
ingness to engage with training and the provision of additional resources such as the time
required for trainees to familiarise themselves with additional training materials were also
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identified as facilitators and barriers to training respectively. The review originally sought to
identify evidence on views and experiences of non-mental health professionals receiving train-
ing. However, this was not reported in included studies and instead data reflected the per-
ceived impact of training. This included impact on trainees’ perceptions of mental health as
well as impact on response in situations involving people with mental health problems. Explor-
ing the perceived impact of training not only provides insight into the potential effect training
may have on participants, but may also be a useful method for identifying outcomes of training
that could be assessed in future evaluations. For example, the impact of training on stigma and
empathy. The quality of the included literature was variable, with methodological weaknesses
and issues with reporting commonly identified.

Comparison with existing literature

This meta-synthesis focusing on the qualitative evidence is designed to complement and pro-
vide additional insights to a wider systematic review of the quantitative evidence on the effec-
tiveness of mental health training programmes for non-mental health specialists being
undertaken by our team[8]. The qualitative evidence corresponds with a number of studies
that suggest that training interventions that include dramatisations and role play are beneficial
for learning [33-38]. Our review also highlights that training which is delivered using a range
of delivery methods, a mixture of resources and interactive elements is valued. This is consis-
tent with a review of 58 RCT's, which concluded that for optimum learning training should be
delivered using a range of delivery methods, in groups of less than 40, in applied settings over
20 hours on multiple occasions [39].

The importance of skilled trainers for ensuring successful training delivery and impact was
also emphasised in our review, with trainer’s knowledge of the context, culture and terminol-
ogy of participant’s workplace deemed important. This corresponds with existing quantitative
evidence of training for police officers, which nearly all used police trainers alongside mental
health professionals to facilitate understanding of different organisational cultures [8].

Our meta-synthesis adds to the very sparse literature on the impact of mental health train-
ing interventions and we are not aware of any other systematic reviews of qualitative evidence
on the same topic. A number of studies in our review reported that training may have a posi-
tive impact on trainees through improving their knowledge, empathy, and stigma towards
people with mental health problems and their ability to recognise signs and symptoms. Our
review of the quantitative evidence concluded that there may be some short term change in
behaviour for the trainees, but calls for more high quality RCTs to evaluate the impact of train-
ing programmes for non-mental health professionals coming into contact with people with
mental health issues. The systematic review also identified the difficulties in evaluating the
impact of mental health training and recommended that studies have a longer length of follow
up and encouraged the development of a set of core outcome measures.

Strengths and limitations

By undertaking a meta-synthesis of the qualitative evidence, an in-depth understanding of par-
ticipants’ perceptions of the barriers, facilitators and impact of training has been achieved,
which may not have been possible through considering only the quantitative evidence. For
example the qualitative studies provide insight into how the training was perceived to reduce
trainees’ stigma towards people with mental health problems.

A limitation of the review is the quality of the included studies, which in turn may have lim-
ited the strength of the recommendations and conclusions drawn. A further limitation of the
study is that quality appraisal was undertaken by one researcher and verified by another, rather
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than by two researchers independently. Whilst our searches were systematic and comprehen-
sive, there is a possibility that some relevant studies may not have been found, or excluded as
English language and OECD countries only restrictions were applied. Additionally, the rich-
ness of the data collected by the included studies may have been affected, as although the
review aimed to identify barriers and facilitators to training, this was not necessarily an aim of
the individual studies. However, given the range of barriers and facilitators identified, this is
unlikely to have affected the interpretation or reporting of the study’s findings.

Recommendations

Based on the study’s findings a number of suggestions for organisations to consider when pro-
viding mental health training were made (Table 6).

Table 6. Recommendations for designing, implementing and evaluating training.

Recommendations
Training delivery

Trainers To build trust and to provide specific, practical advice, training could be
delivered by skilled individuals (e.g. mental health specialists) with a
background/experience in the area of interest. Service users or relevant
patient groups could also be involved in training delivery where possible.
For organisations where training is delivered in house, external experts
and a collaborative approach are particularly encouraged.

Methods of delivery Adopting different delivery methods and using interactive elements and a
mixture of resources was considered useful. Interactive elements and a
mixture of resources were considered useful. Skill based-learning to allow
practice of skills was also valued. To facilitate this, scenarios and role-plays
are suggested and may provide staff with the opportunity, and a safe
environment to test what they have learnt. If resources allow, actors and/or
service users could be used for role play.

Regular, updated training Refresher training to update skills was considered important and allows
staff to share any new resources or skills since previous training. To avoid
perceptions that training is repetitive, it may prove useful to inform staff of
the relevance and purpose of refresher courses and to use a range of
examples and scenarios.

Additional resources

Resources ‘Take-away’ resources such as course booklets were considered useful for
facilitating learning. Training could also highlight useful resources,
guidelines and checklists to encourage wider and continued learning.

Organisational issues

Protected time and managerial support | Staff protected time to attend training and to undertake self-directed

for training learning if needed was identified as important. This could be implemented
by making it clear that protected time is available and specifying that time
is allocated to attend the course and complete self-directed learning. The
studies included in our review also discussed the potential resource
implications associated with providing the time for individuals to
undertake training and for providing external trainers, actors for role
plays, videos and for conducting evaluations.

Promoting engagement and It may prove useful to provide a clear rationale for training and to ask
willingness to attend training participants their reasons for attending training, to facilitate staff buy-in
and engagement.

Reviewing training This review identified that training may affect individuals’ perceptions of
mental health, which may not be detected through quantitatively
evaluating training effectiveness. Efforts to determine what has been learnt
following training are therefore recommended. Staff and managers may
also find it useful to work collaboratively to establish lessons learned and
how to apply these lessons in practice following training.

https://doi.org/10.1371/journal.pone.0199746.t006
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Implications

The findings of our review demonstrate that following mental health training, individuals’
response to situations involving mental health and their perceptions and ability to recognise
mental health problems may change. Evaluations of training should include a qualitative com-
ponent to ensure that these impacts can be measured. However, given the poor quality of the
studies included in this review, it is important that future qualitative studies follow relevant
guidance for undertaking and reporting standards [40].

Including a qualitative component within training evaluations is also important to provide
insight into how best to assess and interpret the quantitative impacts of training. For example,
our review suggests that training may increase the time individuals spend managing or
responding to situations involving individuals with mental health problems. If taken in isola-
tion, this could be perceived by organisations, staff and service users as a negative effect of
training, when in reality this increase could be due to staff taking longer to deal with situations
because of improved communication skills or resource constraints (e.g. insufficient staffing
levels). Qualitative components within training evaluations can be implemented using the
‘process evaluation’ framework proposed by the UK Medical Research Council [41], which
can help to provide a more detailed understanding of implementation, mechanisms and con-
text issues and inform both policy and practice.
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