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EXECUTIVE SUMMARY

The California Mental Health Services Authority (CalMHSA) Prevention and
Early Intervention (PEI) program aims to reduce adverse outcomes for people who
experience mental illness in the state of California. The PEI program is composed of
three strategic initiatives that are developing statewide capacities and interventions
intended to 1) reduce stigma and discrimination towards those with mental illness,
2) prevent suicide, and 3) improve student mental health. Under each initiative,
community agencies serve as PEI Program Partners, performing activities intended
to meet the goals of the initiative.
RAND has been tasked with evaluating the PEI initiative, and we have
developed a plan for assessing PEI Program Partner activities, the three major
initiatives (i.e., stigma and discrimination reduction (SDR), suicide prevention (SP),
and student mental health (SMH) initiatives), and the overall CalMHSA PEI initiative.
Specifically, the RAND evaluation team will collaborate with the PEI Program
Partners to carry out the following evaluation aims:
 Evaluate PEI Program Partners’ progress toward meeting statewide
objectives;



Assess the activities implemented and resources created by PEI
Program Partners;
Evaluate program outcomes, including:
 Targeted program capacities and their reach (e.g., provision of
services, social marketing, workforce training);
 Short-term outcomes (e.g., attitudes and knowledge about mental
illness, behavior toward people with mental illness); and
 Longer term outcomes (e.g., reduced suicide, reduced
discrimination, improved student performance).

In designing our evaluation, we based our approach on a conceptual model
that focuses on assessing the structures, processes, and outcomes resulting from
each PEI Program Partners’ activities. Structures refer to the PEI capacities and
resources that Program Partners are developing. Processes refer to the intervention
activities that are delivered, and to whom. Outcomes refer to the impact of the
capacities and interventions, and include both short-term outcomes (i.e., immediate
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targets of change), as well as key outcomes (i.e., the long-term negative outcomes
the programs aim to reduce).
Because the efforts undertaken by PEI Program Partners across initiative
areas are diverse, we have identified six core program activities and corresponding
key questions that our evaluation plan is designed to answer. The core activities and
examples of key questions include:
The development of policies, protocols, and procedures – What types of
policies, protocols, and procedures have been developed and who do they target?
What effects do the policies, protocols, and procedures influence short-term and key
outcomes?
Networking and collaboration – What types of networks and collaborations
exist and for what purposes?
The development of informational resources – What informational resources
have been developed and who is the target audience? How do the informational
resources influence short-term and key outcomes?
Training and education programs – What training and education programs are
being executed and who are the trainees? Do these programs improve short-term
and key outcomes?
Media campaigns and interventions to influence media production – What
messages are being delivered as part of media campaigns? Who do these messages
reach? Do media campaigns affect short-term and key outcomes?
Hotline and “warmline” operations – Are crisis hotlines and warmlines
following best practices and reaching those in need?
We present evaluation plans at the levels of the individual PEI Program
Partner, the initiative (i.e., SDR, SP, SMH), and the state. First, we describe strategic
plans for evaluating individual PEI Program Partner activities in the SDR, SP, and
SMH initiatives. These strategic plans were developed to answer the key questions
associated with the core activities each PEI Program Partner is executing. Next, we
present our plans for evaluating CalMHSA-funded activities at the level of each of
the SDR, SP, and SMH initiatives. These plans are designed to address each
initiative’s progress toward the objectives of reducing stigma and discrimination,
preventing suicide, and improving student mental health. Finally, we provide a plan
for statewide monitoring of the key outcomes the PEI initiative is intended to
improve. These efforts include conducting surveys and collecting vital statistics data
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to establish baselines, and when possible, determine changes in key outcomes over
time.
Throughout the descriptions of the evaluation of plans, we provide details on
the multiple methods and data sources that will be utilized. These include, for
example, materials provided by PEI program partners, case studies, key informant
interviews, and surveys of target populations. We also present our plan for
providing evaluation technical assistance (e.g., assistance with data collection and
analysis) to support program partner participation in the statewide evaluation and
to enhance the evaluation capacity of PEI Program Partners.
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1. BACKGROUND AND OVERVIEW OF WHAT WE WILL LEARN

The California Mental Health Services Authority (CalMHSA) Prevention and
Early Intervention (PEI) program includes initiatives addressing stigma and
discrimination reduction (SDR), suicide prevention (SP), and student mental health
(SMH) funded by the Mental Health Services Act (MHSA), Proposition 63, and
administered by CalMHSA, a unique partnership of California counties combined to
address statewide problems, the program was designed with the participation of a
large number of stakeholders contributing expertise in many different areas. The
broad focus on key issues in prevention and early intervention is combined with
local focus on enhancing organizations that can provide services to address these
problems. RAND and its collaborators are pleased to have been selected to conduct
the statewide evaluation of this effort and this document describes our evaluation
plan, including goals, approach and what we will learn.
Background
CalMHSA is an independent administrative and fiscal intergovernmental
structure that encourages counties to work together to develop, fund, and
implement a variety of local, regional, and statewide programs and services that aim
to improve mental health of California residents. CalMHSA works closely with the
California Department of Mental Health, the Mental Health Services Oversight and
Accountability Commission (MHSOAC), and 50 CalMHSA members encompassing 49
counties in this endeavor.
MHSOAC charged CalMHSA with the implementation of a Statewide PEI Work
Plan targeted at reducing suicide and other adverse outcomes for people with
mental illness. The PEI Work Plan contains strategic plans for three major
initiatives: a Stigma and Discrimination Reduction (SDR) Initiative, Suicide
Prevention (SP) Initiative, and Student Mental Health (SMH) Initiative. The Mental
Health Services Act (MHSA) allocated approximately $140 million to CalMHSA to
accomplish and evaluate this work over the course of four years. CalMHSA recently
began disseminating these funds through 26 separate contracts to 24 Program
Partners located throughout the state. Each contract typically covers several
different kinds of PEI activities.
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The Stigma and Discrimination Initiative is composed of four kinds of
programs, all designed to reduce stigma and discrimination toward people with
mental illness. The Strategies for a Supportive Environment Program aims to create
environments that foster positive social norms regarding mental health. The Values
Practices and Policies Program includes a social marketing component to
disseminate stigma and discrimination reduction messages to a variety of
audiences. This program also focuses on improving practice within organizations
and systems. The Promising Practices Program intends to identify existing stigma
and discrimination programs that are successful and facilitate the dissemination of
such practices. The Advancing Policy to Eliminate Discrimination Program
encompasses efforts to identify and eliminate discriminatory practices and policies.
The Suicide Prevention Initiative is composed of four types of programs. The
Suicide Prevention Network Program aims to establish a network of suicide hotlines
working together toward common goals, convene best practice working groups, and
develop and disseminate resources, with a focus on underserved groups. The
Regional and Local Suicide Prevention Capacity-Building Program expands the
number and capacity of accredited suicide prevention hotlines and warm lines
across the state. The Social Marketing Suicide Prevention Campaign Program aims
to disseminate the message that ‘suicide is preventable’, particularly in the media,
and to increase gatekeeper training programs offered throughout the state. The
Suicide Prevention Training and Workforce Enhancement Program expands training
and aims to ensure consistent suicide prevention, early identification, referral,
intervention and follow-up care across providers.
The Student Mental Health Initiative focuses on mental health at both the
kindergarten through twelfth grade and higher education levels. The University and
College Student Mental Health Program (UCSMHP) will implement training, peer
support, mental health screening, and suicide prevention at the University of
California, California State University, and California Community Colleges. The
Kindergarten to Twelfth Grade Student Mental Health Program (K-12 SMHP) will
also address mental health issues through training. At both K-12 and higher
education levels, collaboration and informational resources will be developed to
support prevention efforts undertaken by campuses and local schools.
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Evaluation Plan
The evaluation plan presented in this document is strategic and provides an
integrative design across the three initiatives. The evaluation of the SP, SDR, and
SMH initiatives takes into consideration that the one-time statewide funds being
used to implement these programs should result in programs that have a statewide
impact and provide a statewide foundation for counties to build upon for lasting
results in the future. In preparing this evaluation plan, the RAND team has become
familiar with each Program Partners’ specific goals, organizations, implementation
plans, timelines, and key program and evaluation staff. We have reviewed
Statements of Work (SOWs) and proposals and convened in-person and telephone
meetings with key Program Partner program and evaluation staff. Through this
process, the RAND team has also explored Program Partner’s needs for and interest
in technical assistance to develop process and outcome data that can inform the
evaluation and their own implementation and quality improvement efforts.
Evaluation Aims
Specifically, the RAND evaluation team will collaborate with the PEI Program
Partners to carry out the following evaluation aims:
 evaluate programs’ progress toward meeting statewide goals and




objectives;
assess program resources and activities that are actually implemented,
including the structural and operational processes that define the
program;
evaluate program outcomes, including:
 targeted program capacities (e.g., services, social marketing,
workforce training);
 short term outcomes (e.g., attitudes, knowledge, behavior); and
 longer term outcomes (e.g., reduced suicide, reduced
discrimination, improved student performance).

In addition, the evaluation team will provide technical assistance to Program
Partners to promote the development of their capability to collect process and
outcome data, for both their own evaluations and the RAND evaluation, and to use
these data in their own continuous quality improvement efforts.
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Evaluation Approach
We are using a Structure-Process-Outcome logic model in guiding our
evaluation approach. Structures refer to the PEI capacities and resources that
program partners are developing. Processes refer to the intervention activities that
are delivered, and to whom. Outcomes refer to the impact of the capacities and
interventions. In this context, we are looking at both short-term outcomes (i.e.,
immediate targets of change), as well as key outcomes (i.e., the long-term negative
outcomes the programs aim to reduce).
Since the efforts undertaken by PEI Program Partners across initiative areas
are diverse we have identified common types of program activities and developed
specific criteria for evaluating each of them. Some of these activity types are taking
place under several initiatives, for example, networking and collaboration, while
others are specific to one initiative, for example, hotline and “warmline” operations
apply only within SP. The program activity types are:
 Development of policies, protocols, and procedures
 Networking and collaboration
 Development of informational resources targeting community and
student audiences
 Training and education
 Media campaigns and interventions to influence media production
 Hotline and “warmline” operations
As described in Chapter 3, for each activity type we have developed key
research questions based on evaluation criteria that address structure, process and
outcomes and we apply these to each similar activity across initiatives. For
example, for #3, development of informational resources, the key research
questions at the program level are (these are described fully in Chapter 3):
(Structure)
 What are the primary objectives and intended audiences of the




informational resources? Which target PEI populations (i.e., children,
transition age youth and transition age foster care youth, adults and
older adults) are addressed?
What is the quality of the informational resources (e.g., content is
consistent with evidence, usable interface)?
Are appropriate informational resources sustainable?
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(Process)
 To what extent are targeted audiences using informational resources?
(For online resources, which resources are accessed and with what
frequency? For materials distributed offline, to whom are they
distributed, where, when, and with what frequency? Did the materials
reach key diverse subgroups based on race, sexual orientation, and age?)
(Outcome)
 What impact do informational resources have (e.g., improve users
knowledge, awareness, and attitudes)?
Data Sources and Analytic Methods
Data sources will include records and reports provided by Program Partners
about the structure and processes of their programs, data collected by Program
Partners about the outcomes of their programs, results of statewide surveys that
will be conducted as part of the evaluation, and results of existing statewide and
national surveys. We will be using published literature to establish criteria for
assessing consistency of program activities with the existing evidence base (see the
following RAND reviews of the relevant literature in the three initiative areas:
(Collins, Wong, Cerully et al.,2012; Acosta, Ramchand, Jaycox et al.,2012; Stein,
Sontag-Padilla, Osilla et al.,2012) and vital statistics information to assess some
outcomes at a statewide level and compare them with national statistics, for
example, deaths by suicide. Standard statistical and analytic techniques will be used
to address each research question at the program level (described in Chapter 3).
Since the time horizon for the PEI program is short, only three years, we also
propose later consideration of use of simulation modeling to project the potential
impact of PEI initiatives if they were sustained over a longer time horizon
(described in Chapter 7).
What we will learn at the statewide level?
At the statewide level we expect to be able to answer the following questions:


What are the accomplishments of statewide PEI programs?
o What structures were developed?
o What processes were implemented? Insofar as we can determine, did
these processes reach diverse targeted/underserved populations
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(according to race, ethnicity, age, gender, sexual orientation, and
geographic location)?
o To what extent did these accomplishments meet statewide program
goals?



What short-term outcomes were influenced by PEI programs and by how
much?
What are the opportunities to strengthen implementation of PEI
interventions and extend the reach of effective or promising interventions?

What will we learn at the initiative level?
For the Stigma and Discrimination Reduction initiative the questions we will
address are


What structures has CalMHSA created to reduce stigma and discrimination?
o Do they align with broader SDR initiative goals?
o Are there gaps in statewide SDR efforts?
o To the extent that structures are effective, are they sustainable?



Did SDR programs achieve planned goals and reach the targeted diverse
populations?



Are they increasing knowledge, reducing stigma and discrimination, and
increasing help seeking:
o Among individuals in California?
o At the societal level?
o At the institutional level?
For the Suicide Reduction initiative the questions we will address are:



What structures have been created to prevent suicide
o Are they sustainable?
o Where are the gaps?



Are they reaching the appropriate people (e.g., diverse groups, targeted
groups, groups at risk)?
Are more Californians equipped to intervene to prevent suicide?
Did the initiatives reduce suicide?




For the Student Mental Health initiative the questions we will address are:
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Are the mental health trainings being conducted by the CalMHSA Student
Mental Health initiative funded programs improving student mental health?
o Are they sustainable?
o Did they reach the appropriate people (e.g., diverse or targeted
groups)?
o Did participants benefit from the trainings? Did trainings affect school
climate?
Were the funded programs able to establish or enhance collaborations in a
manner consistent with improved student mental health?



Are the informational resources improving student mental health?



Are policies and protocols developed under the SMH initiative improving
student mental health?
Is there an association between SMH initiatives, and improvement in
school/campus environment related to student mental health, and
population level rates of student mental health problems and use of services?



What will we learn at the program level?
As described in Chapter 3, we will actually apply evaluation criteria to
activities conducted at the program level and will be working with the Program
Partners to evaluate their activities. By combining results for different activities
conducted within each program we will provide a picture of accomplishments at the
program level as well as assessments of how well the processes were implemented
and the short-term outcomes. We will be able to identify particularly wellimplemented and effective programs.
Evaluation Challenges
This is a very complex set of programs to evaluate and we approach the task
with humility. Our goal is to provide as much information as we can about the
programs and their activities, how they carried out their processes, and the results
they achieved. However, we recognize that it will be very difficult in many cases to
observe results within the time frame in which programs will operate and the
evaluation will be carried out. It may simply take more time for results to be
realized. We also recognize that although these programs are ambitious the
challenge is also a very large one. The results may be limited and, in some cases, we
may be limited in our ability to observe them with the available data or to observe

- 16 -

them at the level of detail we might prefer, for example, in terms of subgroups of
interest. We also recognize the challenge of linking specific programs to results in a
crowded environment where there may be other kinds of related initiatives being
carried out and where we are limited for the most part to non-experimental
evaluation designs. Nevertheless, using the kinds of analytic approaches we outline
below we will provide as much information as possible to evaluate the CalMHSA
portfolio of PEI initiatives.
Overview of the Evaluation Plan
Chapter 2 provides an overview of the PEI statewide programs and the logic
model framework we are using to evaluate them. Chapter 3 describes the statewide
evaluation approach and key research questions. Chapter 4 provides the evaluation
plan for the stigma and discrimination reduction initiative programs. Chapter 5
provides the evaluation plan for the suicide prevention initiative programs. Chapter
6 provides the evaluation plan for the student mental health initiative programs.
Chapter 7 provides the initiative and state level evaluation plans and Chapter 8
provides a plan for providing technical assistance to Program Partners to enhance
their evaluation efforts and provide information needed to conduct the Statewide
Evaluation.
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2. OVERVIEW OF PEI PROGRAMS AND EVALUATION LOGIC MODEL

The current chapter lays the foundation for the evaluation plan we present in
the next few chapters by 1) describing the CalMHSA PEI programs to be evaluated,
and 2) presenting an evaluation logic model that we used to organize information
on program activities and help us understand their potential impact.

PROGRAM-LEVEL DESCRIPTIONS
In order to provide a snapshot of each of the programs to be evaluated, we
describe each program in terms of their key activities. Additional information on
these activities, and how they will be evaluated, are provided in Chapter 3. In order
to provide a context for these activities, we also provide basic information on the
type of organization implementing the program and the regions of California and
populations that the programs intend to target. This information was drawn from
program partners’ proposals, scopes of work, and mainly in-person "Get To Know
You" visits conducted by statewide evaluation staff with staff from each program
partner, including their management, implementation and evaluation experts. After
each visit we provided the program partner with notes and incorporated any
changes or clarifications they provided. The programs are constantly evolving, so
the descriptions below are based on the materials available at the time this report
was written. We discuss the programs comprising each initiative area, in turn.
1) Stigma and Discrimination Reduction Programs
Disability Rights California (DRC)
DRC is an advocacy organization that provides legal services. It has offices in
Sacramento, Oakland, Fresno, Los Angeles, San Diego, and its program is targeted
statewide. The program’s key activities include interactive training on
understanding anti-discrimination laws/policies and the role that individuals can
play in eliminating stigma and discrimination. The training modules will target
specific populations TBD (e.g., schools, courts, law enforcement, health providers,
employers, human resource staff, landlords, consumers). They also plan to create
fact sheets and policy papers. They plan to coordinate their activities with other PPs
and to establish an advisor group. Target populations for their activities include
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schools, courts, law enforcement, health providers, employers and human resource
staff, landlords, and consumers and family members.
Entertainment Industries Council (EIC)
EIC is a non-profit organization that aims to use entertainment to bring
awareness. It is located in Los Angeles county, and its target populations include
media writers, producers, directors, performers, journalists and executives. EIC’s
key activity is an intervention for journalists and entertainment media to increase
positive portrayals and decrease negative portrayals of mental illness in the media.
Integrated Behavioral Health Project/Community Clinics Initiative (IBHP/CCI)
IBHP/CCI is an organization that provides resources, evidence-based
programming and evaluation, education and training to support community health
centers and clinics. They are located in San Francisco, but aim to have a statewide
impact. They plan to create training materials and a toolkit, and conduct training on
integrated behavioral health care models, programs, and services via both learning
communities for health care providers and stakeholder trainings (e.g., targeted
toward health plan administrators, workforce pipeline). They also intend to
distribute a policy recommendations report to local and state policy makers. Their
collaborative activities include coordinating activities with other program partners,
establishing an advisory group, and engaging upper-educational institutions in
curriculum development and training.
Mental Health Association of San Francisco (MHASF) program 1: Resource
Development Program
MHASF is a mental health education, advocacy, research and service
organization. They are located in San Francisco and their CalMHSA programs have
statewide targets. They have two funded CalMHSA programs, and this program
focuses on resource development. The program plans to identify and categorize SDR
training programs and disseminate SDR best practices to local organizations, youth
champions, and consumers. This will include developing manuals and trainings to
ensure model fidelity as well as an efficacy measure toolkit to facilitate selfevaluation of SDR program outcomes. Further, they will create a
database/clearinghouse to house and disseminate SDR best practices manuals,
trainings, and the efficacy measure toolkit. In addition to coordinating with other
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PPs, their planned networking activities include establishing a Research Leadership
Workgroup and conducting annual SDR conferences.
Mental Health Association of San Francisco (MHASF) program 3: Promising
Practices Program
MHASF’s Promising Practices program plans to conduct a statewide scan of
community-led SDR programs and collect information on communities served and
existing levels of efficacy. Results of this scan will be used to identify gaps in
community and cultural SDR programs. Within 8 regions of California, mini-grants
will be distributed to community partners to support a partnered evaluation of
emerging SDR programs using MHASF developed evaluation toolkits. The toolkits
will include training briefs, fidelity measures, program quality indicators, and trainthe-trainer manuals. They will create a database/clearinghouse to house and
disseminate training and evaluation materials developed by the Promising Practices
program. Further, they plan to train program staff/SDR advocates in the evidencebased toolkits and self-evaluation for culturally effective SDR training programs and
hold statewide information sessions. In addition to coordinating with other PPs,
they plan to establish an interdisciplinary network of state, regional, and local SDR
programs, and to create academic/community partnerships.
National Alliance on Mental Illness (NAMI) California
NAMI is a mental health education, advocacy, research, and service
organization. NAMI California is located in Sacramento, but its activities target
populations statewide. Their key activity is speaker bureau trainings on curriculum
targeting specific audiences. Specifically, their In Our Own Voice training targets
community groups, Breaking the Silence targets K-12 students, Parents and
Teachers as Allies targets teachers, and their Provider Education Program targets
gatekeepers such as health care providers and criminal justice personnel.
Runyon Saltzman & Einhorn (RSE) Inc.
RSE is an ad, marketing, and public relations (PR) agency located in
Sacramento. They are conducting a statewide, three-pronged social marketing
campaign directed at tweens ages 9-13, transitional age youth ages 14-24, and
adults with power over people with mental illness (e.g., teachers, doctors,
employers, etc.). The tween campaign consists primarily of online, print, radio, and
related materials as well as online microgames. For the transitional age youth
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campaign, RSE is developing and launching online ReachOut forums and ad spots
driving youth to the ReachOut website. For the adults with power, efforts involve
creating a California Public Television documentary, along with a PR outreach
campaign for the documentary, a website with documentary and other materials,
and a statewide speakers bureau to support the impact of documentary screenings
and other social marketing efforts. Other informational resources being developed
and implemented include a manual for Arts Stigma Reduction program for use with
an online Arts Network RSE is developing, a four-page special report for one edition
of an LA Youth publication, web-based trainings that are relevant to local agencies
conducting public relations outreach, and a clearinghouse for SDR social marketing
campaign materials in California. They plan to collaborate and coordinate with
other program partners.
United Advocates for Children and Families (UACF)
UACF is a mental health education, advocacy, research and service
organization located in Sacramento, with target populations statewide. They are still
selecting from among various activities: a speakers bureau, a train-the-trainer
program for Certified Equip, Educate and Support trainers (peer-to-peer mental
health education), Community Network Roundtables, community member
presentations, forums, keynote speeches, and activities with veterans. A menu of
activities will be selected by June 30. In addition, UACF plans to create a Gateway to
Hope website designed to reach underserved groups; expand and enhance its
current website to provide access to publications, event calendars, courses, services,
discussion forums and surveys. RSE plans to conduct speakers bureau trainings in
conjunction with RSE, coordinate activities with other PPs, and form partnerships
with Federal, State and Local resources and associations for veterans and their
families.
2) Suicide Prevention Programs
AdEase
AdEase is an ad, marketing, and public relations (PR) agency. It has locations
in San Diego, San Francisco, and San Jose, but its CalMHSA program targets all
regions of California (i.e., statewide). One of AdEase’s major CalMHSA activities is a
statewide social marketing effort focused on communicating warning signs and risk
factors for suicide to the general population so that they can help others. They also
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intend to help counties reach out to high risk groups. Their training/education
activities include media advocacy training, training for media, and a targeted
campaign for primary care physicians. Another key CalMHSA activity is
implementation of Your Voice Counts, a web-based tool to provide program partners
and others with a voice in the development of materials for statewide suicide
prevention, stigma reduction and student wellness activities. Target populations
include the general public, physicians, youth/students, non-English speakers,
rural/urban residents, suicide survivors, and local media advocates.
Didi Hirsch program 1: Suicide Prevention Network Program
Didi Hirsch is a community mental health center located in Los Angeles
county. Their crisis line is over 50 years old, the oldest crisis line in the United
States. The organization has two funded CalMHSA programs, and program 1 is
statewide in scope, targeting 10 crisis centers around the state. Their Suicide
Prevention Network program aims to bring together these crisis lines in developing
standard metrics, crisis line data metrics that all participating crisis lines will collect.
In addition to the statewide network, they are also establishing regional task forces
that will serve as best practice advisory boards. These regional task forces will
convene topic-specific workgroups on high-risk populations and identify a best
practice for each region. Didi Hirsch will publicize these best practices by helping
them get them accepted onto the national suicide Best Practices Registry (BPR)
website.
Didi Hirsch program 2: Regional & Local Suicide Prevention Capacity Building
Program
Didi Hirsch’s program 2 targets Los Angeles, Orange, Riverside, San
Bernardino, San Diego, Imperial and Ventura Counties in Southern California. The
major goals of this program relate to hotline and warmline service expansion. The
program expands their bilingual crisis line to include services in Korean and
Vietnamese, expands the hours of their Los Angeles County warmline and their
NAMI-OC warmline, and establishes a new ACCESS warmline in collaboration with
the Los Angeles County Department of Mental Health. Didi Hirsch is becoming the
dedicated crisis line for Southern CA counties, and they plan to do outreach to
counties to let them know that they are their dedicated crisis line and describe the
services they provide. They also plan to identify and compile a list of local resources

- 22 -

for their referral database so that they are better able to serve neighboring counties.
In addition, they plan to provide hotline and warmline data back to the counties
they are serving. While this program focuses largely on suicide prevention capacity
building rather than networks, there is still a key network component. Specifically,
the program establishes the Southern California Warmline Network, which will
work together to generate standard best practices for warm lines. Didi Hirsch will
then disseminate the network’s findings. This program particularly targets
Vietnamese and Korean Southern Californians, as well as individuals in the Southern
California counties listed above.
Family Service Agency of the Central Coast (FSACC)
FSACC is a community mental health center located in Santa Cruz. Its program
targets the Central Coast sub-region of the Bay Area. Its key CalMHSA activities
revolve around its crisis hotline, educational outreach, and web-based outreach. The
program plans to implement enhanced screening, training and supervision of its
volunteer hotline operators, purchase and implement an electronic call
management system (e.g., iCarol) for the hotline, network with other crisis
responding agencies, hotlines, and local mental health service providers to
coordinate services and share ideas, and attain American Association of Suicidology
(AAS) accreditation for the hotline. The program also plans to conduct training
activities, including trainings with support groups run by other organizations (e.g.
Hospice) to improve referrals for crisis or bereavement services, which they plan to
enhance. Finally, the program has plans to develop informational materials
including web-based outreach (workshops, community events, website) and
culturally competent educational materials. FSACC’s target populations include
crisis responders; community gatekeepers; at risk groups such as youth, elderly
adults, incarcerated adults, youth involved in the juvenile justice system, youth at
risk of gang involvement, veterans, and LGBTQ youth and adults; and survivors of
suicide loss.
Family Service Agency (FSA) of Marin
FSA Marin is a community mental health center that operates a hotline.
Located in Marin county, their program targets Marin, Sonoma, Solano, Napa, Lake,
and Mendocino counties. The program plans to expand their hotline service from
one to six counties, and to conduct outreach to targeted groups in each county. They
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intend to use needs assessment to identify specific communities to target (e.g., rural,
veterans, etc.) in the five new North Bay counties they are serving. They hope to
improve the quality and capacity of their hotline services by implementing an
electronic call management system (e.g., iCarol). With respect to training/education
activities, they plan to provide suicide prevention outreach to the larger community
and more targeted training and outreach to emergency responders. With respect to
networking activities, they are forming the North Bay Suicide Prevention Regional
Council, a collaboration of liaisons from each of the six counties listed above. The
Council plans to create individual county suicide prevention committees and action
plans based on local needs. More broadly, FSA Marin also plan to network with
other crisis responding agencies, hotlines, and local mental health service providers
to coordinate services and share ideas.
Institute on Aging
The Institute on Aging is a senior care organization located in San Francisco.
Their CalMHSA program targets elderly in Sacramento, El Dorado, Placer, Amador,
Sutter, Yuba, Yolo, Butte, Colusa, Glenn, Trinity, Humboldt, Lassen, Calaveras,
Tuolumne, Siskiyou, and Modoc counties, with a special emphasis on elderly
individuals living in rural areas. They maintain a hotline for older adults, and their
CalMHSA activities include development and implementation of an electronic call
management system for the hotline, attaining AAS accreditation, and networking
with other crisis responding agencies, hotlines, and local mental health service
providers to coordinate services and share ideas. Their program also includes
training activities, including developing and offering online training to health
professionals and gatekeepers in elderly suicide prevention; providing educational
sessions on elderly suicide to “The Effort,” a medical/behavioral health center in
Sacramento; and conducting community education and outreach. “The Effort” is also
in discussion with CalMHSA to expand their capacity to include online and text crisis
communication capacity.
Kings View
Kings View is a community mental health center, with a corporate office in
Fresno County and locations in 14 counties. Their program aims to establish and
publicize a new Central Valley Suicide Prevention Hotline that will be available
24/7. They will be training new volunteers as part of this process. They also seek to
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develop curriculum modules and training programs focused on developmental,
adjustment, and diversity issues. Their program targets Fresno, Madera, Mariposa,
Merced, and Stanislaus counties in Central California, and their target populations
include consumers and family members, public and private health providers, rural
communities, business community and employers, multicultural residents and
organizations, spiritual and faith-based organizations, youth and older adults,
LGBTQ community members and leaders, and educational staff and representatives.
Living Works
Living Works is a suicide prevention-intervention training company. Unlike
the other program partners, they are not located in California; their main office in
Calgary, Canada, with U.S. offices in Fayetteville, NC (US headquarters) and Seattle,
WA. As such, Living Works’ contract with CalMHSA is run through three California
subcontracts, with Didi Hirsch, Contra Costa, and the Effort, who are responsible for
administering Living Works trainings. The trainings to be administered include
safeTALK, ASIST, and eSuicide Talk. SafeTalk and ASIST are both training for
trainers (T4T) programs. SafeTALK T4T is a 2-day training that teaches skills to
deliver the safeTALK workshop, and ASIST T4T is a more intensive 5-day workshop.
eSuicide Talk is a 60-minute, online version of their “Suicide Talk” training that
provides more general knowledge training for community audiences. The online
program is currently under development. Living Works’ program targets a broad,
statewide population.
San Francisco (SF) Suicide Prevention
The SF Suicide Prevention contract is an umbrella contract for four crisis
centers (SF Suicide Prevention, Contra Costa, San Mateo/Star Vista, and Santa Clara)
that are all independent of each other. The four programs intend to meet regularly
and support the other four programs funded under the same contract. SF Suicide
prevention, Contra Costa, and San Mateo/Star Vista all plan to develop and/or
expand their chat and/or text capabilities. In addition, SF Suicide Prevention intends
to join the Contact USA network, supporting crisis chat responders. Santa Clara
intends to gain AAS accreditation for its hotline. All four programs intend to
implement community education and outreach to target populations, with San
Mateo/Star Vista and Santa Clara focusing on rural communities. More broadly, the
group of programs may also target LGBTQ individuals, adolescents, African
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Americans, seniors, Latinos, transition age young adults, Asian/Pacific Islanders,
and middle age adults in the Bay Area of California.
Transitions Mental Health Association
Transitions is a community mental health center located in San Luis Obispo.
They intend to use CalMHSA funds to attain AAS accreditation for their hotline, as
well as to establish warmlines in Santa Barbara. They also plan to establish a
regional provider network in Kern, San Luis Obispo, and Santa Barbara counties.
They plan to conduct outreach through their website. With respect to policies,
protocols, and best practices, they intend to expand the role of their Peer Advisory
and Advocacy Team and to develop protocols to identify and disseminate best
practices. While their program primarily targets consumers in Kern, San Luis
Obispo, and Santa Barbara counties, they plan to disseminate best practices to crisis
centers both regionally and statewide.
3) Student Mental Health Programs
California Community Colleges (CCC)
CCC is a community college system with 112 campuses throughout the state of
California. A major program activity is the development and implementation of
contracts to approximately 12 campuses, and provision of training and technical
assistance to support all 112 campuses. They will also conduct a regional
strategizing forum and regional trainings. Further, they will develop standard policy
protocols that can be adapted at each campus. They will build a regional structure to
support relationship building with neighboring CCC, CSU, and UC campuses,
community-based organizations (e.g., NAMI), and county mental health
departments; collaborate among campuses and with other CSU and UC programs to
identify best practices; and develop referral networks for students with mental
health issues. They plan to provide suicide prevention trainings to faculty and staff,
and to disseminate resources and materials online. The program aims to address the
mental health needs of student veterans in particular, but broadly targets students
in campuses across the state of California.
California Department of Education (CDE)
The CDE is a government agency that oversees K-12 education in the state of
California. Its headquarters are in Sacramento, but its CalMHSA program targets K-
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12 students and educators statewide. CDE will collaborate with the California
County Superintendents Educational Services Association to form a Student Mental
Health Policy Workgroup (SMHPW) to identify current best practices, to maximize
use of existing SMH resources, to make policy recommendations, and to identify and
reduce barriers to SMH programs. CDE will also expand Training Educators through
Recognition and Identification Strategies (TETRIS) Training and TETRIS train the
trainer (TNT) training, in order to bring early mental health education to school
personnel and frontline staff. Finally, the CDE will create a web-based clearinghouse
of information for educators.
California County Superintendents Educational Services Association (CCSESA)
CCSESA is a statewide organization of California’s 58 county superintendents
of schools. Like the CDE, CCSESA also targets students, faculty, and staff statewide.
Also like CDE, CCSESA will be participating in the SMHPW. CCSESA plans to facilitate
policy and protocol changes across systems that support effective use of resources
and coordination of support. Further, they plan to improve cross-system
collaboration on PEI programs across agencies within all counties, to support
technical assistance for SMH program development and implementation, and to
identify demonstration programs in each of the state’s 11 regions. Another key
activity is creation of an online clearinghouse of best practices. They also plan to
provide regional staff trainings to address identified needs, with the ultimate goal to
create a sustainable training and technical assistance infrastructure in each region.
California State University (CSU)
CSU is a university system with 23 campuses throughout the state of
California, and their CalMHSA program targets CSU students, faculty, staff, and
administrators statewide. The program will develop faculty/staff trainings to
identify and support distressed students and student trainings/curriculum to
improve problem solving, coping, help-seeking, and reduce discrimination. These
trainings will be implemented through sub-awards to each campus, and will focus
on needs identified through campus needs assessment. The program will also
develop a repository of information for faculty, staff, and students. CSU will also be
developing and disseminating a social marketing campaign across the entire
university system. CSU’s collaboration and networking activities will be focused on
increasing referral resources on and off-campus for at-risk students through
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campus collaboration with mental health and AOD prevention and treatment
services, veterans groups, and other community groups.
University of California (UC)
The UC is a university system with 10 campuses throughout the state of
California, and its CalMHSA program targets UC students, faculty, and staff
statewide. A key component of their CalMHSA program is faculty, staff, and student
trainings focused on how to respond to crisis, identify warning signs and refer a
student to mental health services. Another key activity is creation of an online
Redbook of resources and outreach material. The UC also plans to implement a
social marketing campaign targeted at students throughout the UC system. With
respect to networking activities, the program seeks to increase student access to
needed services through the expansion of referral relationships within and outside
campus community. Finally, the UC plans to implement a standardized online
suicide screening and referral program on each of the UC campuses.

EVALUATION LOGIC FRAMEWORK
A logic model is helpful in organizing the program activities described above
and helping to understand the mechanisms through which these activities may
impact outcomes of interest. We are specifically using a Structure-Process-Outcome
logic model (see Figure 2.1) in guiding our evaluation approach. This model allows
us to understand the different kinds of activities the program partners (PPs) are
implementing and how they affect both short-term and longer-term outcomes.
Structures refer to the PEI capacities and resources that program partners
are developing. Examples include development of networks, trainings, educational
resources, marketing campaigns, policies, and protocols. For instance, one CalMHSA
program is creating a suicide prevention network and developing standard metrics
for participating crisis lines, and several of the programs across all three initiative
areas are developing trainings.
Processes refer to the intervention activities that are delivered, and to whom.
They are the mechanism through which structures lead to outcomes. For instance, in
order for training structures to have an impact, people need to be participating in
the training. Some other examples of processes (beyond participation in training)
include exposure to outreach, exposure to social marketing efforts, and use of
hotline and warmline services.
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Short-term outcomes are the immediate targets of change. In the short-term,
processes may result in changes in attitudes, knowledge, and behavior. For instance,
a training would hopefully result in increased knowledge regarding the subject of
the training. A media campaign might result in changes in media coverage (a kind of
behavior) as well as changes in knowledge, attitudes, and potentially behavior
among those who view the media messages.
Key outcomes refer to the long-term negative outcomes that the programs
ultimately aim to reduce, such as suicide, discrimination, and student
failure/disengagement.
Each of these components is an important part of our evaluation approach. A
major focus of many programs is building capacity, so it is important that the
evaluation measure that capacity, which maps onto structures and processes in this
model. In addition, it is also important to evaluate the impact of those structures and
processes on outcomes, both immediately and in the longer-term.
This evaluation logic model framework was applied to each program. Draft
logic models were created based on programs’ statement of work, and logic models
were then refined during “Get to Know You” visits with each of the program
partners. The resultant logic models reflect all the activities programs are
developing and implementing, and the outcomes that they would hope would follow
from these activities. Note that the statewide evaluation logic models do not match
up with program partners’ own logic models, as they serve different purposes.
Program partners’ evaluation plans typically focused on their goals for structures
and processes (e.g., documenting number meetings and trainings conducted and the
number of people receiving trainings, participating in meetings, and receiving
services). Our statewide evaluation logic models include these process outcomes,
but also go on to include short-term and long-term outcomes. Note that while we
expect that many of the programs will ultimately impact longer-term, key outcomes,
and thus many of the logic models include these key outcomes, it is difficult to
evaluate this impact at the program level. That is, it is difficult to attribute changes
in the key outcomes to any particular program. As such, although key outcomes are
included in the program-specific logic models, we, for the most part, plan on
examining these outcomes at the initiative and statewide level rather than at the
program level, though we will look at them at the program level in a few cases,
where methods and resources permit.
Program-level logic models are provided in Appendix A.
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Evaluation Approach:
Structure-Process-Outcomes

Figure 2.1
Evaluation Logic Model
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3. EVALUATION APPROACH AND KEY RESEARCH QUESTIONS

CalMHSA asked the RAND team to conduct evaluations of each of the programs. In
this chapter, we provide an overview of the evaluation aims for program activities that will
be undertaken as part of the statewide PEI initiatives. First, we describe the organization
of program activities into six categories of core activities, and show which type of core
activities are being implemented by each program partner within each of the initiatives.
Then, for each type of core activity, we present key research questions that the evaluation
aims to answer.
Following this overview, chapters four through six present more detailed research
questions within each of the initiatives, and the methods we plan to use to conduct
evaluations of program activities within each of the initiatives. Chapter 4 presents the
detailed plans for the SDR initiative, chapter 6 presents plans for the SP initiative, and
chapter 6 focuses on the SMH program activities.
The plans for evaluation at the broader initiative level and statewide level are
discussed in chapter 7.
Core Activities
As described in chapter 2, each of the program partners is undertaking multiple and
diverse activities to develop program capacity and to implement delivery of promising
interventions. Looking across program partners, we found great diversity across partner
organizations in the specific goals and objectives of their program activities, including
diversity in the types of capacities and interventions being developed or enhanced, and the
targets of impact. However, there are also some similarities across program activities and
targets of impact that allow for some commonalities in research questions, research
methodologies, and data collection strategies. Our evaluation takes advantage of these
commonalities, when appropriate, to conduct program-level evaluations, and to facilitate a
broader evaluation at the initiative and statewide levels.
In this section we describe our organization of the many activities undertaken by the
program partners into six types of core activities -- those activities that program partners
are undertaking in order to disseminate or directly deliver PEI interventions. For each
category of activities, we describe the key evaluation research aims, which we pose as key
research questions. Our evaluation aims relate to each step in the evaluation logic model
presented in chapter 2. At the structure step, the evaluation aims to answer questions
about the resources or capacity that will be developed to implement a program activity. At
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capacity to achieve program goals and to whom it was delivered -- for example, what was
the reach or dissemination of the activity to targeted populations. At the short-term
outcome step, the evaluation aims to answer questions that focus on the impact of the
activity on those in the target populations who participated or were exposed to it. Longerterm key outcomes are discussed as part of the broader statewide and initiative-level
evaluation plans in chapter 7.
We organized the core activities that programs are undertaking into six categories: 1.
Activities to directly influence policies, procedures, and best-practices; 2. Networking and
collaboration among program partners, and of program partners with other organizations;
3. Development and dissemination of informational resources; 4. Training and education
of various target populations, including gatekeepers, speakers, school personnel, hotline
staff, and speakers; 5. Social marketing campaigns and interventions to influence media
production; and 6. Operation of hotlines and warmlines. Table 3.1 below provides a
summary of core activities that Program Partners are undertaking.
As can be seen in Table 3.1, all of the program partners have planned multiple core
activities. Most are engaging in activities to influence policies, protocols, or procedures.
Nearly all are networking and developing collaboration that is directly relevant to their PEI
interventions; however, some of their plans to do so are much more extensive and central
to their program goals than others. And most are also engaging in development and
dissemination of informational resources targeting community audiences, and in
conducting training or other in-person educational activities. A social marketing campaign
is a core activity in each initiative. Within the Suicide Prevention initiative, most of the
program partners’ core activities include operation of hotlines and warmlines. A more
detailed version of the table below, describing the specific activities for each program, can
be found in Appendix B.
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Program by Core Activity Matrix

Policies, Protocols,
Procedures
Stigma and Discrimination Reduction
DRC
X
EIC
X
IBHP/CCI
X
MHA of SF #1
X
MHA of SF #3
X
NAMI
RSE
X
UACF
Suicide Prevention
AdEase
Didi Hirsch #1
X
Didi Hirsch #2
X
FSACC
FSA Marin
Inst. On Aging
Kings View
X
Living Works
SF Suicide Prev
X
Transitions MH
X
Student Mental Health
CCC
CDE
X
CCSESA
X
CSU
UC

Networking &
Collaboration

Informational
Resources
targeting
community/
student audiences

X
X
X
X
X
X
X
X

X

X
X
X
X
X
X

X
X
X

X
X

X
X
X

X

X
X
X
X
X

X
X
X
X
X

Trainings/
Education

X
X
X
X
X
X
X
X
X
X

Social Marketing
campaigns &
interventions to
influence media
production
X

X
X
X
X
X
X
X

X
X
X
X
X
X
X
X
X
X

Hotline &
Warmline
operations

X
X

X
X

- 33 Key Research Questions for Each Core Activity
In this section, we provide key research questions for each core activity. Key
research questions are based on evaluation criteria for assessing the structure, process,
and outcome of the key activity. At the structural level, we pose research questions about
the objectives and content of PEI resources that are developed by program partners, and
about their sustainability. At the process level, we pose research questions about the
dissemination and use of those resources. At the outcome level, we pose research
questions about the short-term impact of the implemented activities on individuals
exposed to or participating in the activities.
1. Policies, protocols, and procedures. Some program partners are developing
resource materials and approaches intended to be used to influence policy change, to
inform organizational procedures, or to promote the adoption of best practices. These
policies, protocols, and procedures focus on organizational, institutional-level change.
Examples: DRC is developing 2 policy papers advocating for policy change where existing
laws and policies contribute to stigma and discrimination; the California Community
Colleges are developing student mental health emergency protocols; the California State
Universities are centrally developing curriculum modules that can be customized for
specific campus populations.
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POLICIES, PROTOCOLS, PROCEDURES: Key Evaluation Questions
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- 35 2. Networking and collaboration. All program partners are engaging in
networking and collaboration to share information, link with community resources, and/or
facilitate the dissemination of program activities to targeted populations. Many of these
collaborations are somewhat informal, with objectives of the collaboration broad or
vaguely defined. On the other hand, some of the collaborations are more central to the
program goals and represent the development of a key PEI program resource, such as Didi
Hirsch program 1’s Suicide Prevention Network and the California Department of
Education’s Student Mental Health Policy Workgroup. The RAND evaluation will focus on
these more central and strategically planned networks and collaborations.
Figure 3.2
NETWORKS, COLLABORATIONS: Key Evaluation Questions
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- 36 3. Informational resources. Many program partners are developing on-line or
print informational resources that are intended to inform broad community audiences or
service delivery organizations. In some cases, on-line resources are also intended to
feedback information from those audiences. For example: Integrated Behavioral Health
Project is developing a clearinghouse with resource materials on integrated care for service
delivery organizations; the University of California is developing a clearinghouse of
resources to be shared with other higher education systems, county mental health, and
other community partners; AdEase is developing an online forum to gather feedback on a
suicide prevention marketing campaign and to disseminate a campaign toolkit to counties.
Figure 3.3
INFORMATIONAL RESOURCES: Key Evaluation Questions
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- 37 4. Trainings/education. Many program partners are training various types of
gatekeepers (such as educators or health providers), training speakers who make
presentations to community audiences, and/or directly delivering educational
presentations to community audiences. For example: NAMI will train regional trainers,
who will train speakers to deliver structured presentations tailored to different types of
audiences, and the California Department of Education will conduct train-the-trainer and
direct training of K-12 educators to promote identification and support of at-risk students.
Some programs’ training/education activities are a major focus of the program and are
well-defined, whereas other programs’ activities in this domain are secondary and more
informal. The RAND evaluation will focus on selected well-defined trainings that represent
major program activities.
Figure 3.4
TRAINING AND EDUCATION: Key Evaluation Questions
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5. Social marketing campaigns & interventions to influence media production.
Several programs are launching social marketing campaigns or interventions, and this is an
extensive and major activity for three programs. AdEase is launching a statewide suicide
prevention social marketing campaign, and is engaging in media advocacy training with
reporters, and with suicide survivors. RSE is launching a statewide stigma reduction social
marketing campaign. EIC is intervening to alter the journalism and entertainment media
environment.
Figure 3.5
SOCIAL MARKETING CAMPAIGNS/MEDIA PRODUCTION: Key Evaluation Research
Questions

Structure



Are messages consistent

Process


What is reach and

with evidence base?

frequency of message

To what extent are

exposure?

Outcome
(Short-term Outcome)


marketing campaigns/

messages tailored to be

entertainment

relevant and acceptable

media/journalism

to targeted/underserved

coverage, in

populations?


Are messages efficacious?



Are social marketing
campaigns likely to be
sustained beyond the
contract period?

Public awareness of social

targeted/underserved
populations


Do those exposed to the
messages have improved
knowledge, attitudes, or
behaviors?

6. Hotline and warmline operations. Many of the Suicide Prevention Initiative
program partners are carrying out activities that are either expanding the availability of
local hotlines and warmlines and/or focused on improving the quality of the lines, for
example by meeting standards for accreditation.
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HOTLINE/WARMLINE OPERATIONS: Key Evaluation Questions
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4. EVALUATION PLAN FOR STIGMA AND DISCRIMINATION
REDUCTION ACTIVITIES

Our planned evaluation will focus on a set of common activities planned across the
Stigma and Discrimination Reduction (SDR) initiative funded programs, specifically 1)
policy, procedures and best practice efforts, 2) activities to enhance collaborations and
linkages, 3) efforts to develop and provide informational resources, 4) training/educational
activities, and 5) media/social marketing campaign and awareness activities. These five
sets of activities are all designed to contribute to the same common outcomes, increased
knowledge related to mental illness, reduced stigma and discrimination for people with
mental illness (PWMI), and increased help-seeking among PWMI. In all five activity areas,
our evaluation will follow the four steps in the logic model framework we are using for
programs, assessing changes in structures, processes, short term and long term outcomes,
as illustrated in Figure 4.1. Note that since the strategic plan was written, another SDR
program partner, Mental Health Association in California (MHAC) was funded, and
although this program is not detailed in this report we will be including it in the evaluation.
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Overview of Stigma

In the following sections, we provide greater detail on the planned approach to
evaluating each of the major stigma and discrimination reduction activity areas, including
the structure, process, and short-term outcomes in each area. In the final section, we
provide the framework for assessing changes in long-term outcomes in stigma and
discrimination that may arise from Stigma and Discrimination Reduction initiative funded
programs.
Activity 1: Policies, Protocols, and Procedures
Aim 1. Are the policies, protocols, and procedures being developed and
disseminated by the Stigma and Discrimination Reduction initiative funded
programs increasing knowledge, reducing stigma and discrimination, and increasing
help-seeking among persons with mental illness?
Six SDR initiative funded programs are developing policies, protocols, and
procedures related to reducing stigma and discrimination. These include the programs and
their planned activities highlighted in Table 4.1 below.
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Policy, Protocol, and Procedure Activities of SDR Programs
Stigma and Discrimination
Reduction Program
DRC
EIC

IBHP/CCI

MHASF Promising Practices

Policy, Protocol, Procedure
Policy papers
Media/Social Marketing toolkits; mobile app;
Picture This publications; other resources for
media professionals (newsletters, fact sheets, email
blasts); website additions
Development of policy recommendations and
strategies to advance recommendations for
integrated care through a report to local and state
policy makers; development and dissemination of
resource materials/toolkit; establish CCI as a
clearinghouse for TA
Literature review and set of quality indicators for
SDR programs; identification of promising
practices/community-led SDR programs;
development of protocols for Promising Practices
evaluation; list of Promising Practices programs
parameters; development of trainings and toolkits
for SDR program development and evaluation;
database/clearinghouse website of promising
practices for conducting an evaluation of SDR
programs; evaluate 6-8 promising practices
programs

MHASF Resource
Development

Create a framework, instruments and assessment
tools for evaluating existing evidence based SDR
training programs; assess existing SDR training
programs in CA, referring programs not ready for
development to MHASF Promising Practices;
development of manuals, toolkits, trainings,
protocols and procedures for community-led SDR
training and evaluation for programs with
threshold effectiveness; clearinghouse for abovethreshold evidence based programs

RSE

Manual for Arts Stigma Reduction program

Figure 4.2 illustrates our approach to evaluating the policy, procedures, and best
practice development activities being conducted by the SDR initiative funded programs

- 43 with respect to structure, process, and short-term outcomes. Below we provide more
detail regarding our strategies and methods for evaluating each aspect.

Figure 4.2
Evaluation of the SDR Policy, Protocol and Procedure Activities

Aim 1a. What is the nature of the policies, protocols, and procedures developed by
the Stigma and Discrimination Reduction initiative funded programs? (structure)
RAND will selectively review the key policies, protocols, and procedures developed
by the SDR initiative funded programs. The most central of the materials describing them
will be examined to assess the content, purpose, and structure; target population for the
policy/procedure/best practice; the feasibility of implementation; and the degree to which
the policy/procedure/best practice is evidence-based and adapted for the target
population.
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accessed/disseminated, adopted and implemented and by whom? (process)
To assess the adoption and use of the policies, protocols, and procedures, we will first
assess the dissemination to target audiences. For the programs that create policy papers,
manuals and reports we will work with the funded programs to develop methods for
collecting data regarding the means of distribution of the policy information, as well as the
characteristics of the organizations and individuals to whom the policy papers and reports
were distributed. Possible measures include the method of distribution to organizations
and individuals (e.g., mail, in-person training sessions, conferences), type of organization to
whom policy information was disseminated, demographic characteristics of individuals
receiving policy information or their constituents (e.g. race/ethnicity, language, age,
gender, professional/organization affiliation), and quantity and content of policy
information disseminated. An example of a possible measure of dissemination of the EIC
mobile application designed for use by entertainment and news industry writers is the
number of downloads of the application. To assess the magnitude and use of the websites
containing program materials, RAND will work with the CalMHSA Stigma and
Discrimination initiative funded programs to evaluate website usage using website
analytics, such as Google Analytics. Examples of possible measures include the number of
unique users, the number of returning users, the amount of time spent on different parts of
the website, and the number of page views. RAND will also work with the programs to
integrate information into their site that will allow RAND to assess which resource
materials are downloaded most frequently, and if videos are available, which videos are
viewed most commonly.
We may also work with programs to develop processes to follow-up with those who
received the policy papers or reports to determine whether and how the policy, procedure,
or best practice was adopted or implemented. For EIC, we hope to help them track use of
their toolkits and other information to develop news and entertainment stories and
determine where and when such stories were placed. For example, to evaluate their
mobile app, we might work with EIC to require registration for application use, and
administer assessments through referral to a web survey or via email. For all websites
designed primarily for use by community agency and program staff, we will work with the
CalMHSA Stigma and Discrimination initiative funded programs to integrate a brief
registration process to allow an assessment of who is using such sites and to facilitate any
subsequent surveys. Where registration is not feasible, we hope to implement a brief
anonymous web survey that captures characteristics of users, though would not allow us to
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identifiers..
Aim 1c. What changes resulted from the policies, protocols, and procedures? (short
term outcomes)
To assess the impact of the policies, protocols, and procedures on those receiving
the information, we will work with select SDR initiative funded programs to administer
follow-up surveys to assess any changes resulting from adoption or implementation of the
policy, procedure or best practice. For example, users who are downloading materials
from web sites may be asked to complete a short registration process, as noted above.
Approximately 6 months after materials are downloaded, we may administer a follow-up
survey to determine how the materials were used and whether they were shared with
other professionals. For DRC and IBHP/CCI this might involve asking about any changes at
institutions resulting from receipt of their policy papers and reports. For the MHASF
Resource Development and Promising Practices programs as well as the RSE Arts manual,
we might include questions on whether a program was adopted or implemented and any
perceived changes resulting from the implementation. For EIC, information regarding
changes might come from a follow-up survey of media professionals as well as EIC’s
content analysis of the media environment pre- and post- program implementation.
Activity 2: Networking and Collaboration
Aim 2. Are the networking and collaboration activities of the Stigma and
Discrimination Reduction initiative funded programs increasing knowledge,
reducing stigma and discrimination, and increasing help-seeking among persons
with mental illness?
All of the SDR programs are planning on coordinating their activities with other
program partners, including programs in the other initiative areas. Many also have
specified particular activities on which they plan to collaborate, sometimes with specified
program partners, local affiliates, or key external organizations. As part of our examination
of program implementation experiences, we will examine key relationships among
CalMHSA SDR programs. In addition, many of the SDR programs are planning to establish
and convene advisory groups to guide their work and/or to conduct meetings or
conferences on stigma and discrimination reduction topics, or work closely with local
affiliates. An overview of activities for all eight programs is noted in Table 4.2 below.
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Networking and Collaboration Activities of SDR Programs
Stigma and Discrimination
Program
DRC
EIC
IBHP/CCI

MHASF Resource
Development
MHASF Promising Practices

NAMI
RSE
UACF

Networking and Collaboration
Coordinate activities with PPs; establish advisory
group
Coordinate activities with PPs; establish advisory
group
Coordinate activities with PPs; establish advisory
group; leverage partnerships among IBHP, advisory
group, program partners, consumers, including
engaging upper-educational institutions in
curriculum development and training
Coordinate activities with PPs; establish
interdisciplinary network of state, regional, and
local SDR programs ; collaborate on dissemination
with a broad range of stakeholders
Coordinate activities with PPs; create
academic/community partnership of SDR program
implementation and evaluation; CA Multicultural
Mental Health Summit or other policy or
community presentation/conference
Coordinate activities with PPs; collaboration with
and oversight of regional affiliates
Coordinate activities with PPs; facilitate
networking with art programs
Coordinate activities with PPs; Community
Network Roundtable
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Evaluation of the SDR Program Networking and Collaboration Activities

Aim 2a. What are the key collaborative relationships developed by the Stigma and
Discrimination Reduction initiative funded programs? (structure)
To obtain a general overview of the numbers and types of collaborative relationships
among program partners we will conduct a brief review of meeting dates, relevant
documents such as participant lists, conference programs, membership lists for advisory
boards, and quarterly reports.
We will also assess collaborative relationships and networking activities using key
informant interviews. The purpose of these interviews is more generally to assess program
implementation experiences. As part of them we will seek to determine what key linkages
and partnerships have been established or enhanced by CalMHSA support, and why those
connections were made.
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Stigma and Discrimination Reduction initiative funded programs? (process)
This portion of the evaluation will use the methods described above (document
review and key informant interviews) to assess the nature and depth of the collaborative
relationships, the manner in which these collaborative relationships are being established
or maintained, and the perceived quality of the linkages being made. We will also assess
any problematic collaborations and barriers to collaboration experienced by program
partners as part of the key informant interviews.
Aim 2c. Did the collaborative relationships that were established or enhanced by
Stigma and Discrimination Reduction initiative funded programs result in improved
availability, accessibility (including access for diverse targeted/underserved
populations), use, and quality of services? (short term outcomes)
This portion of the evaluation will be based on the key informant interviews
described earlier. For this portion of the key informant interviews, we will assess
perceptions of improved availability/accessibility of services, and the coordination of
services and reduction of duplication. We will also determine the extent to which the
interview respondent attributes these changes to the networking and collaborationbuilding activities of the program.
Activity 3: Informational Resources
Aim 3. Are the informational resources being developed by the Stigma and
Discrimination Reduction initiative funded programs increasing knowledge,
reducing stigma and discrimination, and increasing help-seeking among persons
with mental illness?
Three CalMHSA Stigma and Discrimination initiative funded programs will be making
a range of informational resources available that are targeted toward general audiences.
These programs and their planned resources are highlighted in Table4.3 below.
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Informational Resource Activities of SDR Programs
Stigma and Discrimination
Program
DRC
RSE

Informational Resource

UACF

Create website Gateway to Health; expand and
enhance current website (publications, calendars,
services, forums)

Reports; fact sheets
Special report for one edition of LA Youth; website
clearinghouse for SDR social marketing campaign

In Figure 4.4 below, we describe our approach to evaluating the informational
resources for the structure, process and short-term outcome components.
Figure 4.4
Evaluation of the SDR Program Informational Resource Activities
ACTIVITY

Informational
resources

What will be
evaluated?

How will it be
evaluated?

STRUCTURE

Resource
Content and
Audience

PROCESS

Resource Use

SHORT TERM
OUTCOMES
Improved user
knowledge
and attitudes

What is the
number, nature,
and audience for
available resource
materials?
To what degree
are the websites
hosting online
resources
navigable and
sustainable?

How often and by
whom were
resources
accessed?

What was the
perceived utility
and reported use
of informational
resources?

For all resources,
review of resource
materials
For online
materials, expert
review of website
for quality and
sustainability

For online
resources, website
analytics, survey of
registered users,
pop-up survey for
general users
For offline
resources, survey of
recipients

For online
resources, survey
of registered
users, pop-up
survey for general
users
For offline
resources, survey
of recipients
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CalMHSA Stigma and Discrimination initiative funded programs? (structure)
RAND will selectively review the key informational resources developed and
supported by the CalMHSA Stigma and Discrimination initiative funded programs.
Materials will be examined to assess the topics covered, whether the topics, policies and
laws addressed are consistent with the empirical and theoretical literature on SDR, the
breadth of the stigma and discrimination issues addressed, (e.g. do they address the needs
of the general population as well as the needs of specific populations), and the intended
audience.
Aim 3b. How often were the materials accessed and by whom? Did the materials
reach key diverse subgroups based on race, sexual orientation, and age? (process)
To assess the use of informational resources, we have developed strategies for
evaluating informational resources made available online and those made available
through other means.
To assess the magnitude and use of the websites containing online materials, RAND
will work with the CalMHSA Stigma and Discrimination initiative funded programs to
evaluate website usage using website analytics, such as Google Analytics. RAND will also
work with the programs to integrate information into their site that will allow us to be able
to assess which resource materials are downloaded most frequently, and if videos are
available, which videos are viewed most commonly. Further details are described under
Activity 1, above.
For websites designed primarily for use by the general population, we anticipate that
users may want to access the site anonymously. There, rather than use a registration
process as we do for Activity 1 (above), we plan to work with CalMHSA Stigma and
Discrimination initiative funded programs to integrate a pop-up link to a survey that users
will be able to complete anonymously. The survey will assess the perceived utility of the
site among individuals who complete the pop-up linked survey and characteristics of these
individuals.
For informational resources that are not hosted online, we will work with CalMHSA
Stigma and Discrimination initiative funded programs to collect data regarding the means
of distribution of such resources, as well as the characteristics of the organizations and
individuals to whom the resources were distributed. Possible measures include the
method of distribution (e.g., mail, in-person training sessions), sociodemographic
characteristics of individuals receiving resources (including race, ethnicity, age, and sexual
orientation), and quantity and content of resources delivered.
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This portion of the evaluation will be based on information gathered from users of
informational resources. The goal will be to assess perceived utility, quality, and likely use
of the informational resources.
For websites which we plan to collect this as part of a pop-up screen containing an
invitation to complete a brief survey, as under Aim 3b. immediately above. For
informational resources that are not hosted online, we will work with CalMHSA Stigma and
Discrimination initiative funded programs to direct individuals to whom the resources
were distributed to the online survey.
Activity 4: Trainings/Education
Aim 4. Are the trainings or educational programs being conducted by the CalMHSA
Stigma and Discrimination Reduction (SDR) initiative funded programs improving
mental health knowledge and reducing stigma and discrimination?
All of the SDR programs are conducting trainings or educational programs aimed at
enhancing mental health knowledge and reducing stigma and discrimination (summarized
in Table 4.4 below). The trainings and educational programs vary in specific areas of
content focus as well as in the intended targeted audiences. For instance, IBHP/CCI
trainings are focused on increasing awareness and capacity for the provision of integrated
behavioral health services by targeting health care providers, administrators, and the
workforce pipeline. DRC trainings center on increasing knowledge and enforcement of
anti-discrimination laws and policies among key gatekeepers. NAMI, MHASF, RSE, and
UACF are employing speaker bureau trainings, which are intended to cultivate a cadre of
spokespersons who can deliver effective SDR messages to a broad array of audiences. In
the cases of speaker bureau trainings, we will be evaluating the impact of the speaker
educational programs or workshops on targeted audiences. We will conduct more
intensive evaluations of training activities for key programs and trainings, and less
intensive evaluations of other trainings.
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Training/Education Activities of SDR Programs
Stigma and
Discrimination
Program
DRC
EIC
IBHP/CCI

Training/Education
In person training; training on understanding anti-discrimination
laws/policies; training modules (audiences to be determined)
Briefings on top mental health media issues to entertainment
writers and journalists; workshops/trainings for mental health
stakeholders to assist them in working with the media
Provider trainings via local and regional meetings, learning
communities, and monthly webinars, targeting primary care
physicians, case managers, and administrators and mental health
clinicians and administrators; stakeholder trainings for health
plan administration, colleges/universities/professional schools,
other school settings, and public officials

MHASF
Resource
Development

Training for 120 program staff/advocates including youth,
consumers, and family members (over 2 years) in SDR evidence
based program delivery and evaluation; training for an additional
200 program staff/advocates annually (400 total) on how to use
SDR resources; annual training conferences in years 2 and 3

MHASF
Promising
Practices

Training for 120 program staff/advocates including youth,
consumers, and family members (over 2 years) in SDR delivery
and evaluation through training conferences, workshops, and
webinars

NAMI

Training for NAMI programs In Our Own Voice (community
groups); Breaking the Silence (K-12); Ending the Silence (high
school); Parents and Teachers as Allies (teachers and school
administrators); Provider Education Program (e.g., gatekeepers –
criminal justice, health care providers)

RSE

Establish speakers bureau; campaign spokespeople training for
speaker workshops/CPT documentary screenings; web-based
trainings; Asian Pacific Islander influencer organizations/key
leaders trainings on delivering culturally relevant SDR messages
Speaker bureaus training (with RSE);
train-the-trainer program for Certified Equip, Educate and
Support trainers ;
Community Roundtable; family member and professional forums;
keynote speeches; other public outreach

UACF
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education for the structure, process and short-term outcome components.
Figure 4.5
Structure, Process, Outcome Model for Trainings/Education
ACTIVITY

Training/Education

What will be
evaluated?

How will it be
evaluated?

STRUCTURE

PROCESS

SHORT TERM
OUTCOMES

Training/
Educational
Content

Reach and
Implementatio
n of Training/
Education

Improved
mental health
knowledge
and attitudes

What is the reach
of the training or
education?
How are trainings/
educational
programs being
implemented?

Knowledge about
mental health
disorders &
treatment
Attitudes toward
PWMI

Is the training/
education:
•consistent with
the evidence
base?
•Relevant to
targeted/
underserved
populations?
•Sustainable?

Review of
training
or educational
materials
Surveys of
training or
education
program
participants

Program partner
records of
participant
attendance
Surveys of training
or education
program participants
Surveys of
trainers/speakers

Surveys of training
or education
program
participants

Aim 4a. Are the trainings or educational programs consistent with the evidence
base? Are they sustainable beyond the contract period? (structure)
Selected key training or educational programs administered by program partners
will be reviewed and described in terms of content/messages (e.g., types of information
provided, stereotypes countered), structure (e.g., formal instruction, interactive
discussions), length, and resources developed. Training and educational content and
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applicable.
The sustainability of the trainings or educational programs will be evaluated by
ascertaining the capacity developed via train-the-trainer and speaker bureau program
efforts. Sustainability will be assessed by documenting the number of trainers and
effective speakers added. Sustainability will also be determined with respect to
informational resources developed (see Aim 3).
Aim 4b. What is the reach of the trainings and educational programs? Are they
reaching key racial, ethnic, sexual orientation and age subgroups? How are trainings
and educational programs being implemented? (process)
The reach of the trainings and educational programs will be assessed using program
partner records of audiences targeted (e.g., gatekeepers, caregivers, PWMI). Program
partners will be asked to include (if not originally planned) attendance logs for trainings
and educational programs that will collect information on participant demographics (e.g.,
race/ethnicity, gender, age, occupation, organization affiliation).
The implementation of the trainings and educational programs will also be tracked
by the administration of surveys to program participants and, for select programs,
trainers/speakers. Program participants will be asked about the credibility, likability, and
degree of engagement of trainers/speakers particularly for programs that involve direct
contact strategies. Trainers/speakers will be surveyed about training/education materials
(e.g., ease of use, perceived effectiveness, strategies for engaging targeted audiences).
Aim 4c. Are trainings and educational programs improving target audience
knowledge, awareness, and attitudes? (short term outcomes)
To assess whether key trainings and educational programs are improving mental
health knowledge, awareness, and attitudes, pre-/post-surveys will be administered to
program participants. Survey domains will include knowledge and recognition of common
mental health disorders, beliefs about recovery and mental health treatment, and attitudes
and behavioral intentions toward PWMI.
Activity 5: Media/Social Marketing Campaigns and Interventions
Aim 5. Are the media interventions and social marketing campaigns being
developed by the Stigma and Discrimination Reduction initiative funded programs
increasing knowledge, reducing stigma and discrimination, and increasing helpseeking among persons with mental illness?
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conducting social marketing campaigns or media interventions as a central part of their
activities. The programs and their planned activities are highlighted in Table 4.5 below.
Table 4.5
Media/Social Marketing Activities of Stigma and Discrimination Programs
Stigma and Discrimination
Program
EIC
RSE

Media/Social Marketing Activities
Intervention for media to increase
positive/decrease negative portrayals of mental
illness
Three pronged social marketing campaign directed
at tweens, transitional age youth, and adults with
power over PWMI, including ads, PBS
documentary, ReachOut Forums, website with
games

Figure 4.6 illustrates our approach to evaluating the policy, procedure, and best
practice development activities being conducted by the CalMHSA Stigma and
Discrimination initiative funded programs with respect to structure, process, and shortterm outcomes. Below we provide more detail regarding our strategies and methods for
evaluating each aspect
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Evaluation of the Stigma and Discrimination Media/Social Marketing-Related
Activities
ACTIVITY

STRUCTURE

PROCESS

Media Intervention

Messages
Created or
Influenced

Message
Exposure

What will be
evaluated?

How will it be
evaluated?

Do messages
follow best
practices for
SDR?
Are they tailored
to be acceptable
to targeted
audiences?
Are the messages
efficacious?

Review of
materials and
messages
Content analyses
Experimental tests
of immediate
effects of
message
exposure

What is the reach
and frequency of
message
exposure?
Was there an
increase in
positive
messages/decrea
se in negative?
Is message
dissemination
sustainable?

Track materials
dissemination, ad
placement,
frequency, audience
metrics
RSE & statewide
surveys
Content analyses

SHORT TERM
OUTCOMES
Improved
knowledge,
attitudes,
intentions,
behavior

Do those exposed
to messages have
less stigmatizing
attitudes/beliefs
and behavior
toward PWMI?
Is help seeking
and support giving
increased?

RSE & statewide
surveys
Visits to
ReachOut.com

Aim 5a. Do the messages created by SDR programs follow best practices (i.e., are they
consistent with theory and evidence)? (structure)
To assess consistency with the evidence base, we will undertake a qualitative review
of select messages and materials. For RSE, this will include messages created to educate
and drive youth to the ReachOut Forum (radio, print, online, as well as any hard copy,
billboards, etc.), the PBS documentary, and the content of the ReachOut forum discussions.
These messages will be evaluated against criteria derived from the SDR literature and our
conceptual model for SDR change (e.g., do they invoke empathy, depict dangerousness,
depict recovery). For EIC, we will draw upon the content analyses conducted pre vs post
intervention for information about the content of messages that may be attributable to
their efforts and their relation to the SDR evidence base.
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We will test message efficacy with a series of experiments in which small samples
from target populations are randomized to exposure to one of the SDR messages or to a
comparison message that does not directly address mental illness stigma. Attitudes toward
PWMI, mental health knowledge, and intentions (to seek treatment, support PWMI,
participate in ReachOut Forums, etc.) will be assessed immediately post message exposure
in both groups to determine the immediate impact of the messages when audiences are
directed to view them.
Aim 5c. What is the reach and frequency of message exposure? Do they reach
diverse targeted/underserved populations? (process)
This aim addresses the extent to which messages reached their target audiences and
the general public, and how often these groups were exposed to the messages. We plan to
obtain information from RSE regarding their media buys, and airings of the documentary
and ads about it on PBS. For EIC, we will work with them to track where writers, producers
and journalists have placed news stories, television episodes, plot lines, or characters using
the information they provide about mental health and illness. These data will tell us when,
where and how often messages appeared as a result of the programs’ efforts. We will
obtain audience metrics where possible (e.g. Nielsen, Arbitron and other ratings), including
metrics for RSE’s key age groups of tweens, transitional age youth, and adults 25 and older,
and metrics by race/ethnicity. This will tell us who was exposed to the messages and, on
average, how often, including whether messages are reaching the groups targeted by the
programs and a culturally diverse audience. Audience metrics will be supplemented with
information on message exposure collected by RSE in their surveys of transitional age
youth and adults with influence over PWMI. We will also assess exposure as part of our
statewide survey. We plan to ask respondents questions that tap into exposure to RSE’s
ads, the ReachOut forums, the documentary and associated ads on PBS, news stories about
people with mental illness, and television portrayals of mental illness. For the news stories
and television portrayals, we will assess both general exposure and exposure to specific
stories generated by EIC’s efforts. We use this wide range of sources to assess message
exposure because each has some limitations and gaps that the others will fill, providing a
more complete and valid assessment than any individual source.
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(process)
We will address this aim for EIC only, because RSE does not have the goal of changing
the general media climate. We will examine this by comparing pre-post results of the
content analyses of news and entertainment television media that EIC is conducting under
its scope of work.
Aim 5e. Are media/social marketing interventions likely to be sustained beyond the
contract period? (short-term outcomes)
We plan to conduct a qualitative assessment of this question, focusing on continued
message dissemination for RSE, and looking at both continued dissemination and
continued media influence for EIC, because of the very different ways in which they are
affecting the media environment. For RSE we can examine the extent to which messages
are being disseminated by individuals and organizations (e.g., do people refer others to the
RSE websites and is use of the sites increasing, are additional organizations showing the
PBS documentary or using clips from it), suggesting that this could continue with minimal
support beyond the funding period. For EIC we will look at whether television episodes
and news stories are available for repeat viewing on the internet, and whether plot lines or
characters are continuing within shows. For both RSE and EIC, we will examine costs
associated with further activity, broader organizational goals, funding, and infrastructure,
and the likelihood that the organizations themselves or other organizations would or could
continue their efforts.
Aim 5f. Do those exposed to the messages have less stigmatizing attitudes, beliefs
and intentions related to mental illness? (short-term outcomes)
To address this question for RSE, we will look at two separate questions, 1) whether
this occurred for transitional age youth and adults with influence over PWMI (two of their
three targets for change) and 2) whether this occurred for California adults more generally.
In both cases, we will examine shifts in attitudes and beliefs from prior to full campaign
roll-out to those expressed two years later, comparing the direction and amount of change
observed among those who report campaign exposure to those who do not. We will use
three sources of data to cover the three different populations of interest: RSE’s survey of
transitional age youth and their survey of adults with influence, and RAND’s statewide
survey of California adults.
For EIC, we will address this question for the general population of California adults
using the RAND statewide survey, examining whether those exposed to programming or
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pre to post intervention.
Aim 5g. Is help seeking and support giving increased among those exposed to
messages? (short-term outcomes)
We will answer this question only for RSE, and only for their transitional age youth
target population. A key goal of the RSE campaign for this group is to drive youth to the
ReachOut.com website and for them to participate in the ReachOut forum that RSE will
create with its partners. We will use web metrics to assess whether visits to ReachOut
increase pre vs post campaign, and track trends in visits to the forum. We may also assess
with a pop-up survey the extent to which youth are repeat visitors, activists in relation to
mental health (promoting this is an RSE goal), and whether they are visiting the forum to
give help and/or get help.
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5. EVALUATION PLAN FOR SUICIDE PREVENTION ACTIVITIES

The suicide prevention initiative will focus on 4 core types of activities planned
across the Suicide Prevention funded programs: 1) activities to enhance collaborations and
linkages, 2) training/educational activities, 3) social marketing campaigns and
interventions, and 4) operations of warmlines and hotlines. These four sets of activities are
all designed to contribute to the same common outcomes: reduce suicidal behavior. In all
four activity areas, our evaluation will follow the four steps in the logic model framework
we are using for programs and that align with the conceptual model we presented in
Acosta, et. al. (2012), assessing changes in structures, processes, short term and long term
outcomes, as illustrated in Figure 5.1.
Figure 5.1
Overview of Suicide Prevention Activities and Evaluation Components
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initiative1, ten are developing or expanding crisis response services and one (Didi Hirsch
#1) is developing a networking consortium of California crisis hotlines. In addition, AdEase
is conducting a social marketing campaign and LivingWorks is implementing what they
hope will be sustained training in crisis response and intervention skills geared towards
improving California’s capacity to prevent suicide.
In the following sections, we provide greater detail on the planned approach to
evaluating each of the major suicide prevention activity areas, including the structure,
process, and short-term outcomes in each area. In the final section, we provide the
framework for assessing changes in long-term outcomes that may arise from Suicide
Prevention initiative funded programs.
Activity 1: Networking and Collaboration
Though each of the suicide prevention programs have plans to form collaborations
with other program partners (PP) and community/national organizations, our Networking
and Collaboration Initiative will focus on evaluating those programs for which networking
and collaboration is a major goal. As such, the SP networking and collaboration analysis
will primarily focus on Didi Hirsch program 1, although we will do some minimal
evaluation of networking and collaboration activities for all program partners engaging in
these activities.
Aim 1. Are the networking and collaboration activities of the Suicide Prevention
initiative funded programs enhancing the capacity of crisis response in the
community, and increasing access to and the provision of high-quality care?
The main goals of the hotline and warmline consortiums are to network with other
agencies, coordinate services, and share ideas. Through these networking activities, they
will achieve the proximal goals associated with networking: enhancing the capacity crisis
responders in the community, and increasing access to and the provision of high-quality
care. We will examine the consortiums’ networking and relationships within the network
and with other programs and organizations. An overview of networking and collaboration
activities for all ten programs is presented in Table 5.1 below, including Didi Hirsch
program 1, which will be the major focus of the SP networking evaluation.

1

4 crisis centers are funded under the San Francisco Suicide Prevention grant.
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Networking and Collaboration Activities of Select Suicide Prevention Programs
Suicide Prevention Program
Didi Hirsch #1
Didi Hirsch #2
FSACC
FSA Marin

Inst. On Aging
King’s View
SF Suicide Prev – Contra Costa
SF Suicide Prev – Santa Clara
SF Suicide Prev – San
Mateo/Star Vista
SF Suicide Prev – SFSP
Transitions MH

Networking and Collaboration Activities
Establish suicide prevention network.
Establish regional and topical task forces and best
practice advisory boards.
Establish Southern California warmline network
Coordinate activities with PPs
Create community partnerships
Coordinate activities with Program Partners (PPs)
Create community partnerships
Coordinate activities with PPs
Create community partnerships
Form North Bay Suicide Prevention Regional Council
with 6 counties
Coordinate activities with PPs
Create community partnerships
Coordinate activities with PPs
Create community partnerships
Coordinate activities with 4 other SF PPs
Coordinate activities with 4 other SF PPs
Create community partnerships
Coordinate activities with 4 other SF PPs
Coordinate activities with 4 other SF PPs
Join Contact USA network (supports crisis chat
responders)
Coordinate activities with PPs
Create community partnerships with Kern, SLO, and
SB counties

Figure 5.2 describes our planned evaluation of the networking and collaboration
activities of the SP initiative programs.
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Evaluation of the SP Program Networking and Collaboration Activities

Aim 1a. What is the number and purpose of the collaborative relationships
developed by the Suicide Prevention initiative funded programs? (structure)
To evaluate the networking and collaboration structures, our evaluation includes
several methods to develop an in-depth picture of the collaborations built by Didi Hirsh’s
suicide prevention network. This portion of the evaluation will assess the number of
existing collaborations as well as new linkages established as a result of the program.
RAND will evaluate the breadth of collaboration by quantifying the number and type of
collaborations each of the consortium members has in place (e.g., MOUs, meeting
attendance sheets). These collaborations may range from relationships with other hotline
agencies, program partners, emergency responders, and other community agencies.
RAND’s evaluation goals will focus on identifying whether the collaborations existed,
whether CalMHSA funds were used to enhance or establish new collaborations, and
identify whether the organizations with whom program partners are collaborating with are
clinical or administrative in nature (e.g., receiving clinical training vs. computer set up
support).
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also conduct interviews with one or more key informants from Didi Hirsch. These
interviews will seek to determine how many linkages and partnerships have been
established or enhanced by CalMHSA support, which agencies or program partners have
been connected, and why those connections were made. We will request a list of group
members to determine the number of collaborations made.
Networking activities for other SP program partners will be assessed on a limited
basis, as part of assessment of program reach and examination of program implementation
experiences.
Aim 1b. What was the nature of the linkages that were established or enhanced by
Suicide Prevention initiative funded programs? (process)
This portion of the evaluation will use the methods described above (document
review and key informant interviews) to assess the nature and depth of the collaborative
relationships. Using the selection criteria outlined above, the key informant interviews will
seek to determine the extent to which collaborative partners are making connections, the
manner in which these collaborative relationships are being established or maintained, and
the perceived quality of the linkages being made. For example, we will evaluate whether
collaborations are sustainable after the program ends, and hypothesize that those
programs with more formal collaborations (e.g., MOUs, members of the National Suicide
Prevention Lifeline or organizations such as the Bay Area Suicide and Crisis Intervention
Alliance) will be more sustainable. Based on the key informant interviews with program
partners, we will evaluate the quality of collaboration on a number of dimensions,
including frequency of contact with collaborative partner, manner in which collaborative
partners interact, level of collaboration, and reciprocity of collaborative partnership (e.g.,
who initiates contact). To the extent possible, we will integrate standardized questions into
existing surveys to assess the level of collaboration.
Aim 1c. Did the collaborative relationships that were established or enhanced by the
Suicide Prevention initiative funded programs result enhanced crisis response, and
increased access to (including access for diverse targeted/underserved groups), and
quality of crisis response services? (outcomes)
This portion of the evaluation will be based on the key informant interviews
described above. For this portion of the key informant interviews, we will assess
perceptions of improved availability, accessibility, and quality of services, and may include
the availability of culturally and linguistically diverse resources and the coordination of
services and reduction of duplication. We will also determine the extent to which the
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Activity 2: Trainings/Education
Aim 2. Are the trainings or educational programs being conducted by the CalMHSA
Suicide Prevention (SP) initiative funded programs increasing awareness and
improving identification of individuals at risk?
The SP programs are conducting trainings or educational programs that can be
categorized into one of three domains: (a) community outreach and education that may
focus on suicide awareness generally as well as the skills necessary to identify persons at
risk and how to intervene with them; (b) training of media for responsible coverage of
suicide; and (c) LivingWorks’ contract that trains others how to deliver two of its
standardized trainings (i.e., ASIST and safeTALK).2 An overview of these trainings is
provided in Table5.2 below. However, for RAND’s evaluation, we will focus on (c),
LivingWorks’ contract that trains others how to deliver two of its standardized trainings
(i.e., ASIST and safeTALK).

2

As part of their hotline operations, many organizations also train hotline operators; we
include aspects of these trainings under that domain.
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Training and Education Activities of Suicide Prevention Programs
Suicide Prevention
Program
AdEase
Didi Hirsch #1
FSACC

FS Marin
Institute on Aging

LivingWorks

SFSP – Contra Costa
SFSP – San Mateo/Star
Vista
SFSP – SFSP
SFSP – Santa Clara

Training/Education Activities
Targeted campaign for primary care physicians.
Community suicide prevention outreach to target
populations
Conduct community education and outreach
Conduct trainings with support groups run by other
organizations (e.g. Hospice) to improve referrals for
bereavement services.
Expand bereavement support services
Community suicide prevention outreach
Training/outreach to emergency responders
Develop and offer online training to health
professionals and gatekeepers in elderly suicide
prevention
Committed to provide educational sessions on elderly
suicide to “The Effort” in Sacramento
Community education and outreach
Training for Trainers (T4T) programs in both safeTALK
and ASIST. SafeTALK T4T is a 2-day training that
teaches skills to deliver safeTALK workshop using
extensive manuals and role-play. ASIST T4T is a 5-day
workshop (2 day ASIST workshop; 3 days of getting into
smaller groups where people are taught to give the
training.)
Community education and outreach to target
populations
Community education and outreach to target
populations – focus on rural communities
Community education and outreach to target
populations
Community education and outreach to target
populations – focus on rural communities

In Figure 5.3 below, we describe our approach to evaluating the trainings or
education for the structure, process and short-term outcome components.
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Evaluation of the SP Program Training and Education Activities

Aim 2a. Are trainings relevant to diverse targeted or underserved populations? Are
they sustainable beyond the contract period? (structure)
To assess whether training and educational programs were adequately tailored to
targeted or underserved populations, surveys will be administered to training and
education program participants. Participants will be asked about the acceptability and
relevance of the training/educational program for their target population. Specifically,
RAND will explore the possibility of adding questions to LivingWorks’ post-training
surveys regarding whether materials were tailored to their cultural group/applicable to
people in their community. RAND will also attend a random portion of trainings conducted
by program partners and, where possible, we will qualitatively assess the acceptability and
appropriateness of training content to diverse populations.
LivingWorks’ core mission with CalMHSA funds is to sustain ASIST and safeTALK
training throughout the state. RAND will attend a portion of LivingWorks’ T4T trainings
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training. For example, methods may include booster/follow-up sessions (e.g., continued
resources for participants), assignment of mentor or leader/champion, and organization of
learning communities for continued conversation/attention to the topic. As part of its
business procedures LivingWorks collects information on trainings and trainers; thus,
RAND will incorporate the use of this data into its evaluation to track the number of
trainers and trainings conducted in the state, which can occur even after the conclusion of
the CalMHSA funding period.
Aim 2b. What is the reach of the trainings and educational programs? Are they
reaching key racial, ethnic, sexual orientation and age subgroups? How are trainings
and educational programs being implemented? (process)
LivingWorks tracks attendance at each of their trainings, so we will assess the
demographic (race/ethnicity, languages, age, gender) and geographic information (e.g.,
location of residence and employment) of participants. Using this information, we can
better understand the reach of trainings offered and the populations served. We will
pursue three complementary strategies to gauge the extent to which targeted/underserved
populations are reached. First, we will describe the types of organizations trained and their
demographic variables, if available. Second, we may assess whether trainings occurred
where they were needed (i.e., how many organizations attended trainings in counties with
higher rates of attempted suicide, as defined by the California Health Interview Survey, or
in counties with higher rates of suicide as indicated by vital statistics). Third, if available,
we may also assess the actual reach of trainings compared to stated targets by the program
partners (i.e., Did they reach the number of and type of people they sought to reach?).
Because LivingWorks is focused on T4T, we plan to also examine the secondary reach
of these trainings. All LivingWorks trainers are requested to provide information to
LivingWorks about when trainings are scheduled, and how many persons attended a given
training and their demographic profile of those in attendance. Using this data, we can
examine the secondary reach of these programs across relevant domains. We propose to
count the number of trainers trained, their distribution with respect to geography and
discipline, and their reach with respect to the number of Californians each subsequently
trains. There is a possibility that some of those trained do not provide this information to
LivingWorks after they offer training. As such, RAND will conduct random spot-verification
by contacting those who participated in a T4T to assess whether their records provided to
LivingWorks reflect the actual trainings they provided.
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Because LivingWorks has a standardized manual-based training that they are
teaching others to disseminate, RAND will attend a random portion of trainings taught by
individuals trained under a CalMHSA-funded T4T program to measure the fidelity of
trainings, measured by adherence to the training protocol and student engagement in the
training.
Aim 2d. Are training programs improving target audience knowledge and attitudes?
To guide our assessment of whether LivingWorks’ trainings are improving the target
audiences’ knowledge and attitudes, we turned to a conceptual model of gatekeeper
program efficacy and that is guiding our ongoing research on gatekeeper programs. This
model, shown in Figure 5.4 below, highlights that training programs generally focus on
education about mental health and suicide risk factors, resources available for persons who
may be at risk, and may include information on conducting risk assessment, listening skills,
and on the referral process. However, this education alone is not sufficient to lead to fewer
suicides and attempts, but is influenced by the factors that determine whether and how the
information is used. These facilitators (or barriers) include individual attributes (i.e.,
individual motivation, comfort-level, views about suicide, and other personal
characteristics), attributes of the actual training, as well as systemic or organizational
features that support (or restrict) gatekeeping behavior.
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RAND’s Conceptual Model of Gatekeeper Training Program Effectiveness

Thus, for our evaluation we plan to ask all adults over 18 who attend any of
LivingWorks’ trainings to complete a 10-minute survey relevant to some of these domains.
The survey will assess questions in individuals’ perception of the quality of the training,
their perceived and actual knowledge, self-efficacy/comfort level, reluctance/motivation to
act as gatekeepers, access to and communication with mental health services, gatekeeper
behaviors, personal attributes, attitudes about suicide/mental health, and their perceptions
on the importance of gatekeepers.
RAND will ask the same series of questions in our statewide survey of Californians to
establish Californians’ level of knowledge across these domains. We can then compare the
post-training assessment responses to the statewide responses to assess whether those
who received training are generally more knowledgeable and equipped to serve as
gatekeepers. To the extent that we aggregate responses across training programs, we will
include training-level fixed effects. To control for selection effects (i.e., those more
equipped to serve as gatekeepers are more likely to attend trainings, thereby artificially
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particularly the use of non-parametrically-derived propensity scores.
Activity 3: Social Marketing Campaigns and Interventions
AdEase is the only suicide prevention program actively using CalMHSA funds for
social marketing. Their planned activities are highlighted in Table 5.3 below.
Table 5.3
Social Marketing Activities of Suicide Prevention Programs
Suicide Prevention Program
AdEase

Social Marketing Activities
Statewide social marketing campaign focused on
communicating to general population the warning
signs and risk factors so that they can help others.
Help counties reach out to high risk groups. Social
marketing training for media and survivors

Figure 5.5 illustrates our approach to evaluating social marketing activities being
conducted by AdEase with respect to structure, process, and short-term outcomes. Below
we provide more detail regarding our strategies and methods for evaluating each aspect.
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Evaluation of the Suicide Prevention Social Marketing Activities

Aim 3. Is the media campaign conducted by the CALMHSA SP initiative funded
program (i.e., AdEase) improving knowledge about suicide and crisis intervention
skills?
Aim 3a. Do the messages created by Suicide Prevention programs follow best
practices (i.e., are they consistent with theory and evidence)? (structure)
To assess consistency with the evidence base, we will undertake a qualitative review
of the all messages and materials created by AdEase. All messages will be evaluated against
established criteria for the safe reporting and depiction of suicide (i.e.,
www.reportingonsuicide.org). We will also draw upon the AdEase content analyses
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may be attributable to their efforts.
Aim 3b. Are the messages efficacious? (structure)
We will test message efficacy with a series of experiments in which small samples
from target populations are randomized to exposure to one of AdEase’s messages or to a
comparison message that does not directly address suicide prevention. Domains similar to
those used to guide our evaluation of gatekeeper programs and described above
(knowledge, individual motivation, comfort-level, views about suicide, and other personal
characteristics) will be assessed immediately post message exposure in both groups to
determine the immediate impact of the messages when audiences are directed to view
them.
Aim 3c. What is the reach and frequency of message exposure? Do the messages
reach targeted/diverse groups? (process)
This aim addresses the extent to which messages reached their target audiences and
the general public, and how often these groups were exposed to the messages. We plan to
obtain information from AdEase regarding their media buys. These data will tell us when,
where and how often messages appeared as a result of the programs’ efforts. We will
obtain audience metrics where possible (e.g. Nielsen, Arbitron and other ratings), including
metrics for key demographic groups (Asian adults, Native American youth, Latina youth,
rural residents). This will tell us who was exposed to the messages and, on average, how
often, including whether messages are reaching the groups targeted by the programs and a
culturally diverse audience. Audience metrics will be supplemented with information on
message exposure collected by AdEase in their own, in-house survey of Californians. We
will also assess exposure as part of our two statewide surveys. We plan to ask respondents
questions that tap into exposure to AdEase’s ads and news stories about people who have
died by suicide. We use this wide range of sources to assess message exposure because
each has some limitations and gaps that the others will fill, providing a more complete and
valid assessment than any individual source.
Aim 3d. Was there an increase in positive or decrease in negative media messages?
(process)
We will address this aim by comparing results of the content analyses of news
coverage that AdEase is conducting under its scope of work.
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contract period? (process)
We plan to conduct a qualitative assessment of this question, focusing on continued
message dissemination of AdEase’s campaign. We can examine the extent to which
messages are being disseminated by individuals and organizations, suggesting that this
could continue with minimal support beyond the funding period. We will also examine
costs associated with further activity, broader organizational goals, funding, and
infrastructure, and the likelihood that the organizations themselves or other organizations
would or could continue their efforts.
Aim 3f. Do those exposed to the messages have improved knowledge about suicide
and confidence in their ability to intervene with a person in suicidal crisis?
(outcome)
To address this question, we will look at whether this occurred for California adults
and possibly examine whether this occurred in targeted adult subgroups (those with
mental illness, those touched by suicide, veterans, middle-aged white men, older adults,
Asian adults, and rural residents). To do so, we will examine shifts in attitudes and beliefs
from prior to full campaign roll-out to those expressed two years later, comparing the
direction and amount of change observed among those who report campaign exposure to
those who do not. We will use two sources of data to address these questions, as
appropriate: AdEase’s survey, and RAND’s statewide survey of California adults.
Activity 4: Hotline and Warmline Operations of Suicide Prevention Programs
Aim 4. Are the hotlines and warmlines that CalMHSA invested in improving
identification of individuals at risk, enhancing crisis response, and increasing access
to and the provision of high quality care?
Of the 13 program partners funded as part of CalMHSA’s suicide prevention
initiative3, ten are developing or expanding crisis response services. Funding will be used
for a variety of activities, from development of a crisis line, to accreditation or expansion of
an existing crisis line, to improving efficiency and quality through infrastructure
improvements. The different activities are presented in Table 5.4 below.

3

4 crisis centers are funded under the San Francisco Suicide Prevention grant.
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Hotline and Warmline Operations of Suicide Prevention Programs
Suicide
Prevention
Program

Hotline & Warmline Operations

Didi Hirsch #2

Expand bilingual crisis line
Expand LA County Warmline (more hours)
Establish new ACCESS Warmline
Expand NAMI-OC Warmline (more hours)
Identify and compile a list of local resources for referral database
Purchase and implement an electronic call management system (e.g., iCarol)
Attain AAS accreditation
Enhance screening, training, and supervision of volunteer operators
Network with other crisis responding agencies, hotlines, and local mental health
service providers to coordinate services
Expand local and national hotline service from 1 to 6 counties.
Develop and publicize hotline outreach materials for targeted groups in each
county
Purchase and implement a call management system (e.g., iCarol) to improve
quality and capacity (e.g., # of calls received, calls staff can de-escalate,
demographic data of consumers; consumers feel safer calling; Improved helpseeking)
Develop and implement an electronic call management system
Attain AAS accreditation
Network with other crisis responding agencies, hotlines, and local mental health
service providers to coordinate services.
Establish and market new 24/7 Central Valley Suicide Prevention Hotline
Train new volunteers
Expand chat capabilities

FSACC

FSA Marin

Inst. On Aging

Kings View
SF Suicide Prev –
Contra Costa
SF Suicide Prev –
San Mateo/Star
Vista
SF Suicide Prev –
Santa Clara
SF Suicide Prev –
SFSP
Transitions MH

Develop and expand chat and text capabilities
Attain AAS Accreditation
Develop and expand chat and text capabilities
Attain AAS accreditation
Establish Warmlines in Santa Barbara

In Figure 5.6 below, we describe our approach to evaluating the hotline and warmline
operations for the structure, process and short-term outcome components.
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Evaluation of the Suicide Prevention Hotline/Warmline Operations

Aim 4a. Are hotlines/warmlines operating consistently with best practices?
(structure)
There is no evidence-based standard of best practice to guide how
hotlines/warmlines operate. However, there are at least two processes that impose
standards on these lines. The first is accreditation; currently, crisis hotlines are most
commonly accredited by the American Association of Suicidology, but there are also
accreditations standards established by other organizations (e.g., CONTACT USA, the Joint
Commission [formerly JCAHO], Alliance of Information and Referral Systems [AIRS],
Commission on the Accreditation of Rehabilitation Facilities [CARF]). In addition, the
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whether a crisis line can join its network.
We will evaluate accreditation standards as well as those established by the NSPL to
identify minimum thresholds for performance. We will then evaluate each of the crisis
hotlines for meeting these standards. For those that are accredited or members of the NSPL
or that are planning on being accredited during the CalMHSA funding period, this can easily
be achieved through a review of their application (or re-accreditation) materials. For those
not accredited, not members of the NSPL, and not planning on becoming accredited or
joining the NSPL, we will conduct interviews with crisis center staff that ask questions
relevant to the accreditation standards.
Aim 4b. Are hotlines/warmlines integrated with relevant community resources?
(structure)
The efficacy of hotlines depends on community integration, including knowledge of
available resources for both emergency rescue and referral, as well as these resources
knowing and trusting the crisis hotline and its staff and volunteers. Through a combination
of reviewing application/accreditation materials, existing reports and MOUs, and
interviews with crisis staff conducted largely under Activity 1 of the SP evaluation plan,
RAND will document each center’s integration in the community, focusing primarily on
official MOUs each crisis center has established with local community agencies. In
recognition that some local agencies (i.e., police departments) are reluctant to provide an
official MOU, but may have unofficial letters or agreement or other arrangements, we plan
to interview crisis center staff to supplement this information.
Aim 4c. Are hotlines/warmlines likely to be sustained beyond the contract period?
(structure)
We plan to address this question in two ways. Through a review of their accreditation
materials or, for those not accredited, interviews with program staff, we will estimate the
cost of running each crisis hotline and the funding mechanisms that currently support
these organization. We will also integrate the results from Evaluation Aim 1a on the
sustainability of networks/collaborations, which we consider vital to hotline sustainability,
to help inform this evaluation question.
Aim 4d. Are hotlines accessible to and reaching those in need, including members of
diverse targeted/underserved populations? (process)
Crisis hotlines prevent suicide among the people who utilize them and third parties
who call on behalf of someone else. We intend to ask all respondents in RAND’s statewide
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undergoing an emotional crisis, and why or why not they would use hotlines, chat services,
or text services. To our knowledge, few studies have asked these questions in such detail.
Combined with demographic data, we can understand which groups of Californians are
more or less likely than others to use crisis hotlines and similar services.
Aim 4e. Are those who call receiving quality care during the call? (process)
We plan to evaluate quality of crisis hotlines by having trained reviewers listen to
calls and rate the services received. We plan to review a sample of calls received by each
funded crisis center to rate each on the quality of services received. For those participating
in chat or text conversations, we will review a sample of transcripts. Based on existing
studies (Mishara,2007; Gould, Munfakh, Kleinman et al.,2012) call operators can be
assessed on their accordance to standards established under Evaluation Aim 4a, including
conducting suicide risk assessments and intervening according to existing theories related
to active listening and collaborative problem-solving models.
Aim 4f. Are those who call benefiting from the call? (outcomes)
Using the same strategy as Aim 4e, we plan to have trained reviewers listen to calls
and rate changes in callers’ emotional state between the beginning and end of the call. For
those participating in chat or text conversations, we will review a sample of transcripts.
Based on existing studies (Mishara,2007; Gould et al.,2012), callers can be evaluated on
their level of suicidality or other indicators of distress measured by independent raters at
the beginning and end of the call. We can also assess whether emergency rescue personnel
were sent as a result of the call.
Aim 4g. Does the presence of suicide hotlines correlate with reductions in suicide?
(outcomes)
As the availability of crisis hotlines varies across counties, we will explore whether
the availability of crisis services is associated with lower rates of suicide at the countylevel. It will also require that we systematically document the availability of county-specific
crisis services in California over time, which may require an independent data collection
effort that includes surveying all operating crisis hotlines in the state, including those not
funded by CalMHSA. This analysis will require some assumptions, however, since all
counties may not have access to a county-specific crisis line, but all have access to the
National Suicide Prevention Lifeline. Reductions in suicides among diverse
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available from members of key groups.
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6. EVALUATION PLAN FOR STUDENT MENTAL HEALTH ACTIVITIES

Our planned evaluation will focus primarily on a set of common activities planned
across the Student Mental Health initiative funded programs to improve student mental
health, specifically 1) training activities, 2) activities to enhance collaborations and
networking, 3) activities or efforts to develop and provide informational resources online,
and 4) the adoption of policies, protocols, and procedures. These four sets of activities are
all designed to contribute ultimately to the same common long-term outcomes: improved
student mental health, increased access to appropriate mental health services, and a
decrease in negative mental health related school outcomes, such as school dropout. In all
four activity areas, our evaluation will follow the four steps in the logic model framework
we are using for programs, assessing changes in structures, processes, short-term and
intermediate outcomes, with ultimate goal of influencing long-term outcomes (as
illustrated in Figure 6.1).
We note that our logic model represents the sequence in which we would commonly
expect to see changes, rather than denoting specified time periods in which we would
expect to see changes. That is, we expect that the changes in the structures being
implemented by the Student Mental Health initiative funded programs will commonly have
occurred prior to there being changes in processes. Similarly, changes in processes must
usually be underway before there are any changes in short-term outcomes, and short-term
outcome changes will commonly precede observable changes in intermediate or long-term
outcomes. This distinction is important, as a number of the Student Mental Health initiative
funded program activities are devoted primarily to infrastructure building. These efforts
seek to establish the foundation that over time would be expected to result in improved
student mental health, but for which the impact on long-term outcomes, and in some cases
short-term outcomes, in many cases may not be seen during the early phases of
implementation, such as during the funded programs contract period. As we describe in
greater detail below, however, our planned evaluation will assess for changes in all four
steps in the logic model framework. This will allow us to monitor for any early indications
of program impact that may assist in the identification of particularly successful or
impactful activities that may warrant attention for more rapid dissemination. Our intent is
to establish the foundation for a robust evaluation over time that assesses the ultimate
impact of program activities on key outcomes, such as the school climate and student level
outcomes, for which changes will likely not be observed during the funded programs
contract period.
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Overview of Student Mental Health Activities and Evaluation Components

In the following sections, we provide greater detail on the planned approach to
evaluating each of the major student mental health program partner activities within each
of the major activity areas. We discuss the proposed evaluation of the structure, process,
and short-term outcomes in each area and implications to the eventual achievement of
long-term outcomes.
Activity 1: Trainings/Education
Aim 1. Are the mental health trainings being conducted by the CalMHSA Student
Mental Health initiative funded programs improving student mental health?
Each student mental health initiative funded program is conducting training (Table
6.1). All programs target faculty and staff, and the higher education programs also target
students. Faculty and staff training range from online resources to in-person didactics, but
all focus primarily on teaching faculty and staff to identify the warning signs of at-risk
students, supporting those students, and referring students to trained professionals.
Information gathered from our “get to know you visits” in higher education revealed that
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commented on the challenge of recruiting faculty to attend these trainings. In addition to
direct training of school personnel and students, the California Department of Education
also has a train-the-trainer model of implementation. Their intent is to train teams of
individuals from communities to train their own local school personnel in identifying early
mental health issues. Student trainings in higher education focus primarily on vulnerable
groups (e.g., student veterans, LGBTQ individuals, first-year students, graduate students).
Most training programs plan to collect training evaluation data, which will allow the RAND
evaluation team to complement existing data collection efforts.
Table 6.1
Trainings Being Conducted by Programs
Program Partner
California County
Superintendents
Educational Services
Association (CCSESA)
California Department of
Education (CDE)
California Community
Colleges (CCC)
Cal State University
(CSU)

University of California
(UC)

Training Activities
1. Regional staff trainings to address identified
needs (TBD) to be provided by an identified
pool of individuals with appropriate training
and technical assistance expertise
1. TETRIS Training and TETRIS train-thetrainer training model to bring early mental
health education to school personnel
1. Gatekeeper suicide prevention trainings
(online and in person)
2. Trainings that address the mental health
needs of student veterans
1. Faculty/staff online and in-person trainings
to identify and support distressed students
2. Student online and in-person trainings and
curriculum to improve problem solving,
coping, and help-seeking, and to reduce
discrimination
1. Faculty and staff training focused on
responding to student mental health crisis,
identifying warning signs, and referring atrisk students
2. Student trainings (peer-to-peer programs
and/or CAP events) with a particular focus
on vulnerable populations

Figure 6.2 outlines evaluation research questions associated with training activities,
including those focused on structure (Aim 1a), process (Aim 1b), and short-term outcomes
(Aim 1c).
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Proposed Impacts of Student Mental Health Trainings

Aim 1a. Structure: What was the nature of the training content and approach?
For training activities being conducted by CCSESA, CDE, CCC, CSU, and UC, this
portion of the evaluation will be based on a review of the training materials developed by
the CalMHSA Student Mental Health initiative funded programs (material content) and
review of information obtained by initiative funded program surveys of training
participants. This aim may include augmentation of items suggested by the RAND team in
planned surveys of training participants to help determine the characteristics of
participating trainees.
Training materials will be reviewed and described in terms of:
 Content
 Structure/length
 Medium (e.g., online, in person, direct contact with people with lived
experience)
 Resources developed
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Adaptations for specific audiences (e.g., language and cultural groups,
participants with special needs, student veterans)

Aim 1b. Process: Who did the training reach? Did the training reach the intended
audience, including members of diverse targeted populations?
For training activities being conducted by CCSESA, CDE, CCC, CSU, and UC, this
portion of the evaluation will be based on information collected, as available, from sign-in
logs or registration information and pre and/or post surveys of training participants
conducted by initiative funded programs. Penetration and reach of training programs will
be assessed for the number and characteristics of individuals trained. The RAND team may
augment existing program partner surveys of training participants to help document the
characteristics of individuals who attended trainings.
For the Tetris train-the-trainer model (CDE), we will also evaluate the number of
trainers trained, their distribution with respect to geography and discipline, and their
reach with respect to the number of trainees each subsequently trains in their local
communities, using information collected by the trainees and CDE, as available.
Aim 1c. Short-term Outcomes: Did individuals participating in the trainings benefit?
Did the trainings result in improvements in knowledge and attitudes? How about
changes in the school/campus environment, staff/faculty behavior, and student
behavior in a manner consistent with improved student mental health?
For training activities being conducted by CCSESA, CDE, CCC, CSU, and UC, we will use
information collected from evaluation surveys of training participants conducted by
initiative funded programs, as available, to assess improvement in knowledge and
attitudes. The RAND team may suggest augmenting existing program partner surveys of
training participants to help assess relevant domains, including changes in perceived skill,
competence, and confidence in helping identify and refer distressed students, and changes
in awareness of supports and resources for students with mental health problems. Data
will be analyzed to determine if trainings resulted in immediate knowledge and attitude
changes among participants.
To assess changes in the school environment, staff/faculty attitudes and behavior,
and student attitudes and behavior in K-12 schools, we also plan to use student, staff, and
parent-level data from the California School Climate, Health, and Learning Survey
(CalSCHLS) fielded by WestEd, which includes the California Healthy Kids Survey (CHKS),
the California School Climate staff survey (CSCS), and the California School Parent Survey
(CSPS). The CHKS is a biennial statewide survey of fifth, seventh, ninth, and eleventh grade
students to assess attitudes, experiences, and behaviors related to their schooling. Key
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mental health. The CSCS is a survey of educators that also includes questions related to
student mental health, school climate, and the availability of appropriate and culturallyrelevant support services, including whether the school provides counseling and support to
students who need it, and the extent to which the school collaborates well with
organizations for youth who have substance use or other types of problems. The CSPS
contains items similar to the CSCS to assess how parent perceptions of school climate,
safety, and support services may change over time. We note that these surveys are not
designed to and will not allow us to evaluate how well programs are implemented, or
changes in the outcomes of specific programs (e.g. a decrease in bullying on campus
resulting from the implementation of a bullying prevention program). Such specific
program outcomes, such as a decrease in bullying, as well as program implementation
fidelity, are better assessed and evaluated at the program level. We seek to evaluate
whether student, educator, and parent reports of school climate and support on campuses
that have conducted trainings related to student mental health prevention and early
intervention differ from those on comparison campuses that have not provided the
trainings.
We will use existing data from K-12 schools in California completing these surveys as
a benchmark to help us interpret findings in the selected sample. We will work with
CalMHSA funded programs and WestEd to identify the most appropriate sample of schools
to participate and to obtain the participation of those schools, and work with WestEd to
field the survey. We will also work with CDE and CCSESA to identify comparison schools or
districts that have not substantially participated in training activities but are comparable in
certain dimensions (such as student enrollment, racial/ethnic distribution, region, and
percentage of students on free or reduced-price lunch) that, optimally, have completed the
survey as part their participation in the California Tobacco Use Prevention Education
(TUPE) program. Because the surveys are commonly completed by fifth, seventh, ninth, and
eleventh grade students, we will work with the funded programs to ensure that we have
sufficient coverage of funded program efforts in elementary, middle, and high schools.
To assess the impact of training activities of higher education faculty and staff, we
will work with CCC, CSU, and UC to conduct a survey of campus faculty and staff from
campuses participating in training and from selected non-participating campuses (where
appropriate comparative campuses can be identified). We will use or modify relevant items
from existing surveys, and we will administer it as a stand-alone web-based survey at both
baseline and then again at the end of the funded program period. We will evaluate whether
faculty and staff members on campuses delivering the trainings differ from non-
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discussing mental health issues with students, likelihood in accessing specific mental
health resources, and knowledge of referral processes and warning signs for students atrisk of mental health distress.
To measure changes in student perceptions of personal mental health and access to
campus support services, , we will also administer a survey to a random sample of CCC,
CSU, and UC students that asks about four domains: mental health symptoms, coping and
resilience, use of counseling or other support services, and campus climate. We will
evaluate whether students’ perceptions differ across campuses that have been more or less
involved with funded program activities. If applicable, the faculty/staff and student surveys
may also allow us to assess the impact of social media programs or suicide prevention
programs on higher education campuses investing in these activities.
We plan to examine differences in short-term outcomes among diverse targeted
groups (e.g., staff and faculty of particular departments; students of specific demographic
groups) to the extent that there are sufficient sample sizes to conduct these analyses.
Activity 2: Networking and Collaborations
Aim 2. Were the CalMHSA Student Mental Health initiative funded programs able to
establish/enhance collaborations in a manner consistent with improved student
mental health?
Program partners plan to build collaborative structures in the SMH initiative for two
major purposes: (1) to disseminate knowledge and resources or standardize practices that
build support for student mental health prevention and early intervention (e.g., sharing
resources for student veterans, standardizing referral protocols across campuses of higher
education, describing implementation of evidence-based programs in K-12 school
districts), and (2) to increase access to services and the capacity to serve students with
mental health and AOD needs (e.g., build referral networks with county mental health and
community-based agencies and organizations supporting students with mental health and
AOD issues).
Table 6.2 outlines specific collaboration goals and activities proposed by each
program partner.

- 87 Table 6.2
Program Partners’ Proposed Goals and Activities
Program Partner
California County
Superintendents
Educational
Services Association
(CCSESA)

California
Department of
Education (CDE)

Collaboration Goals
Support the update of countylevel plans
Develop SMH policies and
protocols supportive of
county-level plans
Improve operational
interactions
Decrease resource and
structural barriers to
prevention and early
identification
Develop a framework for SMH
Identify current best practices
Maximize use of existing SMH
resources
Make policy
recommendations
Identify and reduce barriers
to SMH programs

California
Community
Colleges (CCC)

Identify best practices
Develop/expand referral
networks
Develop standard protocols
and procedures

Cal State University
(CSU)

Increase referral resources
Establish collaborations
across campuses/institutions,
mental health, AOD services,
veterans groups, and
community groups
Expand referral relationships
within/outside campus
Leverage resources and
increase student access to
services

University of
California (UC)

Collaboration Activities
Establish a SMH consortium
per county (include
representatives from
agencies such as mental
health, probation, school
districts, foster care, youth
agencies) and regional lead

Establish Student Mental
Health Policy Workgroup
(SMHPW), including
membership from
organizations and entities
such as DMH, CDE, CalMHSA,
MH Directors Assoc., SELPA,
CCSESA, CBOs, consumers,
advocacy groups, and
researchers
Establish regional
strategizing forums to
support SMH with invitees
including CCC, CSU, and UC
campuses, community-based
organizations, and county
mental health departments
Establish CSU Student
Mental Health Initiative
(SMHI) Workgroup and
manage CSU system-wide
activities in compliance with
Executive Order 1053
Continue collaboration
through SMH Oversight
Committee (including Vice
Chancellors, student
representatives, and campus
practitioners)
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and resources or standardize practices that build support for student mental health
prevention and early intervention, as illustrated in Figure 6.3.
Figure 6.3
Proposed impacts of knowledge and resources and standard practices as a result of
networking/collaborations

Aim 2a. Structure: What is the number and nature of collaboratively developed
materials, resources, and practices?
We anticipate that program partners will build a network of partnerships, with
educational institutions linked to other educational and behavioral health organizations,
for the purpose of developing and sharing student mental health materials, resources, and
practices. Examples of such efforts that we will evaluate include the California Community
Colleges’ establishment of regional strategizing forums and regional trainings with the goal
of improving service delivery coordination of student mental health services with
neighboring CCC, CSU, and UC campuses, community-based organizations (e.g., NAMI), and
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development of standard protocols that can be adapted at each campus (and approved by
Local Board of Trustees), as well as the development of standard policy protocols
(including MOUs with partners, emergency protocols). Additional examples we will
evaluate include 1) the CDE’s establishment of the Student Mental Health Policy
Workgroup (with membership possibly including representatives from CDE, CalMHSA, the
Mental Health Directors Association, SELPA, CCSESA, community-based organizations,
consumers, advocacy groups, and researchers) to develop a framework and policy
recommendations for K-12 student mental health, and 2) CCSESA’s formation of county
collaboratives to enhance existing structures that support effective use of student mental
health resources and coordination of support.
This portion of the evaluation will be based on document review of materials,
resources, and policies developed by program partners and their collaborators, surveys
and data collected by program partners (e.g., CCSESA collaboration survey, CCC
documentation of regional strategizing forums’ participants and agendas, CDE
documentation of workgroup functions and policy recommendations), and interviews and
focus groups conducted with key informants.
These document reviews, surveys, data compilations, and interviews will seek to
evaluate the following structure measures: 1) the number and nature of collaboratively
developed materials and resources, 2) the extent to which materials and resources were
enhanced or newly developed for the CalMHSA initiative, and 3) the primary function or
objective of the collaborative materials, resources, and practices (e.g., to form policy, to
make decisions, to enhance access and/or services, to reduce duplication).
In most cases, we plan to survey a sample of participants (e.g., from CCSESA’s
regional partnerships and county collaborative, CDE’s SMHPWG members, UC’s SMH
Oversight Committee members, and CSU’s Mental Health Advisory Committee) to assess
the groups’ progress in forming collaborative relationships and attaining specific and
project-relevant goals. Where possible, we will build on existing surveys developed and
implemented by program partners to reduce duplication and respondent burden. For a
subset of activities, such as CDE’s SMHPWG and CCC’s regional strategizing forums and
trainings, we may conduct key informant interviews to supplement the survey data with
rich, qualitative descriptions of challenges and accomplishments in forming productive
collaborative relationships.
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consistency and standardization of materials?
This portion of the evaluation will seek to evaluate the level of collaboration within
and between the partnerships during the development and dissemination of materials,
resources, and practices. Where applicable, we will also evaluate the degree to which the
materials, resources, and policies generated by the collaborative partnerships standardized
practices across campuses or districts. For example, we will assess whether a newly
adopted policy or practice by the SMHPW could be consistently implemented across K-12
districts, or how the regional strategizing forums increase the level of collaboration
between different organizations within a county or region. This evaluation will be based on
document review of materials and resources developed through the collaborative
partnerships, as well as surveys and interviews with key informants.
Aim 2c. Short-term outcomes: Have the collaborative partnerships resulted in
enhanced materials, resources, and practices?
This portion of the evaluation will examine the following: 1) the level of availability
and accessibility of the materials, resources, and practices (i.e., How widely published and
marketed are the materials and resources? What methods of outreach were used to
promote the practices?); 2) the use of collaboratively developed materials, resources, and
practices (i.e., How universally and consistently were the practices put in place? Were the
materials and resources adapted in any way to suit local contexts?); and 3) the quality of
the materials, resources, and practices (i.e., Were the practices evidence-based? Were the
resources and materials culturally competent?). This evaluation will be based on document
review of materials and resources developed through the collaborative partnerships, as
well as surveys and interviews with key informants.
Below, we discuss our planned evaluation of collaborations to enhance access to
treatment services for students as illustrated in Figure 6.4 below.
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Proposed impacts of improving access to services through
networking and collaboration

Aim 2d. Structure: What is the number and nature of collaborations that were
established or enhanced by CalMHSA Student Mental Health initiative funded
programs to enhance access to services?
We anticipate that there will be an enhancement of existing networking or
collaborations between the CalMHSA program partners and behavioral health agencies in
the community, as well as new collaborations formed as a result of the CalMHSA Student
Mental Health initiative. This portion of the evaluation will assess the number and nature of
existing collaborations as well as new collaborations established as a result of the initiative.
Evaluations will be based on information collected from meeting rosters and attendance
logs, focus groups and interviews conducted with key informants, and surveys conducted
by program partners. We will evaluate 1) the primary function or objective of the

- 92 collaborative group (e.g., to form policy, to make decisions, to enhance access and/or
services, to reduce duplication), 2) how many collaborations and partnerships with
behavioral health agencies have been established or enhanced by CalMHSA support, and 3)
to which agencies program partners have connected (e.g. other educational institutions,
community mental and behavioral health organizations, advocacy groups, social services).
We will request rosters and attendance lists of collaborating organizations from each
program partner including K-12 regional and county collaboratives. We will examine the
diversity of the agencies and people represented in the networks and collaborations, and
we will contact selected key informants to assess the status of the collaborations and
changes (i.e., staff turnover) that have occurred over the project years. We will conduct an
analysis of the number of meetings convened, the number of attendees at meetings, and (to
the extent possible) the frequency of contact with collaborative partners.
Possible venues include those identified in Aim 2a.
Aim 2e. Process: What was the quality of the collaborations that were established or
enhanced by CalMHSA Student Mental Health initiative funded programs to improve
the referral process and enhance student access to services?
With the goal of evaluating process measures of the collaborative partnerships, we
will examine 1) how closely programs are collaborating within networks and communities,
and 2) the perceived ease and feasibility of the referral processes built among collaborative
members to enhance student access to services (i.e., How easy is it to connect students to
services within the network of partners? How quickly are referrals established and acted
upon by collaborating organizations?)
This portion of the evaluation will be based primarily on surveys conducted by
program partners (e.g., CCSESA collaboration survey) and, to a lesser extent, on focus
groups and interviews conducted with key informants. Where possible, we will integrate
standardized questions into existing surveys that query each network member about the
breadth and depth of their collaborative relationships with other organizations as
described in Table 6.3 (from none, networking, coordination, and collaboration levels). The
focus will be on partnerships with other educational and behavioral health organizations,
but will also assess collaborations across multiple other organizations (e.g., Juvenile
Justice/Probation, Child Welfare/Foster Care, CBOs, Veterans Administration, advocacy
groups).
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Levels of Collaboration Scale
Table 2. Levels of Collaboration Scale
No interaction: Not currently involved with this
organization in any way.
Networking: Interaction based solely on referrals.
Limited communication; all decisions made
independently of each other; minimally
defined goals for working together.
Coordination: Frequent communication; some
shared decision making; some shared
information and resources; some defined goals
for working together and serving participants.
Collaboration: Frequent communication
characterized by mutual trust; joint decision
making is common/consensus is often reached;
shared information and resources, mutually
defined goals for working together and
together and serving participants.

Aim 2f. Short-term outcomes: Did the partnerships that were established or
enhanced by CalMHSA Student Mental Health initiative funded programs result in
improved access for students to mental health services?
To assess short-term outcomes influenced by the establishment or enhancement of
collaborations, we will evaluate the following: 1) the degree of collaboration between
educational systems (K-16) and county mental health departments, 2) student mental
health services referral rates (where available) and processes, and 3) student access and
engagement in mental health services (where available). In addition, we will examine what
challenges and barriers were faced by members in efforts to establish and enhance
collaborations and partnerships.
This portion of the evaluation will be based primarily on surveys conducted by
program partners (e.g., CCSESA collaboration survey, service utilization surveys by CSU
counseling centers and UC system) and, to a lesser extent, on focus groups and interviews
conducted with key informants. Where possible, we will integrate standardized questions
into existing surveys about whether the frequency and quality of collaborative activities
have increased the availability, access, and quality of behavioral health services for
students. Focus groups and interviews will emphasize the extent to which participants
perceive that the collaborative arrangements increase access and availability of student
mental health services and supports, reduce duplication among student-serving agencies,
leverage and coordinate existing resources, and enhance service quality (e.g., infuse
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services.
When available, we will conduct a quantitative analysis of referral rates and
utilization rates as reported by program partners (e.g., UC CAPs, CSU counseling centers)
and community health/mental health departments.
Aim 2g. What challenges and barriers were faced in efforts to establish and enhance
collaborations and partnerships?
This portion of the evaluation will be based on information extracted from CalMHSA
quarterly progress reports, and key informant focus groups and interviews.
As noted above for Aim 1d, we plan to do a limited number of qualitative interviews
and focus groups to gain a more comprehensive understanding of the challenges and
facilitative factors that were faced in establishing collaborations and partnerships. Possible
venues to conduct focus groups and interviews include the SMHPWG meetings and the
regional strategizing forums and training events.
Activity 3: Online Informational Resources
Aim 3. Are the online informational resources being developed by the CalMHSA
Student Mental Health initiative funded programs improving student mental health?
The CalMHSA Student Mental Health initiative funded programs will be making a
range of resources available online (Table 6.4). These materials will include both
information for students on mental health issues, as well as information for faculty and
staff regarding approaches to supporting students with mental health needs.
Table 6.4
Online informational resources developed by CalMHSA Student Mental Health
initiative funded programs
CCSESA
CDE
CCC
CSU
UC

Online clearinghouse of best, promising, and community-defined
practices (with a focus on grades K-8)
Web-based clearinghouse of information for educators (with a focus on
grades 9-12)
Online dissemination of resources, materials, and policies relevant for
the CCC system and community
Web-based repository of information for faculty, staff, and students
across institutions of higher education (i.e., CCC, CSU, UC)
Online “Redbook” (i.e., resource guide on referral and crisis intervention
strategies), and enhanced CAP student wellness materials
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as illustrated in Figure 6.5.
Figure 6.5
Proposed impacts of online informational resources on student mental health
outcomes

Aim 3a. Structure: What is the number and nature of materials made available online
by the CalMHSA Student Mental Health initiative funded programs?
For the resources developed by CDE, CCSESA, CCC, CSU, and UC, RAND team
members will review the number and nature of the materials made available on websites
developed and supported by the CalMHSA Student Mental Health initiative funded
programs. We will examine materials to assess the general content of the information
provided, the breadth of student mental health issues addressed, (e.g. Do materials address
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and the extent to which available materials address universal prevention and/or targeted
prevention and early intervention issues.
Aim 3b. Process: How much were the online materials accessed and by whom? Did
the materials reach key diverse subgroups?
To assess the magnitude and use of the websites containing online materials, we will
work with the CalMHSA Student Mental Health initiative funded programs to gain access to
evaluating website usage using website analytics, such as Google Analytics. The RAND team
will also work with the CalMHSA Student Mental Health initiative funded programs to
integrate information into their site, that if available, will allow us to quantify how
frequently materials are downloaded, which materials are downloaded most frequently,
and, if videos are available, which videos are viewed most commonly.
For websites designed primarily for use by faculty/staff, we will work the CalMHSA
Student Mental Health initiative funded programs to integrate a brief and voluntary
registration and evaluation process of users meeting a minimal threshold of page access. By
registering users, we can assess who is using such sites by important characteristics (e.g.,
institution or agency affiliation, department, position, educational level, campus/district,
race/ethnicity), and the frequency of use. Website analytics can also assess what parts of
the site are being used the most, and the amount of time spent on different components
and pages by user characteristics and key subgroups (e.g., educators vs. staff vs. mental
health professionals).
For websites designed primarily for use by students, such as those being developed
by CCC, CSU and UC, we anticipate that students may want to access the site anonymously.
Therefore, rather than use a registration process, we plan to use website analytics (as
described above) to assess usage, and to work with CalMHSA Student Mental Health
initiative funded programs to integrate an anonymous survey. The survey will assess site
usage among respondents (i.e., asking users to identify according to small set of
demographics, their frequency of use/return to the website, and perceived ease of
downloading information).
Aim 3c. Short-term outcomes: Were the online materials helpful?
This portion of the evaluation will be based on information gathered from users who
respond to a more detailed survey (i.e., students, registered faculty/staff and collaborating
partners accessing the website). The goal will be to assess perceived utility, quality, and
impact of online materials.
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information obtained during the registration process, when available, to conduct an
voluntary online survey of users to assess perceived utility of information on the website,
ease of use, and quality of information on the website.
For websites that may be accessed by students anonymously looking for information
or materials (e.g., such as self-care and wellness information), we plan to develop a link
inviting users to complete a brief survey and receive an incentive (e.g., lottery to win a gift
certificate to campus bookstore or online vendor). The survey will assess the student’s
perception of the utility and quality of material on the site as well as the perceived impact
of those resources on their knowledge, attitudes, and behavior.
Activity 4: Policies, Protocols, and Procedures
Aim 4. Are the policies and protocols being developed by the CalMHSA Student
Mental Health initiative funded programs improving student mental health?
The CalMHSA Student Mental Health initiative funded programs will be developing a
number of new or enhanced policies, protocols, and practices to improve student mental
health across campuses and districts (Table 6.5). These activities are intended to promote
access to coordinated, centralized, and high quality resources and practices, and to
institutionalize protocols and policies (such as referral procedures and crisis
interventions) across campuses of higher education.
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Policies, protocols, and practices being developed by CalMHSA Student Mental Health
initiative funded programs
CCSESA
CDE
CCC
CSU
UC

Statewide training and technical assistance infrastructure;
regional demonstration programs of best, promising, and
community-defined practices
Educators’ Guide to Children’s Mental Health; policy
recommendations
Statewide training and technical assistance infrastructure;
system-wide policy protocols (e.g., SMH emergency
protocols, MOUs with partnering agencies)
Centrally-developed curriculum modules and training
programs focused on developmental, adjustment, and
diversity issues
Centrally-enhanced faculty, staff, and student training
curriculum and delivery methods

Below we describe our approach to evaluating these policies and practices, as
illustrated in Figure 6.6.
Figure 6.6
Proposed impacts of policies, protocols and practices
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practices developed by the CalMHSA Student Mental Health initiative funded
programs?
The RAND team will review the number and nature of the policies, protocols, and
practices developed by the CalMHSA Student Mental Health initiative program partners.
We will assess the extent to which policies and practices are consistent with the evidence
base and promising or community-defined practices for school mental health programs,
relevant audiences and dissemination methods, and the feasibility and practicality of their
approach and implementation.
This portion of the evaluation will be based primarily on counts (e.g., number of
policy recommendations developed, number of new evidence-based SMH models added to
the online registry, number of new practices added at the K-8 demonstration sites) and on
a qualitative review of the policies, protocols, and practices and dissemination methods.
We will describe each in terms of content and topic, medium (e.g., online, in-person, hard
copy product), intended audience(s), cultural relevance, community adaptation, and quality
(i.e., in relation to practices and standards of evidence).
Aim 4b. Process: How broadly are policies, protocols, and procedures adopted and
implemented? To what extent are they adapted? To what extent are they
sustainable?
This portion of the evaluation will be largely based on qualitative review of materials
and quarterly reports, as well as key informant interviews. Where possible (i.e., when
policies, protocols, and practices are disseminated online), we will draw on web analytics
to quantify the general reach of materials. We will work with funded programs to identify
and interview key informants (e.g., administrators charged with implementing and
monitoring campus/district policies, educators and practitioners with decision-making
power to select and implement SMH programs and professional development
opportunities system wide) and use their perspectives to assess the extent to which the
policies, protocols, and practices are implemented, adapted, and sustained across
campuses and districts.
Aim 4c. Short-term outcomes: What impact did the policies, protocols, and
procedures have?
This portion of the evaluation will be based on surveys and interviews of key
stakeholders on the extent to which they are aware of policies, protocols, and practices, and
their impact on the system’s ability to address student mental health issues. Survey and
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and if changes persisted over time.
The RAND team may augment existing program partner surveys (e.g., of training
participants or technical assistance recipients; surveys from websites) to help assess
awareness of policies, procedures, and practices and their impact.
Activity 5: Media Campaigns
The CCC, CSU, and UC systems are developing plans to conduct social marketing
campaigns. The details of these campaigns are still being developed, and, as a result, at this
time it is unclear to what extent they will be included in our evaluation. As the CCC, CSU,
and UC plan for the social marketing campaigns evolve, we will consider incorporating
them in our evaluation plans, drawing on methods (as appropriate) being used to evaluate
other social marketing efforts, such as those in the Stigma and Discrimination Reduction
area.
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7. INITIATIVE-LEVEL AND STATE-LEVEL EVALUATION PLANS

In this chapter, we discuss our plans to evaluate each initiative as a whole. This
includes a broader look at the aggregate capacities that were created within each initiative,
and the extent to which goals were achieved and target populations reached. Most
importantly, the initiative level evaluation goes beyond immediate program outcomes to
examine key, longer-term outcomes.
After reviewing plans for each initiative-level evaluation, we discuss plans to identify
opportunities for extended statewide monitoring of PEI outcomes that would allow
analysis of longer-term effects of PEI. We also discuss the possibility of using simulation
modeling to estimate potential future impacts of PEI initiatives under different scenarios.

STIGMA AND DISCRIMINATION REDUCTION INITIATIVE-LEVEL EVALUATION
Our evaluation of the SDR initiative as a whole will also follow the four steps in the
logic model framework, assessing changes in structures, processes, short term and long
term outcomes under CalMHSA administration. Below, we address what we see as the key
evaluation questions in each of these four areas, in turn. Finally, we identify expected
changes that map onto each of the outcomes specified in the relevant portion of the SDRevaluation conceptual model (see Chapter 3): individual level changes, social changes, and
institutional/policy changes. As the conceptual model indicates, we see these changes as
reciprocal, and likely to build on one another and provide momentum for additional change
as SDR efforts continue. However, we see these changes as most likely to initially occur in
the order just listed, with individual change happening most rapidly in response to SDR
efforts, and social and institutional change taking longer. Thus, we expect to mostly see
changes in individuals during the time frame of our evaluation, although we will test for
social and institutional change, as well. Table 7.1 provides an overview of our approach.
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SDR Evaluation Questions and Approaches

Structures

Evaluation Question

Evaluation Approach

What aggregate resources
or capacities have been
created to reduce stigma
and discrimination;

Synthesis of the individual
program evaluations,
articulating major products
such as new trainings,
materials and resources,
organizations, and websites.
Synthesis of individual
program evaluations,
including qualitative review of
the kinds of activities
undertaken, and key
informant interviews
regarding obstacles and
successes experienced during
program implementation.

Are they sustainable?

Do they align with broader
SDR initiative goals?
Are there gaps in
statewide SDR efforts?

Processes

Did they achieve planned
goals and reach the
targeted populations?

Comparison of
resources/capabilities with
strategic directions laid out in
CalMHSA SDR Plan.
Comparison of
resources/capabilities with
strategic directions and core
principles laid out in CalMHSA
SDR Plan and evidence base.
Synthesis of program reports
of activities, number of people
who were reached, their roles
and demographic
characteristics, focusing on
the key SDR Plan subgroup
targets and geographic
location.
Responses to initiativeexposure items on the second
wave of statewide
longitudinal survey.
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Are they increasing
knowledge, reducing
stigma and discrimination,
and increasing helpseeking in California,
among individuals?

Analysis of statewide
longitudinal survey .

At the societal level?

Content analyses of
entertainment media and
journalism coverage

Analysis of utilization and
barriers in CHIS.

Social norms reported in
response to the statewide
survey.
At the institutional level?

Reports by PWMI in response
to the statewide survey
regarding problems they have
had in the prior year with
schools, employment,
corrections officers, the
healthcare system (behavioral
and physical) and housing.
School and police records.

Aim 1. What aggregate resources or capacities to reduce stigma and discrimination
were created? Are they sustainable? How well do the capacities that were developed
align with broader SDR initiative goals, and address the three levels of individual,
social, and institutional change? Where do gaps exist in statewide efforts to reduce
stigma and discrimination?
We will answer the first two questions for this aim through a synthesis of the
individual program evaluations, articulating major products such as new trainings,
materials and resources, organizations, collaborations, and websites across programs, as
well as synthesizing our qualitative assessments of the sustainability of these structures
within each program into an assessment of the sustainability of the initiative capacities and
resources as a whole.
This will provide a foundation for addressing the third and fourth questions, which
we will approach qualitatively, as well. CalMHSA’s SDR plan articulates the overarching
goal of reducing stigma and discrimination associated with mental health challenges, along
with four strategic directions: create a supportive environment; uphold and advance
federal and state laws; promote awareness, accountability, and changes in policy and
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community-led approaches. We will evaluate the combined resources and capacities
developed under the initiative, particularly those likely to be sustained, against these four
strategies, providing a view of the extent to which CalMHSA met its SDR objectives and
where gaps existed during the project or are likely to develop at the conclusion of funding.
We will also apply the lens of the broader SDR evidence base, considering whether
capacities and resources reflect the current evidence base, including whether the capacities
and resources created address stigma and discrimination at all three of the levels
articulated in our conceptual model: individual, societal, and institutional.
Aim 2. To what extent did initiative activities achieve planned goals and reach
targeted populations?
As under Aim 1, we will evaluate SDR implementation by synthesizing our individual
program evaluations and comparing the result against two sets of goals: 1) those
articulated by the combined individual programs (e.g., Program A and Program B each
propose to train corrections officers -- did either? Both? Did they train as many as
planned?), and 2) those articulated as part of the strategic directions set forth in the
CalMHSA SDR Plan. While this will be a set of qualitative assessments, much of the analysis
for this aim will be quantitative, and consist of combining information on program
activities and reach across the program partners. Using the tracking information programs
supply, and audience metrics from the social marketing and media intervention programs,
we will determine how many people in California the SDR program reached, and in what
demographic groups. We will focus in particular on producing estimates by race, culture,
age, sexual orientation, and region of the state, and estimating number of key gatekeepers
(corrections, school personnel, mental health professionals, employers, and landlords),
PWMI and family members of PWMI reached. However, these estimates will not be
unduplicated individuals (e.g., Program A and Program B may each reach 2,000 persons,
but we can’t know if they are the same 2,000, or 4,000 separate individuals). To address
this, we will rely on results of our statewide survey. It will tell us how many people, from
which groups, recall exposure to some aspect of the initiative’s efforts.
The follow-up statewide survey, conducted post-initiative, will ask a number of
separate items that we will combine to construct an indicator of total exposure to SDR
program partner efforts—amount of exposure to the various social marketing and media
messages under SDR, attendance at any of the various SDR trainings and other outreach
events, and receipt of informational resources, as well as a single item assessing awareness
of the CalMHSA initiative. Those scoring greater than zero on the measure will be classified
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extent of exposure for any given individual. We will construct estimates of initiative reach
overall and by key subgroup, using demographics and other measures also included in the
survey. These estimates will not be highly accurate for very small subgroups, but will
provide a second source of data to complement that provided by program tracking
activities and (for media interventions) audience metrics.
Aim 3. Did the SDR initiative activities increase knowledge and reduce stigma in
California?
We plan to answer this question at the individual level with an analysis of statewide
survey data. Our proposed design for this survey is the collection of two waves of data:
baseline and post-initiative. A simple test of the difference in knowledge and stigma
between these two time points will tell us whether there is a trend toward increasing or
decreasing stigma, but we will have limited ability to attribute any such change to initiative
activities, since there will likely be some shift in either direction as a consequence of things
external to the initiative (i.e., a secular trend in attitudes toward PWMI). Eliminating this
alternative explanation requires a comparison group for whom the same trend would be
likely to be present, but which has not been exposed to SDR initiative activities, or which
has been exposed to smaller doses of them. As noted under Aim 2, we plan to construct an
indicator of total exposure to SDR program partner efforts with a set of items on the followup survey. Those scoring highest on the measure will have the greatest amount of
exposure and we expect to see a greater (less stigmatizing) shift in attitudes among these
individuals from baseline to two years later, and greater improvements in knowledge
across the same timeframe, compared to those with less exposure.
To understand initiative impact on those who may be experiencing mental health
challenges, including early signs of mental illness or undiagnosed mental illness, we will
analyze items from the general population survey. We plan to identify a group of
respondents to this survey who are experiencing either subclinical or clinical levels of
symptoms of a variety of mental health problems. Among these persons, we will measure
self-stigma using general measures of attitudes toward mental illness that are also
applicable to those without a mental health challenge, whether respondents would seek
mental health treatment under a variety of conditions, would disclose a mental health
problem to friends and family, and whether they self-label as having a mental health
problem. For those who self-label, we will assess whether they have sought treatment in
the past year. Changes in all of these measures from pre to post initiative will be measured,
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with greater exposure to initiative efforts versus those with less exposure, should the
number of persons exposed in this subgroup be sufficient for such a comparison.
In addition to what the survey can tell us about changes among individuals, we also
plan to look for changes in stigmatization at the societal level. To do so, we plan to test for
changes in what respondents to the statewide survey report over time regarding how the
broader society views PWMI. These perceived norms (for example, agreement that “People
are generally caring and sympathetic toward people with mental illness”) may not perfectly
reflect the actual social norms in California, but should be sensitive to shifts in them, and
thus show change pre versus post initiative. We also plan to look for societal change using
the content analyses of entertainment media and journalism coverage that are part of the
EIC program evaluation.
We will be limited to a simple pre-post comparison of these messages and cannot link
it to initiative dose or provide another comparison group. Similarly, it would not make
sense to look at whether social norms in society shift based on individual exposure to the
campaign (indeed, those exposed may see society as less supportive, if they have been
sensitized to the issue through the campaign). While this leaves the interpretation of any
changes open, these data will provide an important picture of the broader societal climate
at the beginning and end of the SDR initiative.
An overview of constructs we plan to measure in the statewide survey is shown in
Table 7.2.
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SDR-Related Constructs Assessed in RAND/CalMHSA Statewide Survey
Areas of Interest
Demographics
Exposure to SDR
Initiative
Stigma and
Knowledge

Help Provision
Help-seeking
Barriers to helpseeking
Mental Health Status

Types of Questions/Possible Measures
Age, gender, ethnicity, sexual orientation, region,
occupation
Exposure to various media/social marketing messages,
attendance at trainings/outreach events, receipt/use of
informational resources, awareness of CalMHSA SDR
initiative
Social distance, attributions and onset (e.g. “anyone can
have a mental illness”), symptom beliefs (e.g.
dangerousness), recovery beliefs, appropriately self-label
with mental health problem, mental health literacy ,
recognition of MI, perceived norms regarding mental
illness stigma
Willingness to help PWMI, self-efficacy to help PWMI
Recognition of need for services, attitudes toward services,
service seeking
If you wanted help for an emotional or personal problem
for yourself or someone else, which of the following would
make it difficult?
Mental illness symptom scores

Aim 4. Did the SDR initiative activities reduce discrimination and increase helpseeking in California?
Changes in people’s behavior, and particularly in institutional practice, generally
follow more slowly than changes in attitudes and knowledge. Thus, it may be difficult for
the SDR initiative to have such effects within the short timeline of the initiative.
Nonetheless, some stigma reduction programs in other countries have met with success in
these areas within similar timeframes (see Collins et al., 2012). Thus, we plan to test for
such changes as a result of CalMHSA efforts. To do so, we plan to look at reports by PWMI
(in response to the statewide survey) regarding problems they have had with schools,
employment, corrections officers, the healthcare system (behavioral and physical) and
housing. We will also look at arrests involving PWMI and disciplinary actions in schools,
compared with rates of referral for mental health assessment or care. No comparison
group is available for these latter assessments, but they will give us a sense of whether
trends in the state are in the direction promoted by the initiative.
We may also be able to glean information regarding changes in policies and laws
from the DRC program evaluation, although we will not know if this is possible until their
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we will compare these data at the conclusion of the initiative with the same data from two
years earlier, at the start of initiative implementation activities. As with evaluation of
experiences of discrimination pre to post initiative, no comparison group is available for
this assessment.
Finally, we will examine help-seeking among PWMI in two ways: among the
subgroup of PWMI who are part of our broader statewide survey we will assess service
utilization and, among those not using, perceived barriers to such use, including fear of
stigmatization by providers, friends, or family. And we will use the similar but slightly
more limited set of service utilization and barriers to utilization items that is available from
the CHIS. Shifts on the latter measure will be used as a metric against which to compare
findings from our own survey, which will involve a smaller sample of PWMI but allow us to
ask richer questions.

SUICIDE PREVENTION INITIATIVE-LEVEL EVALUATION
Our evaluation of the SP initiative as a whole will also follow the four steps in the
logic model framework, assessing changes in structures, processes, short term and long
term outcomes under CalMHSA funding. Below, we address what we see as the key
evaluation questions in each of these four areas, in turn. Table 7.3 provides an overview of
our approach.
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Suicide Prevention Evaluation Questions and Approaches

Structures

Evaluation Question

Evaluation Approach

What structures have been
created to prevent suicide;
Are they sustainable?

Synthesis of the individual
program evaluations,
articulating major products
such as new and enhanced
crisis hotlines, and enhanced
capacity of residents to
intervene in crises
Qualitative review of the kinds
of activities undertaken
relative to a comprehensive
community-based approach to
suicide prevention

Where are there gaps?

Processes

Are they reaching the right
people?

Outcomes

Are more Californians
equipped to intervene?
Did the initiatives reduce
suicide?

Number of people who
used/were reached by, their
activities and their
demographics, focusing on the
key subgroup targets and
geographic location.
Assessment of survey data
Analysis of vital statistics

Aim 1. What aggregate resources or capacities to prevent suicide were created or
enhanced? Are they sustainable? (structure)
We will answer these questions through a synthesis of the individual program
evaluations, articulating major products such as new and enhanced hotlines, calls to these
hotlines, persons trained to be gatekeepers or reached via media/social marketing
campaigns, as well as our qualitative assessments of the sustainability of these structures
within each program.
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initiative goals? Where do gaps exist in statewide efforts to prevent suicide?
(structure)
We will use gap analyses to answer these questions. CalMHSA’s SP plan articulates
the goals to create a system of suicide prevention, implement training and workforce
enhancements to prevent suicide, educate communities to take action to prevent suicide,
and improve suicide prevention program effectiveness and system accountability. We will
evaluate the combined resources and capacities developed under the initiative against each
of these criteria. To identify gaps in the statewide effort to prevent suicide more broadly,
we will also continue to refine and validate (via peer-review) our conceptual model for a
comprehensive approach to preventing suicide, described in our literature review. We will
triangulate the information gleaned from all of the aforementioned tasks, in addition to
information from programs’ own evaluations, technical assistance records at RAND, and
reviews of notes from the CalMHSA SP program partners meetings. We will then identify
the degree to which CalMHSA’s funding has addressed the given components of a
comprehensive community approach to suicide prevention, and identify areas where
suicide prevention efforts in California could be enhanced.
Aim 3. To what extent did implementation of initiative activities reach targeted
populations? (process)
Three of our program-level evaluation goals are focused on whether initiative
activities focused on trainings/education, media outreach and social marketing, and hotline
operations, respectively, reach targeted populations. We will summarize findings across
these distinct evaluation aims to assess the degree of reach to targeted populations. In
particular, we will identify gaps between reach of the initiative relative to populations in
and areas of the state that carry a disproportionate burden of suicide ideation, attempts,
and deaths.
Aim 4. Does the intervention result in a greater cadre of California residents with
the necessary skills to intervene with persons in suicidal crises? (outcome)
We plan to answer this question at the individual level with an analysis of statewide
survey data. Our proposed design for this survey is the collection of two waves of data:
baseline and two years later. A simple test of the difference in knowledge will tell us
whether there is a trend toward increasing or decreasing ability to intervene (which is a
facet of individuals’ knowledge, comfort, and attitudes, among other domains).
It is important to note that for this analysis, we will have limited ability to attribute
any such change to CalMHSA activities, since there will likely be some shift in either
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comfort in referring those in crises). Eliminating this alternative explanation requires a
comparison group for whom the same trend would be likely to be present, but which has
not been exposed to SP initiative activities, or has been exposed to smaller doses of them.
We plan to construct an indicator of total exposure to SP program partner efforts with a set
of items on the survey that taps amount of exposure to the various media messages under
SP, attendance at any of the various SP trainings and other outreach events and receipt of
informational resources. Those scoring highest on the measure will have the greatest
amount of exposure and we expect to see a greater shift in attitudes among these
individuals from baseline to two years later, and greater improvements in knowledge
across the same timeframe.
Aim 5. What factors influence processing for determining deaths to be suicides
across the state? (process/outcome)
There is known variability in cause of death determinations across counties in the
United States that may significantly impact estimates of suicides and suicide rates. Thus, we
seek to understand the factors that influence processes for determining a death to be a
suicide across the state. To this end, RAND will review the policies and procedures for
making these determinations across counties, and will interview individuals in a sample of
county Medical Examiner/Coroner offices..
Aim 6. Is there evidence that the initiative lowered the rate of suicide? (outcome)
Using state (or possibly) county level data on suicide rates, we will use an interrupted
time series analysis to address this question. We will obtain monthly or quarterly suicide
rates in California (or in each county) from the California Department of Public Health both
before and after the CalMHSA suicide prevention initiatives. The analysis will be conducted
to study whether the initiatives resulted in a significant drop in suicide rate or whether it
leads to a shift in the time trend in suicide. In order to have enough data to detect a
medium effect of the initiatives, historical data on at least 3 years before and collected data
at least 3 years after the initiatives will be needed with monthly suicide rates reported.4
County-level data will also be used (if possible) over the same time period, where we can
control for county to county level variability in suicides via fixed effects. An effort will also
Because there is at least a 2-year lag in the release of official data on California
suicides, this implies that this analysis can only be appropriately conducted in 2019 (three
years after initiative ends + 2 years for public release of 2014 data).
4
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interrupted time series effect observed is actually caused by the initiatives.

SCHOOL MENTAL HEALTH INITIATIVE-LEVEL EVALUATION
Our evaluation of the SMH initiative as a whole will also follow the four steps in the
logic model framework, assessing changes in structures, processes, short term and long
term outcomes under CalMHSA funding, as illustrated in Figure 6.1 in the previous chapter.
Overall, the questions we will address are:
 Are the trainings provided under the SMH initiative consistent with improving
student mental health?


Were the funded programs able to establish or enhance collaborations in a
manner consistent with improved student mental health?
 Are the informational resources consistent with improving student mental
health?
 Are policies and protocols developed under the SMH initiative improving
student mental health?
 Is there an association between SMH initiatives, and improvement in
school/campus environment related to student mental health, and population
level rates of student mental health problems and use of services?
In Table 7.4 below, we provide an overview of the key evaluation questions and
approaches in each of these areas. We provide greater detail regarding each in the text
below.
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SMH Evaluation Questions and Approaches

Structures

Processes

Outcomes

Evaluation Question

Evaluation Approach

What is the content of the
trainings? Are they sustainable?

Synthesis of the individual program
evaluations, articulating major
products such as new training
materials and resources
Synthesis of individual program
evaluations, including qualitative
review of the nature and extent of
collaborations established

Were the funded programs able
to establish or enhance
collaborations in a manner
consistent with improved
student mental health?
What was the nature and
amount of informational
resources developed?
Were the informational
resources of high quality?
Did the trainings reach the right
people?
How extensive were the
collaborations?
Did the informational resources
reach the right people and to
what extent?
Did participants benefit from
the trainings? Did trainings
affect school climate?
Did the collaborations result in
improved access for students to
services or enhanced materials,
resources and practices?
Were the online materials
helpful?

Qualitative review of materials and
website
Qualitative review of materials
Synthesis of the individual program
evaluations
Information obtained from
collaborating partners
Information obtained from users of
resources
Synthesis of information obtained
from individual programs, survey of
students, staff/faculty, and parents
regarding school climate
Synthesis of qualitative information,
and analysis of service utilization
data from the CHIS
Information on perceived utility of
materials obtained from users

Activity 1: Trainings/Education
Overall Question: Are the trainings provided under the SMH initiative improving
student mental health?
Structure: What is the content of the trainings? Are they sustainable?
We will answer the questions for this aim through a synthesis and review of the
training materials developed by the CalMHSA Student Mental Health initiative funded
programs (material content) and review of information obtained by initiative funded
program surveys of training participants.
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We will answer the this aim through a synthesis of the individual program
evaluations, evaluating who did and did not participate in the trainings
Short-term Outcomes: Did participants benefit from the trainings?
Did the trainings result in improvements in knowledge and attitudes? Did the
trainings result in changes in the school/campus environment, staff/faculty
behavior, and student behavior in a manner consistent with improved student
mental health?
We will answer the questions for this aim related to knowledge, attitudes, and
behavior, we will use a synthesis of the individual program evaluations.
To answer the questions related to environment and behavior, we will also use
student, staff, and parent-level data from the California School Climate, Health, and
Learning Survey (CalSCHLS) fielded by WestEd, which includes the California Healthy Kids
Survey (CHKS), the California School Climate staff survey (CSCS) and the California School
Parent Survey (CSPS). Questions from these surveys assess changes in the mental health
related climate on K-12 school campuses and the community. The CSCS is a biennial statelevel survey of local educators that includes a variety of questions related to student mental
health, including whether the school provides counseling and support to students who
need it and the extent to which the school collaborates well with organizations for youth
who have substance use or other types of problems. The CSPS contains items similar to the
CSCS (e.g., school provides counseling to help students with needs), allowing us to better
understand how parent perceptions of school climate change over time.
We will use existing data from a random sampling of K-12 schools in California
completing these surveys to assess the status prior to CalMHSA PEI activities. To assess the
status following the implementation of the CalMHSA funded programs, we will work with
WestEd and the CalMHSA funded programs to field the survey in districts implementing
CalMHSA PEI activities, and selected comparison campuses not implementing CalMHSA PEI
activities. We will work with CDE and CCSESA to identify schools or districts that have
substantially participated in training activities and comparison schools/districts that are
comparable in dimensions such as size, racial/ethnic distribution, region, and % of
students on free or reduced lunch that have completed the survey as part their
participation in the California Tobacco Use Prevention Education (TUPE) program.
To assess the impact of CalMHSA PEI activities being conducted on CCC, CSU, and UC
of faculty and staff, we will modify items from existing surveys, and work with the higher
education systems to conduct a survey of campus faculty and staff from campuses

- 115 participating in training and from selected non-participating campuses (where appropriate
comparative campuses can be identified). We will seek to conduct this survey in years 2
and 3. We will evaluate whether staff members on campuses delivering the trainings have
more awareness of counseling and supports than their counterparts on campuses without
training.
Activity 2: Networking and Collaborations
Overall, the question we seek to answer is, were the funded programs able to
establish or enhance collaborations in a manner consistent with improved student mental
health?
Structure: Were the funded programs able to establish or enhance collaborations in
a manner consistent with improved student mental health?
We will answer this question through a synthesis of the individual program
evaluations, articulating, 1) the primary function or objective of the collaborations formed,
2) how many collaborations and partnerships have been established or enhanced by
CalMHSA support, and 3) to which agencies program partners have connected (e.g. other
educational institutions, community mental and behavioral health organizations, advocacy
groups, social services).
Process: How extensive were the collaborations?
We will answer this question through a synthesis of the individual program
evaluations, articulating how closely programs are collaborating within networks and
communities,
Short-term outcomes: Did the collaborations result in improved access for students
to services or enhanced materials, resources and practices?
We will answer this question through a synthesis of the individual program
evaluations, articulating 1) are there improved collaborations between educational
systems (K-16), county mental health departments, and other organizations, 2) has there
been an increase in referral rates, and 3) has student access and engagement in services
demonstrated improvement. We will also assess the level of availability and accessibility of
the materials, resources, and practices (i.e., How widely published and marketed are the
materials and resources? What methods of outreach were used to promote the practices?);
2) the use of collaboratively developed materials, resources, and practices (i.e., How
universally and consistently were the practices put in place? Were the materials and
resources adapted in any way to suit local contexts?); and 3) the quality of the materials,
resources, and practices (i.e., Were the practices evidence-based? Were the resources and
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health services using secondary data sources (see Long Term Outcomes section below for
details.)
Activity 3: Informational Resources
Overall, the question we seek to answer is, are the informational resources improving
student mental health?
Structure: What was the nature and amount of informational resources developed?
Were the informational resources of high quality?
We will answer this question through a synthesis of the individual program
evaluations, reviewing the number and nature of the materials made available on websites
developed and supported by the CalMHSA Student Mental Health initiative funded
programs.
Process: Did the informational resources reach the right people and to what extent?
We will answer this question through a synthesis of the individual program
evaluations, using website analytics and registration materials/brief surveys of users.
Short-term outcomes: Were the online materials helpful?
We will answer this question through a synthesis of the individual program
evaluations, articulating perceived utility, quality, and impact of online materials.
Activity 4: Policies, Protocols, and Procedures
Structure: What is the number and nature of policies, protocols, and procedures
developed by the CalMHSA Student Mental Health initiative funded programs?
We will answer this question through a synthesis of the individual program
evaluations, articulating the extent to which they are consistent with evidence based and
promising practices for school mental health programs, relevant audiences and
dissemination methods, and the feasibility and practicality of their approach and
implementation.
Process: How broadly are policies, protocols, and best practices adopted and
implemented? To what extent are they adapted? To what extent are they
sustainable?
We will answer this question through a synthesis of the individual program
evaluations, articulating key informants perspectives regarding the extent to which the
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campuses and districts.
Short-Term outcomes: What impact did the policies, protocols, and procedures have?
We will answer this question through a synthesis of the individual program
evaluations, articulating the extent to which key stakeholders are aware of policies,
protocols, and practices, and their impact on the system’s ability to address student mental
health issues.
Long-Term Outcomes (all activity areas)
Tracking the long–term outcomes associated with the CalMHSA Student Mental
Health initiative funded program activities (Activity Areas 1, 2, and 3)
As illustrated in Figure 7.1, all of the activity areas contribute to the long-term goals
of the CalMHSA Student Mental Health initiative funded programs: to improve student
mental health outcomes, access to services, and perceived support related to mental health
issues from schools or campuses. These outcomes may change over time as the CalMHSA
Student Mental Health initiative funded programs are implemented, but if there are
substantial changes, we anticipate seeing them beyond the time frame of the current
evaluation. Therefore, below we provide an evaluation framework that could also be
utilized after the evaluation period is complete.
Aim 4a. Is there an association between CalMHSA Student Mental Health initiative
funded program initiatives and population level rates of student mental health
problems and use of services?
This portion of the evaluation will be based on data program partners are collecting
and existing population-based data being collected at the state level. See Table 7.5 for
additional detail.
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Long-term outcomes as measured by population-level datasets
Outcome

Variable

Target
Data
population source

Numerator

Denominator

Improved
student
mental
health

Percent of students
with psychological
distress in a given
year

K-12, College
Students

CHIS
BRFSS

# of individuals with
serious distress

# students surveyed
during the specified year

Improved
access to
services

Percent of students
with psychological
distress who
received
counseling

K-12, College
Students

CHIS

# of individuals who
received counseling

# of individuals with
serious distress

Percent of students
who needed
counseling and
actually received it

Adolescents,
College
students

CHIS

# of adolescents or
adults who received
counseling

# of adolescents or
adults who reported
needing help for
emotional problems

Percent of students
who received
counseling at a
school location

High School

CHKS

# of students who
received counseling
at their high school

# of adolescents who
received counseling

Percent of students
with distress who
experienced school
problems

Adolescents

CHIS

# of adolescents
absent from school
because of a health
condition

# of adolescents with
serious distress

6-12th grade
students

CHKS

# of students who
skipped class or
school

# students with mental
health symptoms

College
Students

CHIS

# of adults unable to
carry out normal
activities because of a
mental health
condition

# of adults with serious
distress

Improved
student
outcomes

Percent of students
with distress who
experienced work
problems

To measure rates of mental health in the higher education system, we will explore the
possibility of using data gathered from the UC and CSU system to assess changes in these
outcomes resulting from CalMHSA Student Mental Health initiative funded program efforts.
For example, some UC and CSU campuses administer the National College Health
Assessment II, which has questions on mental health symptoms and diagnoses, and alcohol
and drug use. As campuses finalize the survey instrument of choice, our goal will be to
assess mental health symptoms over time to the extent possible. In addition to examining
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existing population-based data from the California Health Interview Survey (CHIS). This
CHIS is a population-based random-digit dialing telephone survey of households in
California. The data can be aggregated at the county level and compared across ethnicity
and race. The survey is administered biennially to children (answered by an adult proxy if
child is below age 12), adolescents (12-17 years old), and adults (18+). For children, the
CHIS asks parents about behavioral or emotional problems, while adolescents and adults
are asked about psychological distress using the K6, used to assess population based
mental health problems (Kessler, Barker, Colpe et al.,2003). Table 7.5 summarizes the CHIS
variables of interest and corresponding numerator and denominator values. Rates of
mental health problems will be monitored over time.
To assess changes in mental health service utilization in the K-12 system, we will
examine existing population-level data in the CHIS to examine the percentage of students in
psychological distress who received counseling. In addition, to examine rates of utilization
by need, we will examine the percentage of students needing counseling who actually
received counseling. We will also examine data from the California Healthy Kids Survey
(CHKS), a statewide school-based survey, to examine the percentage of high school
students who received counseling at their school. In the higher education system, we will
examine counseling center and survey data from the UC and CSU system, as available. At
the counseling level, data provide information on utilization, staffing, and student
demographics (e.g., intake data). In addition, the UC system administers the UC
Undergraduate Experiences Survey (UCUES) biannually and this questionnaire asks
students to rate whether they used campus counseling services.
To examine changes in student-related outcomes, we will rely on population-based
survey data to measure school-related absenteeism (number of missed days due to an
emotional issue) using data from the CHIS and CHKS. To examine rates of school dropouts
over time, we will use data from the California Dropout Research Project (UC Santa
Barbara,2012) and rates of youth reported suicidality using the Youth Risk Behavior
Survey (Centers for Disease Control and Prevention,2012) and the CHKS and CHIS.
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STATEWIDE MONITORING AND MODELING POTENTIAL IMPACTS OF PEI INITIATIVES
OVER LONGER TIME HORIZON
Statewide Monitoring
The major focus of the evaluation that RAND will be conducting is to provide
evaluative information about the development and implementation of statewide PEI
initiatives undertaken by 25 program partners under contract with CalMHSA during the
period between fall of 2011 and summer 2014. The evaluation design includes plans to
assess key outcomes that the PEI initiatives are intended to impact. These outcomes
include:
Stigma and Discrimination Reduction:
Increase knowledge of mental illness
Reduce stigma and discrimination
Increase help-seeking
Suicide Prevention:
Increase in persons equipped to intervene to prevent suicide
Reduce rates of suicide
School Mental Health:
Increase student access to mental health services
Improve student mental health and well-being
Improve school outcomes and student engagement in school
These outcomes are the long-term targets of the statewide PEI efforts. They are
important outcomes that can critically influence individual lives, societal norms, and
institutional culture and policy. It is important to recognize that impacts of PEI initiatives
on these outcomes are likely to be limited in the short run, but have the potential to
accumulate over time. We know from the broader health promotion field that it is possible
to produce large-scale and lasting changes in knowledge, attitudes, and behavior (for
example, reductions in tobacco use) that can prevent negative health consequences, but
reductions have been achieved slowly and cumulatively, following many years of sustained
and multi-level PEI efforts. The mental health prevention and early intervention literature
has many examples of interventions that are successful in achieving expected short-term
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large-scale and sustained PEI on key outcomes such as those listed above.
Under California’s Mental Health Services Act, counties are undertaking a many PEI
program efforts, in addition to those statewide initiatives that are being implemented
under the umbrella of CalMHSA. The scope and breadth of PEI programs in California
provides an unprecedented opportunity to evaluate longer term effects of sustained PEI on
key outcomes.
In order to take advantage of this opportunity in the future, a long-term outcomes
monitoring plan is needed, and the plan should be implemented soon, while PEI efforts are
still at an early stage of implementation. As part of the RAND evaluation, we will develop a
plan for long-term outcomes monitoring. This will include the following:
Strategy for ongoing monitoring of key outcomes. Existing and repeatedly collected
statewide data (including survey data and vital statistics) are already available to provide
long-term monitoring of some outcomes. As part of our evaluation, we will acquire and
analyze relevant existing data, and evaluate their strengths and limitations for PEI outcome
monitoring. Improvements in reliability of death determinations, and expansions of survey
data collected by the CHIS and by schools may provide a much stronger basis for PEI
outcome monitoring. We plan to consider the utility and feasibility of various
improvements, and recommend a strategy for ongoing monitoring.
Strategy for ongoing monitoring of PEI interventions and their reach. The key
outcomes of interest can be influenced by many factors beyond the implementation and
delivery of MHSA PEI services and interventions. In order to causally associate California’s
PEI programs with key outcomes, it would be useful to develop statewide information
assessing what interventions were delivered, and what target populations were exposed to
the interventions over time. It might be instructive to compare California with other states
that do not fund PEI, even in the absence of ongoing monitoring of PEI interventions.
However, analyses comparing outcomes in California populations with different exposure
to PEI interventions will be a more definitive approach to estimating the impact of PEI on
key outcomes. Our work on the Statewide Evaluation Framework, separate effort that is
considering a PEI evaluation framework of all of MHSA PEI programming, will inform
recommendations for a strategy for ongoing PEI program monitoring.
Modeling Future Outcomes of Statewide PEI Initiatives
Microsimulation modeling methods might be utilized to predict future impacts of PEI
initiatives and we mentioning this as an option for consideration at a later point in time.
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with a “current status” prediction from a theoretical model, and then making changes in
selected predictors to evaluate impacts under different scenarios. Sensitivity analyses are
typically carried out to understand the robustness (or alternatively, the extent of
uncertainty) of the findings; these analyses vary assumptions about the underlying
relationships among the constructs in the model. Microsimulation modeling can be a very
useful tool for predicting expected results of alternative policy or programmatic decisions
that are under consideration by decision-makers. A microsimulation modeling study has
the potential to be very useful to CalMHSA and other stakeholders for informing future
debate about PEI strategies and allocation of resources
However, there are a number of important considerations in determining whether
simulation modeling is an appropriate approach. Clear policy or programmatic choices
need to be framed; the model has to be underpinned by good theory; and existing empirical
research must be available to guide and bound the assumptions. For these reasons, we
think it is premature to propose a microsimulation modeling study at this point in time.
After short-term results from the statewide evaluation are analyzed and reported,
CalMHSA and other stakeholders will have much more information to enable them to pose
questions about important program strategy and resource allocation choices and our
empirical basis for undertaking simulation model of PEI policy choices will be stronger.
Thus, we propose a simulation modeling study as an option that might be of interest at a
later time.

DATA COLLECTION FOR EVALUATION
As shown in Tables 7.6, 7.7, and 7.8 we are planning an extensive data collection
effort to support the evaluation design. While we outline the kinds of data collection we
anticipate for each initiative, not all kinds of data collection will apply to each of the
program partners and we will be working individually with them to develop individual
data plans for each program partner. We are planning data collection of four main types:
 Collection of information that the Program Partners are assembling for their own
purposes, such as reports of their activities, materials they are developing for



implementing their programs, results of data collection they are undertaking, or
their own program evaluation reports.
Collaboration with program partners to collect additional information about their
activities and results. These might include demographic information on
participants, records of attendance at trainings and events, website analytics, etc.
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Data collection undertaken by RAND for the purposes of the evaluation including
case studies, qualitative interviews, focus groups, message testing experiments, and
statewide longitudinal surveys of the general population and people with mental
health needs.
Use of data collected by others, including school and police records, vital statistics
reports on suicide deaths, the California Health Interview Survey (CHIS) data, and
California Healthy Kids surveys of parents and school staff and other surveys.
These are described in more detail below.

Existing Materials from Program Partners
As part of their normal operations, the implementation of their program activities,
and their reporting to CalMHSA we expect that program partners have developed or will be
continuing to develop program goals and logic models (see Chapter 2), supplying quarterly
reports to CalMHSA, and developing their own program evaluation results. We expect to
make use of these in evaluations at the program and initiative levels for the statewide
evaluation. In addition, some program partners are conducting their own surveys,
developing training and informational materials, and making media buys. We will be
seeking and using these materials and documentation as well.
Data Collected By Program Partners for the Statewide Evaluation
It was anticipated at the time that contracts were signed between CalMHSA and
program partners that they would be expected to provide data for the statewide evaluation
and we have taken this into account in developing the evaluation plan. The specific plans
for collecting these data will be developed through collaboration between the individual
program partners and RAND as part of the technical assistance activities (see Chapter 8).
We will provide forms, templates, training materials and training, and data entry formats.
We will work with program partners to resolve any data confidentiality issues that arise
and the collection and use of these data by RAND will be reviewed and approved by the
RAND Human Subjects Protection Committee. These data may include surveys of target
populations for program partner activities, records of attendance at events, website
analytics, audience metrics, and counts of referrals and specific types of encounters, for
example, rescue attempts through suicide hotlines. These data will be shared with the
program partners to enhance their own evaluations and be used for continuous quality
improvement.
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We plan to independently collect several kinds of data for the statewide evaluation.
Some will relate to specific programs, such as case studies, qualitative interviews with key
informants, observations or monitoring of program activities, or experiments to test the
effectiveness of messaging for media campaigns and social marketing efforts. In addition,
we plan to conduct longitudinal statewide surveys by telephone for a general population
survey using random digit dialing (of landline and cell phones) to collect data from a
household sample to measure stigma and knowledge, help provision, help seeking and
barriers to help seeking, and mental illness symptom scores. These will be measured at
baseline and at the end of the period when program partner activities are completed. The
follow up survey will also measure exposure to SDR initiative activities. We also plan to
conduct a baseline telephone survey of people with mental illness (based on the measure
known as the Kessler 6) obtained through collaboration with the California Health
Interview Survey. The CHIS collects data on approximately 12,000 households every two
months and administers the Kessler 6 in every survey. Approximately 6.5% of individuals
surveyed by CHIS in 2009 reported symptoms of serious psychological distress during the
30 days prior to the CHIS interview. Working with CHIS we may add questions to the CHIS
interview for people with serious mental illness that parallels the information described
above with a focus on the population of PWMI. See SDR Aim 3 and SP Aim 4 above for
additional detail on planned survey content and how it will be used. Finally, for the higher
education programs we will conduct a survey of campus faculty and staff from campuses
participating in training and from selected non-participating campuses (where appropriate
comparative campuses can be identified).
Use of Existing Data
In addition to data we will collect we plan to use existing data for the statewide
evaluation. These will include school and police records, vital statistics data from
California and the CDC, and surveys conducted by other organizations such as the CHIS,
California Healthy Kids, and the WestEd UCUES surveys of campus climate. In particular,
we view the CHIS as an extremely valuable resource. In 2001 the CHIS included items on
mental health care and delays in care. In 2005 and 2007 it included items on mental health
status and perceived need for services and beginning in 2009 included mental health status
(using the K6), perceived need and access to services, and suicidal ideation and attempts
for adults. In 2011 the CHIS included these items as well as suicidal ideation for
adolescents. These items have been asked in the most recent versions to date (data
collection is now continuous) and are expected to be included through 2013. The CHIS
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racial/ethnic groups (see Appendix C). These data are ideal for longitudinal analysis
related to all of the initiatives and we expect to make extensive use of them.
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Table 7.6
Stigma & Discrimination Reduction Data Sources
Existing Materials
from Program
Partners
Initiative Level

Policies, Protocols, and
Procedures

Networking and
Collaboration

Reports of program
goals and activities
Program
participation reports
by demographic
characteristic
Program evaluation
results
Reports and
materials developed
for SDR
Reports of
dissemination
activities
MOU and
documentation of
networking

Data for Statewide
Evaluation Collected
by Program Partners
in Collaboration with
RAND/SRI

Data for Statewide
Evaluation
Data Collected by
RAND/SRI

Use of
Existing
Data
CHIS,
School
and
police
records

Survey of target
population groups

Case studies
Key informant
interviews

Informational
Resources

Resource materials
Website access

Website analytics
Survey of registered web
users
Pop-up survey of general
web users
Survey of offline
information recipients

Trainings and
Education

Training and
education materials

Media/Social
Marketing

Materials and
messages
Ad placement,
frequency, areas
RSE survey results

Surveys of education
program participants
Records of participant
attendance
Surveys of
trainers/speakers
Audience metrics
Visits to ReachOut.com

Experimental tests of
effects of message
exposure
Statewide surveys of
CA general
population and PWMI
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Table 7.7
Suicide Prevention Data Sources
Existing Materials
from Program
Partners

Initiative Level

Data for Statewide
Evaluation
Collected by Program
Partners
in Collaboration with
RAND/SRI

Data for Statewide
Evaluation
Data Collected by
RAND/SRI

Reports of program
goals and activities
Program
participation reports
by demographic
characteristic
Program evaluation
results

CHIS
Vital
statistics
data

Networking and
Collaboration

MOU and
documentation of
networking

Trainings and
Education

Training and
education materials

Surveys of education
program participants
Records of participant
attendance

Observation of
training programs

Media/Social
Marketing

Materials and
messages
Ad placement,
frequency, areas
AdEase survey
results
MOU and
documentation of
networking

Audience metrics

Statewide survey
Experimental tests of
effects of message
exposure

Number of rescue
attempts and outcomes

Hotline accreditation
standards
Interviews with crisis
center staff
Cost data estimate for
sustaining hotlines
Statewide survey
Hotline call
monitoring
County specific
hotline coverage

Hotlines, Warmlines

Use of
Existing
Data

Case studies
Key informant
interviews
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Table 7.8
Student Mental Health Data Sources
Existing Materials
from Program
Partners
Initiative Level

Trainings and
Education

Reports of program
goals and activities
Program
participation
reports by
demographic
characteristic
Program evaluation
results
MOU and
documentation of
networking
Results of surveys CCSESA, UC AND
CSU SURVEYS OF
COUNSELING
CENTERS
Training and
education materials

Informational
Resources

Resource materials
Website access

Policies, Protocols,
and Procedures

Reports and
materials developed
for SMH

Networking and
Collaboration

Data for Statewide
Evaluation
Collected by Program
Partners in
Collaboration with
RAND/SRI

Data for Statewide
Evaluation
Data Collected by
RAND/SRI

Use of
Existing
Data
CHIS CA
HEALTHY
KIDS (and
parent/staff
versions) to
assess
school MH
climate

Referral rates and
engagement
Collaboration scale
survey administered to
collaborating
organizations

Case studies
Key informant
interviews
Qualitative analysis of
meetings

CHIS
(service
utilization)

Surveys of education
program participants
Records of participant
attendance
Surveys of
trainers/TRAINEES

Surveys of faculty and
staff
Focus groups with
staff and
administration

Surveys of
school staff,
faculty,
parents by
WestEd
UCUES
survey
campus
climate

Website analytics
Survey of registered
web users
Pop-up survey of
general web users
Survey of offline
information recipients
Survey or interviews
with key informants
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8. EVALUATION TECHNICAL ASSISTANCE

We will be providing technical assistance (TA) to program partners both to enhance
their evaluation capacity and promote continuous quality improvement for their programs
and also to enable them to carry out data collection required for the statewide evaluation.
In practice, these may be difficult to separate since they enhance each other – building
skills for collecting and using evaluation data in general.
To enhance program partners’ evaluation capabilities, we will deliver technical
assistance using multiple methods as appropriate, including in-person meetings, webinars
or “virtual meetings,” conference calls, and email/phone consultation. Our main TA
objectives are to build the capacity of program partners to collect program-, initiative-, and
statewide-level data; and to use evaluation data to reflect on practice and identify areas of
success and improvement. This TA should promote effective and sustainable
improvements in program planning, implementation, and evaluation, thus maximizing
CalMHSA’s investments in prevention and early intervention services. We also anticipate
that CalMHSA staff will also be active in assessing need for TA, based on the quarterly
reports submitted by program partners, and in providing TA, especially for program
partner self-evaluations. We will coordinate with CalMHSA to determine how best to meet
the TA needs of individual program partners.
Providing effective TA services requires attention to a number of issues, including
determining the purpose and objectives of TA support, creating partnerships and buy-in to
use and benefit from TA, providing access to effective methods and individualized content,
and ensuring efficiency and equitability in the distribution of TA resources.
Menu of TA topics
We are prepared to deliver TA on a full array of evaluation topics, including the
following:
 Evaluation design and planning. We will offer TA on, incorporating the
statewide evaluation activities into program and local evaluation activities,



and developing or reviewing sampling plans (e.g., assessing different models
to select subsets of individuals, such as random and stratified sampling).
Instrumentation and data collection. Our TA providers will help to develop
and review data collection instruments and data collection processes with
attention to feasibility, utility, and standards of evidence; to identify ways to
use administrative data (e.g., electronic health records) to collect service and
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outcome data; and to develop data quality monitoring procedures to help
assure data are submitted in sufficient quantity and quality. Our TA providers
work with program partners to map existing data collection and reporting
systems to the data elements needed for the statewide evaluation to minimize
changes to existing systems. If changes are needed, TA providers will consult
with CalMHSA to determine availability of time or other resources to support
any needed changes.
Integration of statewide evaluation activities. We will work with program
partners to develop a TA plan that will help them incorporate statewide data
collection activities into existing routines that will be used in the statewide
evaluation (e.g., collection of demographics of participants, web analytics, and







surveys of training participants or collaborative members). We also will work
with programs to determine the most efficient methods for submitting the
statewide evaluation data (e.g., via exports, other electronic files, or quarterly
reports).
Data analysis and interpretation. We expect that CalMHSA staff will be
taking the lead on reviewing program partner self-evaluation plans. However,
if requested by CalMHSA we will review program partner data analysis plans
for their own evaluations and suggest methods to increase the rigor or
sophistication of analysis, identify relevant population data for comparison
purposes, and assist with the interpretation of findings relevant to a
prevention and intervention framework.
Quality Improvement. Finally, we will work with program partners to
interpret and use the data collected for the statewide evaluation for program
improvement.
Program implementation and project management. Some program
partners may request TA on program implementation or project management.
Since the primary objective of our TA it to support evaluation capacity, we will
redirect the request to CalMHSA staff and provide brief advice to program
partners as requested by CalMHSA.

Our TA providers are committed to building personal and professional relationships
and maintaining productive and routine communication about data collection and
evaluation. For example, we have used our initial meetings and calls to refine the
evaluation and TA plans as an opportunity for establishing productive working
relationships. We will communicate with program partners through regular calls and, if
necessary, in person visits at intervals to be determined by the pace of activities. We will
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also incorporate webinars into our calls so that we can collaboratively work on documents
or review data collection tools while on the phone. We will discuss data and identify areas
that will strengthen the evaluation framework, PEI service delivery, and our technical
assistance. For example, we will facilitate discussions with programs to address questions
such as: How do the data reflect true challenges and accomplishments in PEI programs? Do
the findings suggest changes in practice, such as increasing provider trainings or outreach
to certain populations? Similarly, we will encourage programs to regularly review and
update their program-level evaluation plans and logic models as participant needs or
program objectives evolve to ensure that data collection is useful in supporting continuous
quality improvement efforts.
Methods of TA
Our methods of TA will vary, depending on topic, assessed need and interest across
programs and initiatives, efficiency and effectiveness of delivery mode, and budget
constraints. Our menu of options will include the following:
 One-on-one TA customized to specific program partner needs. Every
program partner will have a TA liaison, who will be the point of contact for
individual TA support. The TA liaison will work with the program to develop a
program-specific statewide evaluation plan for collecting and reporting data
for the statewide evaluation, and an accompanying TA plan to address both





local and statewide evaluation TA needs. We will deliver TA individually to
program partners via phone/email and webinars, and when necessary, on site
and in person when specific needs require intensive and customized TA
services.
Cluster delivery methods. We will also deliver TA to clusters of programs
that collectively show needs in a similar area or areas. Based on initial review
of TA needs across programs, sample topics may include: designing and using
web analytics to support evaluation of online resources; examining sources of
regional and county-level population data (e.g., suicides, school drop-outs);
and measuring population demographics consistently. Additional topics will
be generated based on emerging needs.
Large group methods. Finally, we will provide TA across all initiatives by
integrating information sharing and educational opportunities into standing
(statewide) meetings. Based on initial review of TA needs across initiatives,
sample topics may include: designing data presentations for specific
stakeholder audiences within a data-driven decision-making framework;
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collecting reliable and consistent data for the quarterly reports; formalizing
referral networks; and using population-based data included in the statewide
monitoring framework. Additional topics will be generated based on emerging
needs.
Toolkits and resources. As we work with individual program partners to
develop instruments, descriptions of methods, and other resources we will
make them available as resource materials that can be used by other program
partners through posting on our Teamspace site or other methods of
distribution.

TA management and monitoring processes
We will assign TA liaisons for programs in each initiative (SDR, SP, and SMH) to work
with the relevant statewide evaluation initiative leader at RAND to develop a statewide
evaluation plan for each program that identifies what activities, if any, the program may
need to add or modify to provide required data for the statewide evaluation, and to discuss
potential resources that might be helpful. The TA liaison will then formulate and finalize a
TA plan with specific TA strategies and targets, and a recommended level of response based
on budget constraints (i.e., total number of days of support; phone or online support vs. inperson support).
The TA liaison will share the written statewide evaluation and TA plans with the
program partner for review, feedback, and a commitment of the program’s participation in
the process. TA liaisons will work to ensure that outreach to the programs is clientcentered, responsive, and individualized, and that TA assessments and plans are built
collaboratively to create a shared sense of the issues and a vision of how the TA will help
address specific targets.
TA plans and subsequent TA requests will be documented in detail in an electronic TA
log, which will organize information about each topic of need, request date, target date of
response, activities and actions, status (pending or resolved), and total hours dedicated to
TA delivery. If TA issues are identified that require input, resources, or approvals from
CalMHSA staff, TA liaisons will contact the CalMHSA Initiative Leader promptly to develop a
plan for their involvement. Statewide evaluation plans will also be documented in project
files and available to the CalMHSA Initiative Leaders. TA liaisons will closely monitor the
delivery of TA by reviewing the TA log. TA liaisons also will share, and sometimes develop,
TA tools and best practices that might be useful across initiatives and programs. The TA
liaisons will hold regular (quarterly) phone calls with each program partner to monitor and
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discuss progress on the TA plan and to evaluate success of TA in formative way for quality
improvement purposes.
Evaluation and reporting of technical assistance
The statewide evaluation team will examine the TA documentation (i.e., logs of TA
requests and responses) to produce quarterly summary reports for CalMHSA that describe
the frequency and intensity of TA delivery to programs and initiatives by topics. We will
conduct quarterly telephone calls following the submission of the summary reports to
discuss issues related to TA needs for statewide and self-evaluation purposes and to
determine who should provide TA for specific needs (CalMHSA or RAND staff). In the first
few months of providing TA after approval of the TA plans we will conduct approximately
monthly calls for informal discussion of progress and potential snags in working with
program partners to obtain data for the statewide evaluation and any other TA needs.
TA liaisons will evaluate the effects of the TA services and support by providing
anonymous email surveys to program partners for summative evaluation of the quality,
utility, efficiency, timeliness, and impact of the TA. The TA team also will evaluate our
cluster and large group TA support by asking participants to complete brief surveys about
the quality and utility of the TA session.
Furthermore, our team is committed to building strong and valued relationships with
program partners. To do this, we will actively seek their feedback about our TA, listen and
respond earnestly to suggestions and concerns, and maintain regular communication with
the program partners. We are also deeply committed to continuous quality improvement in
the implementation of our TA services, so we will solicit regular feedback about methods to
improve the adequacy, utility, and impact of the TA support. Based on feedback about our
TA services and emerging needs of the program partners and statewide evaluation, TA
supports will be modified and strengthened. Also, TA plans with program partners will be
updated at least annually to reflect feedback and emerging needs and strengths.
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A. PROGRAM-LEVEL LOGIC MODELS

STIGMA AND DISCRIMINATION REDUCTION EVALUATION LOGIC MODELS
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Table A.1
Community Clinics Initiative – Stigma and Discrimination Reduction Program 2: Values, Practices, and Policies
Program -Statewide Evaluation Logic Model
Structures
What PEI capacities and resources is
your program developing and
implementing?

Processes
What intervention activities are
delivered, and to whom?


 Conduct statewide needs
assessment on current status of
integrative care and recovery
model training needs
o Produce report of findings
and recommendations
 Develop training materials (based
on needs, including introductory
and tailored)
o Leverage existing resources,
best practices, and effective
delivery methods
 Train providers and stakeholders
(locally, regionally, and webbased)
 Develop policy recommendations
& strategies to advance
recommendations for integrated
care through a report to local &
state policy makers
 Develop & disseminate resource
materials/toolkit to service
delivery orgs. on evaluating clinical
& organizational outcomes assoc.
with integrated care
o Establish CCI as a
clearinghouse for TA
 Leverage partnership among IBHP,
Advisory Committee, NCCBH, MHA
of CA, CNMHC, consumers, and
CalMHSA grantees





Statewide Survey
o County agencies (e.g., public
health, behavioral health,
social services)
o Provider organizations
o Client groups
Provider Trainings via local &
regional meetings, learning
communities, & monthly webinars
o PC physicians, case managers,
& administrators
o MH clinicians &
administrators
Stakeholder Trainings
o Health plan administration
o College/university
professional schools
o School settings
o Public officials



Partners recommend changes in
law, regulation , and practice via a
report to local/state policy
makers



Partners develop statewide
infrastructure to sustain training
programs and integrated care
models



Partners coordinate activities
with other key PEI programs
(SMH, SP, SDR)

Short-Term Outcomes
What are immediate targets of
change?
 Agency/Organization/Client
 Positive change in policies,
practices, and levels of
integration among agencies
(e.g., regular communication,
sharing of records, and “warm
handoffs”)
 Earlier identification and
treatment of BH and PH issues
 Increased access to integrated
care by at-risk and
underserved populations
 Provider Trainings
 Decreases in discriminatory
practices, stigmatizing
attitudes, & medical model
beliefs
 Increased knowledge &
provision of integrated care
 Stakeholder Trainings
 Health plan reps.: Increased
recognition of need for and
benefits of integrated care
 Student professions: Increased
knowledge of models of
integration & effects of stigma
on patient compliance
 School settings: Increased
uptake of models of integration
 Public officials: Changes in law,
regulation, & practice to
support integrated care;
Increased knowledge of
integrated care models &
benefits

Key Outcomes
What negative outcomes are
reduced?
 Less self-stigma and increased
empowerment and engagement
among PWMI
 Increased treatment seeking by
PWMI
 Easier access to treatment
 Greater consumer satisfaction
 Improved patient outcomes
 Parity between medical and
mental health services
 Reduced psychiatric emergency
room visits
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Table A.2
Disability Rights California – Stigma and Discrimination Reduction Program 4:
Advancing Policy to Eliminate Discrimination-Statewide Evaluation Logic Model
Structures

What PEI capacities and
resources is your program
developing and implementing?
 Formation of Advisory group
that will prioritize target
areas of focus for fact sheets,
trainings, outreach, and
policy papers.
 Fact sheets on laws,
regulations, policies, and
practices that reduce stigma
and discrimination and
encourage provision of
services in the community
and in non-traditional
settings
 Trainings co-led by DRC
advocacy unit & PWMI and
family members
 Policy papers advocating for
policy change where existing
laws and policies contribute
to structural stigma and
discrimination

Processes

What intervention activities
are delivered, and to whom?

 Disseminate 20-30 userfriendly fact sheets that are
easy to read,
understandable, age
appropriate, and culturally
relevant via trainings, social
media, and websites
 Develop 5-15 interactive
training or educational
materials specific to
identified target
populations that allow for
discussion of local issues
 Develop at least two indepth instructive policy
recommendation papers
and begin implementation
of those recommendations
 Target audiences and
identified topic areas will be
determined by Advisory
group.

Key Outcomes

Short-Term Outcomes

What negative outcomes are
reduced?

What are immediate targets of
change?



Increased knowledge of
anti-discriminatory laws,
policies, & regulations



Reduce stigma and
discrimination against
PWMI



Improved attitudes
toward PWMI





More positive behavioral
intentions toward PWMI

Increased provision of
services (e.g., MH services
in juvenile justice system;
HR accommodations;
housing)



Eliminate discriminatory
practices (including in
juvenile and criminal
justice systems)



Reduced suicide attempts
and death



Reduced social isolation



Reduced school drop-out
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Table A.3
Entertainment Industries Council – Stigma and Discrimination Reduction Program 2: Values, Practices, and
Policies Program-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?








Form Advisory Council
Scan of media environment
Picture This forums to
identify top MH/media
issues
Toolkits of media materials
for target audiences (e.g.,
rural, TAY, GLBT, etc.)
Media outreach (briefings)
Needs assessment to learn
what style guide is most
useful for journalists and
entertainment writers
Development of mobile app
with facts/language to use

Processes
What intervention activities are
delivered, and to whom?









Media and community
members will be involved
in Picture This forums
Dissemination of Picture
This forum results through
briefings to industry
personnel
Webinars for journalists to
learn how to write about
MH and get
sources/exemplars
Media/entertainment
contacts will use mobile
app and toolkits

Key Outcomes
What negative outcomes are
reduced?

Short-Term Outcomes
What are immediate targets of
change?



Positive change in
knowledge, attitudes,
behavior toward PWMI
among general population



Positive change in
knowledge, attitudes,
behavior toward PWMI
among journalists and
entertainment writers



Amount and quality of
media coverage related to
MI.






Reduced suicide attempts
and death
Less discrimination by
employers, landlords,
criminal justice system
Reduced social isolation
Reduced school drop-out
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Table A.4
Mental Health Association of San Francisco – Stigma and Discrimination Reduction Program 2: Resource
Development for Stigma Reduction (aka Values, Practices, and Policies)-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?

Processes
What intervention activities are
delivered, and to whom?



Establish research
leadership workgroup





Create web site with
searchable database of
existing SDR programs by
practices, toolkits, best
practice fidelity manuals



Develop tool-kit (fidelity
measures, evaluation tools)
for existing SDR programs



Identify capacity and gaps
in existing SDR programs
for populations across the
life span



Disseminate
implementation resources
for SDR programs in
database through
documents and trainings



Train 60 program
staff/advocates in toolkit
for existing SDR programs
Train 200 program
staff/advocates in use of
SDR database and best
practices



Hold an annual conference
on SDR program, selfevaluation, and
development/training



Coordinate with other PEI
projects



Disseminate clearinghouse
products



Provide SDR
implementation and
training resources to
schools and colleges, MH
providers, and others

Short-Term Outcomes
What are immediate targets
of change?




More effective SDR
programs
Positive change in
knowledge, attitudes,
behavior toward PWMI

Key Outcomes
What negative outcomes are
reduced?



Reduced suicide attempts
and death



Less discrimination by
employers, landlords,
criminal justice system



Reduced social isolation



Reduced school drop-out
(youth focused programs
only)
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Table A.5
Mental Health Association of San Francisco – Stigma and Discrimination Reduction Program 3: Promising
Practices Program-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?
 Map emerging SDR programs
that serve cultural/ethnic
groups
 Prepare a literature review to
identify promising SDR
programs
 Identify fidelity measures and
evaluation tools for
promising SDR programs
 Create a website with
searchable database of
promising programs by
parameters and for sharing
materials
 Develop training briefs,
evidence-based tool kit,
manuals, and train-thetrainer products on
promising SDR programs
 Give mini-grants to
community partners to
support promising SDR
programs

Processes
What intervention activities
are delivered, and to whom?


Train 60
staff/advocates in
evidence-based tool kit
and self-evaluation



Hold a conference on
SDR best practices



Hold statewide
information sessions
(e.g., webinars)



Work with 3 programs
to pilot evaluation tools



Work with SDR
programs in 8 regions
annually to conduct a
participatory evaluation
Coordinate with other
PEI projects to share
emerging, best, and
promising practices

Short-Term Outcomes
What are immediate targets
of change?




More SDR community –
based programs that
offer culturally
competent outreach
and services



Reduced suicide
attempts and death



Less discrimination by
employers, landlords,
criminal justice system

More effective SDR
programs



Reduced social isolation



Reduced school dropout (for only youthfocused programs)





Increased access to
services for
cultural/ethnic groups




Key Outcomes
What negative outcomes are
reduced?

Positive change in
knowledge, attitudes,
behavior toward PWMI
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Table A.6
NAMI California – Stigma and Discrimination Reduction Program 2: Values, Practices, and Policies Program
-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?

Processes
What intervention activities are
delivered, and to whom?













Existing national, state, and
local NAMI organizational
structures & membership,
and existing
programs/materials
New Project Manager at
state level, and TBD
Program Coordinator
Resources to implement
training, outreach and
presentations
Cultural Competence
Steering Committee and
regional Cultural
Competency teams
Subcontracts with Union of
Pan Asian Communities
(UPAC) and Pacific Clinics
for cultural competence
assessments.









Train presenters (people
with lived experience)
Approximately 1500 IOOV
presentations - broad target
population (consumers,
family members, general
public), usually in
community organizations,
often to police and/or those
in jail
120 Provider Education
Program (PEP) workshops targeted to health providers
who are likely to come in
contact with individuals
with mental illness (e.g.,
primary care, mental
health, jail staff, etc).
428 Breaking the Silence
(BTS) presentations - K-12
students, with varying
curricula for different age
levels
Parents and Teachers as
Allies (PTA) presentations targeted to teachers (and
teens and parents?)

Short-Term Outcomes
What are immediate targets of
change?











Increased treatment
seeking by PWMI
Positive change in
knowledge, attitudes,
behavior toward PWMI
Change in teacher
disciplinary practices and
referrals
Increased knowledge,
decreased stigma among
teachers and high school
students
Insight into hope and
recovery among the general
population
Decreased stigma and
improved policy and
practice among health care
providers and criminal
justice staff
Increased reach to
multicultural populations.

Key Outcomes
What negative outcomes are
reduced?






Reduced suicide attempts
and death
Less discrimination by
employers, landlords,
criminal justice system
Reduced social isolation
Reduced school drop-out

141
Table A.7
Runyon Saltzman & Einhorn – Stigma and Discrimination Reduction Program 1: Strategies for a Supportive
Environment Program-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?








Develop, test, create, radio,
digital, print ads for youth
about website
Develop ReachOut forums
Develop games/microsite
Develop documentary
PR outreach campaign for
documentary
Website
Other resources: LA Youth
publication, Arts Network,
speakers’ bureau, media
trainings

Processes
What intervention activities are
delivered, and to whom?








Peer leaders will be trained
in how to work with
ReachOut forums
Adults, Youth, Tweens
exposed to ads
Youth visit and participate
in ReachOut forums
Adults with power over
PWMI view documentary
Young people use minigame
and microsite

Short-Term Outcomes
What are immediate targets of
change?












Awareness of documentary
& PR outreach
Awareness of website and
advertising of site
Awareness of education
campaign
Reduced stigma and selfstigma
Less stigmatizing norms
Perceptions of power to
influence change
Knowledge of destigmatizing facts
More disclosure by PWMI
(teens)
More support for PWMI
(teens)
More activism for PWMI
(teens)

Key Outcomes
What negative outcomes are
reduced?



Fewer instances of
discrimination among
adults with power over
PWMI
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Table A.8
UACF – Stigma and Discrimination Reduction Program 1: Strategies for a Supportive Environment ProgramDRAFT Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?








Oversight to capacity
building program
County needs assessment
Master plan development
Capacity building activities
(e.g., speakers bureau,
community network
roundtables, trainings,
Gateway to Hope website,
keynote speeches,
community member
presentations, activities
with veterans)
Sustainability plan

Processes
What intervention activities are
delivered, and to whom?





Various parties will
participate in roundtables,
capacity building training,
speakers bureau, workforce
trainings
Various parties will be
exposed to public outreach
and keynote speeches.

Short-Term Outcomes
What are immediate targets of
change?







Positive changes in publics’
knowledge, attitudes,
behavior, towards PWMI
Increased knowledge,
decreased selfstigmatization and
increases in treatment
seeking by PWMI
Increased sense of
belonging/less social
isolation among PWMI

Key Outcomes
What negative outcomes are
reduced?



Reduced suicide attempts
and death



Less discrimination by
employers, landlords,
criminal justice system



Reduced school drop-out

143

SUICIDE PREVENTION EVALUATION LOGIC MODELS

144
Table A.9
Ad Ease – Suicide Prevention Program 3: Social Marketing Suicide Prevention Program
-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?

Processes
What intervention activities are
delivered, and to whom?











"Your Voice Counts" online
forum
Statewide media campaign
that includes:
 Campaign toolkits
 Targeted materials
(including to those at
elevated risk, rural
communities, and
health care providers)
 Social media campaign
 Digital stories
 Targeted websites
High school safe messaging
video contest
Media advocacy and press
events
Training forums for media
and survivors












Short-Term Outcomes
What are immediate targets of
change?

Various parties will use
"your voice counts" forum
Californians will be exposed
to media campaign
Local counties will receive
and use toolkit, some will
receive training
Participants will record
digital stories
General public can view
digital stories
High school students will
create videos
Media will participate in
press events
General public will see
improved media coverage
Support group leaders will
receive training in
sustainability and how to
interact with media



Increased knowledge of:
risk factors and warning
signs, crisis lines and
resources



More people will be trained
as gatekeepers



Increased help-seeking



Reduced stigma around
help-seeking



More and balanced news
coverage about suicide



More survivor support
groups in the community

Media and survivors will
participate in forums



More health care providers
with assessment and
referral skills

Key Outcomes
What negative outcomes are
reduced?



Reduced number of suicide
attempts and deaths
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Table A.10
Didi Hirsch– Suicide Prevention Program 1: Suicide Prevention Network Program
-Statewide Evaluation Logic Model
Structures

Processes

What PEI capacities and resources
is your program developing and
implementing?


Create suicide prevention
network



Conduct needs assessment



Establish regional task forces
(best practices advisory
boards)



Convene topic-specific (best
practice) workgroups on highrisk populations



Establish central steering
committee



Resource identification,
development, and
dissemination



Facilitate linkage to
collaborative learning
opportunities



Publicize best practices



Use CalMatrix web portal to
enhance communication
within network



Develop standard crisis line
metrics (i.e., data elements
collected by all participating
crisis lines)

What intervention activities are
delivered, and to whom?





Collaboration among crisis
centers in suicide prevention
network (re metrics)
Collaboration among regional
task force heads



Engagement of diverse
regional stakeholders



Attendance at regional task
force meetings (incl
participation of underserved
groups)






Attendance at central steering
committee annual meetings
Exposure to resources
Participation in learning
opportunities



Exposure to and utilization of
best practices



Communication among

Key Outcomes

Short-Term Outcomes
What are immediate targets of
change?
 Call volume and caller
demographics (e.g., increased
calls from at-risk groups, or
groups identified by needs
assessment)
 “Suicide prevention informed
California”
-more awareness of suicide as a
problem
-broader community of people
who are aware of suicide
prevention
-more use of best practices
-more knowledge of suicide
prevention
-increased awareness of suicide
prevention resources
 Belief that suicide can be
prevented
 Attitude change: people see the
value of having a suicide
prevention network
 More programs in best
practices registry
 Ongoing quality improvement
 More consistent crisis line
data and ways to talk about it

What negative outcomes are
reduced?


Increased engagement/
actions to help people at risk
for suicide



Safer community (but
prevention of suicide is not a
major goal)



Better media reporting re
suicide (indirect effect of
common metrics)
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Table A.11
Didi Hirsch – Suicide Prevention Program 2: Regional & Local Suicide Prevention Capacity Building Program
-Statewide Evaluation Logic Model
Structures
What PEI capacities and resources
is your program developing and
implementing?
 Bilingual crisis line service
expansion (incl training staff, incl
bilingual coverage)
 Outreach to Korean and Vietnamese
communities (e.g., presentations in
communities)
 Public awareness campaign in
Korean and Vietnamese
communities
 Within- and between-county
coordination in Southern region
 Identification and compilation of
local resources for referral (for use
in crisis line database)
 Trainings and webinars (based
upon need; focused on awareness of
SP, SP services)
 L.A. county warmline service
expansion (i.e., extend hours)
 Establish new ACCESS Warmline
(with after-hours coverage; DMH is
subcontractor)
 NAMI-OC WarmLine service
expansion (more hours)
 Establish Southern California
Warmline Network (SCWN;
consisting of 1 new and 3 existing
warmlines)

Processes
What intervention activities are
delivered, and to whom?



Exposure to outreach



Use of expanded services



Use of new referral resources



Meetings between County Liaison
and county/community
representatives

Key Outcomes
What negative outcomes are
reduced?









Participation in webinars and
safeTALK trainings



Increased referrals to and use of
SP services within Southern
region



Increased referral to appropriate
resources (from hotline)



More transfers to warmlines and
shorter time on calls for lower
risk hotline callers
More transfers to hotlines for
higher risk callers
Improved call answer rate on
hotlines (due to less time on low
risk calls)





Call transfers between warmlines
and hotlines



Attendance at SCWN meetings
and events
Sharing of data/experiences
within SCWN
Exposure to SCWN best practices



Increased community awareness
of suicide resources
Increased call volume (from
Southern region counties; Korean
and Vietnamese speaking callers;
during extended hours)
Increased help-seeking
behaviors/service seeking






 Provision of hotline/warmline data
to the counties (so they can assess
service gaps)
 Dissemination of SCWN findings re
best practices (journal article,
conference presentation)

Short-Term Outcomes
What are immediate targets
of change?



Reduced suicidal intent (hotline
callers)



Increased well-being (warmline
callers)



County satisfaction



Increased knowledge of how to
recognize risk factors, warning
signs

Reduced number of suicide
attempts and deaths

147
Table A.12
Family Service Agency of the Central Coast – Suicide Prevention Program 2: Regional & Local Suicide Prevention
Capacity Building-Statewide Evaluation Logic Model
Structures
What PEI capacities and resources
is your program developing and
implementing?












Enhanced screening, training,
and supervision of “hotline”
crisis responders through AAS
accreditation
Use of a data system (iCarol)
to track and share call
information
Development of culturally
competent and relevant
educational resources
Expansion of bereavement
support services, especially to
underserved populations
Educational outreach
(workshops, webinars,
community events, website)
Technical assistance and
training to build capacity of
peer-based support systems
(e.g., warmlines)

Processes
What intervention activities are
delivered, and to whom?

Short-Term Outcomes
What are immediate targets of
change?

Key Outcomes
What negative outcomes are
reduced?

Consistent use of AAS crisis
response model



Suicide and suicide attempts



Stigma



More hotline calls



Social Isolation

Volunteers receive more
training (hours)



Higher proportion of calls
answered



Retention of hotline
volunteers



Greater de-escalation on calls





Participation in outreach
workshops

Consumers, peers, and
gatekeepers have:



Participation in trainings of
peer-support organizations






Develop a process of
continued quality assurance





More hotline volunteers





More factual information
about suicide (dispel
myths)

Use of website



Integration of services across
hotline organizations

Increased knowledge of
suicide warning signs



More awareness about
and easier access to
suicide and mental health
resources



Reduced stigma about
seeking care (people feel
safer calling)



Expanded list of referral
sources for local mental health
services



Other AAS providers receive
FSACC overflow calls



Networking with other crisis
responding agencies to
coordinate services





Build referral network with
local mental health service
providers

Consider suicide a MH
issue and not a moral
issue



Less stigma against people
with mental illness;



Expansion of bereavement
support services
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Table A.13
Family Service Agency of Marin – Suicide Prevention Program 2: Regional & Local Suicide Prevention Capacity
Building Program-Statewide Evaluation Logic Model for North Bay Suicide Prevention (NBSP) Project
Structures
What PEI capacities and resources
is your program developing and
implementing?






Expand local and national
hotline service from 1 to 6
counties
Upgrade call system to enable
more calls and track data from
calls

Conduct needs assessment in
each county to identify local
issues and gaps



Establish contacts and referral
information for local crisis
responders in each county



Develop and publicize hotline
outreach materials for
targeted groups in each county








Form the NBSP Regional
Council with county liaisons to
coordinate, plan, and monitor
activities





Processes
What intervention activities are
delivered, and to whom?

Establish county suicide
prevention committees and
action plans to identify and
address high-priority local
needs
Establish connections with
statewide groups





Number of calls received
overall and by demographics

Short-Term Outcomes
What are immediate targets of
change?


100% of callers have access to
immediate, high-quality
hotline services

NBSP provides guidance and
coordination to suicide
prevention efforts



Training of/outreach to
emergency responders to
increase awareness of
resources, dispatching of
appropriate staff, following-up
with hotline staff for
continuity of care, and doing
lethality assessments



Greater response from
emergency responders



Increased call volume (50% in
Year 1)



Increased range of
populations/types of
calls/callers



80% of callers with extreme
emotional states will
experience reductions in
intensity of emotions



Services reflect specific needs
of each county



Consumers, peers, and
gatekeepers have:

Implementation of local action
plans including warm-lines,
specialized services for target
populations, cultural
competence, and rural
outreach
Customized community
education trainings on
warning signs of suicide and
resources for certain
populations (e.g., Native
American community)

Greater linguistic competence
of hotline services (translation
services)




Increased knowledge of
suicide warning signs
More awareness about
and easier access to
suicide and mental health
resources

Key Outcomes
What negative outcomes are
reduced or positive outcomes are
increased?


Reduced number of suicide
attempts and deaths (5% in
Year 1)



Reduced social isolation



Reduced stigma (normalizing
needing mental health help)



Establishment of long-term
funding strategies
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Table A.14
Institute on Aging – Suicide Prevention Program 2: Regional & Local Suicide Prevention Capacity Building Program
-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?



Increased capacity of the
Friendship Line
 Full-time clinical
supervisor




Create database system
for tracking calls
Develop an online
training

Processes
What intervention activities are
delivered, and to whom?









Pursuing AAS
accreditation



Educational outreach



Collaboration with other
programs and
hot/warmlines



Collaboration with
Sacramento-based crisis
line (“The Effort”)



Short-Term Outcomes
What are immediate targets of
change?


Increase by 5% the number
of referring agencies

Establish MOUs with 25
additional agencies



Improved documentation of
the needs of callers

Consumer use of Friendship
line services



Improved quality assurance
and improvement



Increase from 40 to 60
volunteers



Goal is to do 20 trainings
annually



At least 10% of new callers
will show decreased
loneliness after 6-months



The Effort will get increased
calls by 5%

Collaborator participation
in trainings
Conduct outreach to
promote services in other
areas, emphasizing rural
areas
8 trainings with “The
Effort”

Key Outcomes
What negative outcomes are
reduced?



Reduced number of suicide
attempts and deaths
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Table A.15
Kings View – Suicide Prevention Program 2: Regional & Local Suicide Prevention Capacity Building Program
-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?



Needs assessment



Establish new Central
Valley Suicide Prevention
Hotline (CVSPH) and train
volunteers



Market suicide prevention
hotline



Assess satisfaction with hot
line

Processes
What intervention activities are
delivered, and to whom?



Exposure to service
marketing



Use of suicide prevention
hotline services by general
population and special high
risk populations (LGBTQ,
elderly)

Short-Term Outcomes
What are immediate targets of
change?



Increased help-seeking
(10% increase in hotline
call volume after one full
year of operation)



Increased mental and
emotional well-being
(including decreased risk
level, despair, loneliness,
depressive symptoms)



Improve CVSPH services

Key Outcomes
What negative outcomes are
reduced?



Reduced number of suicide
attempts
(5% or greater
decrease in suicide rate in
each county after 1 year of
operation)
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Table A.16
Living Works – Suicide Prevention Program 4: Suicide Prevention Training and Workforce Enhancement Program
-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?

Processes
What intervention activities are
delivered, and to whom?

Short-Term Outcomes
What are immediate targets
of change?














Outreach to all awarded
grantees in the three
initiatives
Monitoring need for
adjustments to resources
based on unmet need
Training of new ASIST and
safeTALK trainers (T4T)
Determination of
distribution plan for eSuicide TALK
Development of mentoring
infrastructure
Three subcontracts to
specific grantees



Adjust materials based on
unmet demographic needs



Promotion of T4T trainings



Identification of
appropriate T4T candidates









Participation in T4T
training
Develop distribution plan
for e-SuicideTALK

Access LivingWorks’ website
provides more detail on shortterm outcomes:
http://www.livingworks.net/p
age/CEU%20Resources”
T4T candidate slots are filled
T4T candidates pass as
provisional trainers
E-Suicide TALK is distributed

T4T Candidates (see CEU’s for
better wording)







Increased understanding of
own attitudes, beliefs, and
myths.
Increased understanding of
how culture affects beliefs
Increased ability to identify
someone at risk
Increased ability to ask
questions about suicide risk
Increased understanding of
reasons for living and dying
Increased ability to get a
person at risk to safety

Key Outcomes
What negative outcomes are
reduced?







Provisional trainers
schedule and promote
ASIST workshops of their
own (3-5 year)
More trainers at higher
levels of mentoring
infrastructure are available
in California
Something on e-Suicide
Talk?
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Table A.17
San Francisco Suicide Prevention – Suicide Prevention Program 2: Regional & Local Suicide Prevention Capacity
Building Program-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?



Establish consortium of 4
crisis centers (All)



Implement electronic crisis
counseling services
(SFSP/Contra Costa)







Processes
What intervention activities
are delivered, and to whom?



Electronic service use



Exposure to outreach



Use of technical assistance

Short-Term Outcomes
What are immediate targets
of change?



Increased awareness and
knowledge of social,
emotional and behavioral
issues associated with
suicide



Improved attitudes, beliefs
and behaviors towards
PWMI



Increased help-seeking



Increased mental and
emotional well-being

Rural outreach (San
Mateo/Santa Clara)
Target population outreach
(All)
AAS accreditation (San
Mateo)

Key Outcomes
What negative outcomes are
reduced?



Reduced suicide rates (and
attempts)

153
Table A.18
Transitions Mental Health Association – Suicide Prevention Program 2: Regional & Local Suicide Prevention
Capacity Building-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?







Processes
What intervention activities
are delivered, and to whom?

Service expansion: establish
warmlines in Santa Barbara
county



Establish regional provider
network with Kern, SLO and
SB counties



PAAT engaged in network
and warmline startup



Exposure of network
members to info on best
practices

Expand role of Peer
Advisory and Advocacy
Team (PAAT)



Identify and disseminate
best practices through
regional provider network



Seek AAS accreditation for
TMHA hotline



Collaboration across
organizations in provider
network

Accredited TMHA hotline

Short-Term Outcomes
What are immediate targets
of change?



Increased access to
services/resources



Improved quality of
network helpline/warmline
operations



Increased help-seeking



Symptom relief



Increased emotional
support and self empowerment

Key Outcomes
What negative outcomes are
reduced?



Reduce or eliminate
barriers, including stigma,
to receiving services.



Reduce risk factors for
suicide (untreated MI, AOD
addiction, social isolation)



Increase public awareness
regarding MI and suicide,
including a shift in social
perception, media
portrayal, and funding
priorities.
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Table A.19
California Community Colleges – Student Mental Health Program
CAMPUS GRANTS component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?

Processes
What intervention activities are
delivered, and to whom?

 Administration of campusbased contracts; total $255K
limit per campus (over 2+
years)

 Participation in campus
contracts with focus on:

 Selection of awardees based
on a number of factors,
including:
 Proven capacity to
implement MH services
 Linkages with community
and UC/CSU system
 Sustainability plan
 Population and
geographic equity (to
extent possible)
 Partnership with nearby CSU
and UC campuses ,
community based
organizations (e.g., NAMI),
and county mental health
departments
 (Other structures as specified
in individual campus grant
implementation)

Short-Term Outcomes
What are immediate targets
of change?

o Peer-to-peer resources

 Increased awareness of
support/resources available
and resource gaps

o Faculty/staff training

 Increased help-seeking

 Participation in training and
technical assistance
(including regional
strategizing forum and
trainings)
 Delivery of Regional
Strategizing Forums and
regional trainings

 Decreased barriers to services
 Increased knowledge of
mental illness (including
early signs)
 (Other outcomes resulting
from individual campus grant
implementation)

 Participation in Health
Services Association
(HSACCC) annual survey
 Identification of regional
mental health needs and
available resources
 (Other processes as specified
in individual campus grant
implementation)

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

Key Outcomes
What negative outcomes are
reduced?

 Reduced incidents of suicide
attempts and death
 Reduced discrimination
 Reduced social isolation
 Reduced school disciplinary
problems
 Reduced school failure,
absence, and dropout
 (Above depend on nature of
campus grants)
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Table A.20
California Community Colleges – Student Mental Health Program
STUDENT VETERANS component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?

Processes
What intervention activities are
delivered, and to whom?

 Development of (4-hour)
faculty and staff training
curriculum and resources
(piloted in 2011) on mental
health needs of student
veterans that can be taken to
scale

 Participation in training

 Development of
outreach/marketing
materials for training
 Partnership with Zellerbach
Family Foundation (funding
for pilot)
 Partnership with nearby CSU
and UC campuses ,
community based
organizations, and county
mental health departments







Adequate saturation
levels (i.e., participation
by substantial number
per campus) indicating
successful incentive and
outreach processes
Development of scalable
training models (e.g.,
online and/or train-thetrainer versions)
Integration of training
and materials into
campus grants, regional
strategizing foru, and
regional trainings

 Development of programs,
referral networks, and other
resources to serve student
veterans

Short-Term Outcomes
What are immediate targets of
change?

 Increase awareness of
military culture and veterans’
mental health
 Reduced stigma
 Increased awareness of
support/resources
 Increased help-seeking (of
student veterans)
 Increased satisfaction (of
student veterans) with care
 Increased knowledge of
mental illness (including
early signs)
 Increased knowledge of the
mental health needs of student
veterans

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

Key Outcomes
What negative outcomes are
reduced?

 Reduced incidents of suicide
attempts and death
 Reduced discrimination
 Reduced social isolation
 Reduced student veteran
school failure and dropout
 Increased student veteran
mental and emotional wellbeing
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Table A.21
California Community Colleges – Student Mental Health Program
SUICIDE PREVENTION component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?

Processes
What intervention activities are
delivered, and to whom?

 Development of suicide
prevention gatekeeper
training curricula (online and
in-person)

 Participation in training
(faculty, staff, and possibly
other gatekeepers such as
students)

 Development of marketing
and outreach activities and
materials for training
 Development of
accompanying training
materials (e.g., tool kits, fact
sheets)
 Development of monitoring
systems (to assess success
and reach of outreach,
training, and incentives)
 Conduct of needs assessment
for each CC campus
(including interest levels,
preferred method of training,
and incentivizing
mechanisms)
 Partnership with nearby CSU
and UC campuses ,
community based
organizations, and county
mental health departments

o Adequate saturation levels
(i.e., participation by
substantial number per
campus) indicating
successful incentive and
outreach processes
 Enhanced campus plan for
responding to student
identified at risk of suicide

Short-Term Outcomes
What are immediate targets of
change?

 Increased knowledge of
suicide or its risk indicators
 Increased identification of
students at risk for suicide
 Increased referrals for
students at risk for suicide
 Reduced stigma
 Increased awareness of
support/resources
 Increased help-seeking
 Satisfaction with training
(minimum 90% satisfaction
rate)
 Improved attitudes toward
mental illness/mental health
(and understanding of suicide
prevention)
 Increased knowledge of
mental illness (including
early signs)

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

Key Outcomes
What negative outcomes are
reduced?

 Reduced incidents of suicide
attempts and death
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Table A.22
California Community Colleges – Student Mental Health Program
TRAINING AND TECHNICAL ASSISTANCE component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?

 Statewide training and
technical assistance
(including training on mental
health needs of student
veterans)
 Resource/product
development and statewide
dissemination (e.g., online
tool kits, fact sheets)
 Development of standard
policy protocols (including
MOUs with partners,
emergency protocols)
 Partnership with nearby CSU
and UC campuses ,
community based
organizations, and county
mental health departments

Processes
What intervention activities are
delivered, and to whom?

Short-Term Outcomes
What are immediate targets of
change?

Key Outcomes
What negative outcomes are
reduced?

 Identification of statewide or
regional needs, best practices,
and priorities for TTA and
resource development

 Increased knowledge of
suicide or its risk indicators

 Reduced incidents of suicide
attempts and death

 Reduced stigma

 Reduced discrimination

 Participation in training and
technical assistance
(including training on mental
health needs of student
veterans)

 Increased awareness of
support/resources

 Reduced social isolation

 Utilization of resources and
products (e.g., online tool kits,
fact sheets) at campus level

 Improved attitudes toward
mental illness/mental health

 Increased help-seeking

 Satisfaction with TTA

 Implementation of policy
protocols at the campus level
approved by local Board of
Trustees for each campus

 Increased knowledge of
mental illness (including
early signs) and mental
health needs of student
veterans

 Building of infrastructure and
capacity at a statewide level

 Increased mental and
emotional well-being
 (Other outcomes dependent
upon topic selected)

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

 Reduced school disciplinary
problems

 Reduced school failure,
absence, and dropout
 (Other outcomes dependent
upon topic selected)
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Table A.23
California Department of Education – Student Mental Health Program
Student Mental Health Policy Workgroup (SMHPW) and Resource Development component
-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?

Processes
What intervention activities
are delivered, and to whom?

 Convene student mental
health policy workgroup
(SMHPW)

 Participation in SMHPW

 Development of CA-specific
“Educator’s Guide to
Children’s Mental Health” in
consultation with
Minnesota Association for
Children’s Mental Health
(MACMH)

 Use of CA Resource Guide

 Development of
Clearinghouse of best
practices

 Development of policy
recommendations
 Use of Clearinghouse by
superintendents, principals,
and other educators

Short-Term Outcomes
What are immediate targets
of change?

 Increased identification
and referral of students
with mental health issues
 Increased help-seeking
 Improved attitudes and
knowledge toward mental
illness/mental health
 Increased number of
policy recommendations to
state legislature or State
Superintendent on an
annual basis (e.g.,
incorporation of TETRIS
training into teacher
training programs)
 Increased
implementation of
programs and best
practices reviewed in
Clearinghouse

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

Key Outcomes
What negative outcomes are
reduced?

 Reduced school disciplinary
problems
 Reduced use of negative,
reactive learning and
disciplinary techniques
 Reduced school failure,
absence, and dropout
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Table A.24
California Department of Education – Student Mental Health Program
TETRIS Training component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?

 Final TETRIS TNT
curriculum developed for
educators and other
frontline staff
 Presentation of at least 1
TNT training per year in
each of the 11
Superintendent regions

Processes
What intervention activities
are delivered, and to whom?

 Participation in TETRIS
TNT trainings
 Participation in local
TETRIS trainings
(conducted by participants
in TNT) to diverse groups of
practitioners and frontline
staff

Short-Term Outcomes
What are immediate targets
of change?

 Increased knowledge of
mental health or its risk
indicators
 Increased identification and
referral of students with
mental health issues
 Increased help-seeking
 Improved attitudes and
knowledge toward mental
illness/mental health (e.g.,
cognitive shift of staff)
 Improved relationships
between teachers and
students; reduced negative
encounters between teachers
and students
 Increased communication with
families and understanding of
home issues affecting behavior

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

Key Outcomes
What negative outcomes are
reduced?

 Reduced school disciplinary
problems
 Reduced use of negative,
reactive learning and
disciplinary techniques

 Reduced school failure,
absence, and dropout
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Table A.25
California County Superintendents Educational Services Association – Student Mental Health Program
Clearinghouse, School Demonstration, Training/TA Component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?
 Creation of online resource
Clearinghouse including best
practices (focus on K-8th
grade and prevention)
o CCSESA will consolidate
information from websearching (e.g., SAMHSA,
Office of Juvenile Justice
and Delinquency
Prevention [OJJDP]) and
advice from regional leads
and school personnel
 Development and support of
sustainable infrastructure to
train school personnel,
parents, and community
partners
 Development and support of
sustainable infrastructure to
provide technical assistance
to districts/schools on
program implementation
 Identification of a school
demonstration program in
each of the 11 regions (by
6/30/12)

Processes
What intervention activities
are delivered, and to whom?

 Utilization of Clearinghouse
and resources
o Use of best practices in
other schools (5% in year 2,
10% in year 3)
 Building of infrastructure and
capacity at a statewide level
 Identification of priority
training and technical
assistance issues in each
region

Short-Term Outcomes
What are immediate targets of
change?

 Increased awareness of
support/resources available
and best practices
o Increased resources (5%
each year) and utilization of
these resources (20% each
year) on the clearinghouse
o Increased replication and
expansion of best practices
in schools across region
BELOW DEPENDS ON
PROGRAMS/PRACTICES BEING
CHOSEN AND IMPLEMENTED

 Identification of pool of TA
and training experts
(including district and county
personnel)

 Decreased barriers to
services

 Participation of personnel in
training and TA

 Increased knowledge of
mental illness (including early
signs) and mental health
needs of students

o Goal: Train all county
education staff and 30% of
district staff in Year 2 and the
remaining 70% of district
staff in Year 3)

 Increased help-seeking

 Improved attitudes and
knowledge toward mental
illness/mental health
 Improved school climate

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

Key Outcomes
What negative outcomes are
reduced?

BELOW DEPENDS ON
PROGRAMS/PRACTICES BEING
CHOSEN AND IMPLEMENTED

 Reduced school disciplinary
problems
 Reduced school failure,
absence, and dropout
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Table A.26
California County Superintendents Educational Services Association – Student Mental Health Program
Cross-System Collaboration Component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?

 Build a cross-system
consortium per county to
improve collaboration on
prevention and early
intervention programs across
agencies
 11 Regional Leads identify
or establish Consortia
 Potential members include
representatives from
mental health, probation,
schools, AOD, child services,
family advocates, foster
parents, and other
community-based
organizations

Processes
What intervention activities
are delivered, and to whom?

 Participation in meetings
within each consortium

Cross-system collaboration
and linkages

Short-Term Outcomes
What are immediate targets
of change?

Key Outcomes
What negative outcomes are
reduced?

 Increased awareness among
collaborators of
support/resources

 Reduced need for mental
health intervention (as
opposed to prevention)

 Increased access to mental
health prevention services

 Reduced school disciplinary
problems

 Development and update of
coordinated county-level
plans, policies, and protocols
(increase by 10% each year)

 Decreased barriers to
accessing student mental
health services (decrease by
5% each year)

 Identification of barriers to
accessing student mental
health services

 Increased collaboration by
(5% each year) as
demonstrated by:
 Leveraged funds
 Shared resources

 Participation in Student
Mental Health Policy
Workgroup (SMHPW)

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

 Reduced school failure,
absence, and dropout

163
Table A.27
California State University – Student Mental Health Program
Curriculum Development, Peer-to-Peer, and Suicide Prevention components-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?






Campuses identify and
implement programs
designed to address
needs, including one or
more of the following:

Processes
What intervention activities
are delivered, and to whom?


 Students, faculty, and staff,
participate in new curricula
training

Designing new curricula
and training students,
faculty, and staff

 Students participate in
peer-to-peer support
program

Implementing peer-topeer support programs

 Student, faculty, and staff
participate in suicide
prevention programs



Implementing suicide
prevention programs



Campuses develop
collaborations with
mental health and AOD
prevention and
treatment services,
veterans groups, and
other community
groups

Note: Structures dependent
upon programs and activities
selected by campuses.

Short-Term Outcomes
What are immediate targets
of change?

 Campuses develop
prevention and crisis
response policies and
protocols

Note: Processes dependent
upon programs and activities
selected by campuses.

Increased knowledge of
suicide or its risk indicators
and campus response to
students in distress



Reduced stigma



Increased awareness of
support/resources on and
off campus



Increased help-seeking



Improved attitudes and
knowledge toward mental
illness/mental health



Increased mental and
emotional well-being



Increased knowledge of
mental health student
needs

Note: Outcomes dependent
upon programs and activities
selected by campuses.

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

Key Outcomes
What negative outcomes are
reduced?



Reduced incidents of suicide
attempts and death



Reduced discrimination



Reduced social isolation



Reduced school failure and
dropout

Note: Key outcomes dependent
upon programs and activities
selected by campuses.
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Table A.28
California State University – Student Mental Health Program
Electronic Data Resources Component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?



Development and
maintenance of systemwide
(and publicly accessible)
electronic database of
resources (e.g., proven
programs, curriculum,
workshop materials)
o

o

o

Proposed to be housed
at MERLOT site, already
maintained by CSU
Chancellor’s Office, as a
new “community”
Faculty to review and
vet submissions (for
relevancy and
suitability of content)
Coordinated with
CalMHSA higher ed.
partners (CCC, UC)

Processes
What intervention activities
are delivered, and to whom?





Campus community
members and partners
identify and share
best/promising practices
and materials via website

Campus community
members and partners
access and use electronic
resources and products

Short-Term Outcomes
What are immediate targets
of change?

 Increased knowledge of
suicide or its risk indicators
and campus response to
students in distress
 Reduced stigma

Key Outcomes
What negative outcomes are
reduced?

 Reduced incidents of suicide
attempts and death
 Reduced discrimination
 Reduced social isolation

 Increased awareness of
support/resources on and off
campus
 Improved attitudes toward
mental illness/mental health
 Increased knowledge of
mental illness (including
early signs)
 Campuses implementing
programs supported by online
resources
Note: Outcomes dependent
upon programs and activities
selected by campuses.

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

Note: Key outcomes dependent
upon programs and activities
selected by campuses.
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Table A.29
California State University – Student Mental Health Program
Social Marketing component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?



Development and
dissemination of
systemwide social
marketing campaign
materials focused on
mental health, suicide
prevention, and stigma
reduction
o

o

Collateral materials
developed centrally (by
CSU Chancellor’s Office
staff and CalMHSA
Workgroup) and in
collaboration with
CalMHSA partners (CCC,
UC, and social
marketing grantees)

Processes
What intervention activities
are delivered, and to whom?



Students, faculty, staff, and
administrators are exposed
to social marketing

Short-Term Outcomes
What are immediate targets
of change?

 Increased knowledge of
suicide or its risk indicators
and campus response to
students in distress
 Reduced stigma
 Increased awareness of
support/resources on and off
campus
 Increased help-seeking
 Improved attitudes toward
mental illness/mental health
 Increased knowledge of
mental illness (including
early signs)

Materials customizable
for specific campus
populations (e.g.,
veterans, disabled
students)
Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

Key Outcomes
What negative outcomes are
reduced?

 Reduced incidents of suicide
attempts and death
 Reduced discrimination
 Reduced social isolation
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Table A.30
California State University – Student Mental Health Program
Systemwide Data Collection Component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?

Processes
What intervention activities
are delivered, and to whom?



Inventory of campus
needs assessment tools
and findings





System-wide survey of
student knowledge,
attitudes, and perceived
stigma developed by
CalMHSA Workgroup

Participation of a random
sample and a clinical
sample of CSU students in
system-wide survey



Participation of counseling
center Directors in survey



Counseling Center Service
Utilization Survey
developed by MH
Advisory Committee
(Note: conducted systemwide as part of MH
Advisory Committee’s
work to implement Exec.
Order)

Short-Term Outcomes
What are immediate targets
of change?



Increased knowledge of
student mental health
needs, barriers, and stigma
(within and across CSU
campuses)

Key Outcomes
What negative outcomes are
reduced?

Note: Purpose of system-wide
data collection is to inform
resulting activities (detailed
below in other logic models).
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Table A.31
University of California – Student Mental Health Program
ELECTRONIC RESOURCES component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?

Processes
What intervention activities
are delivered, and to whom?

Short-Term Outcomes
What are immediate targets
of change?

 Reduced stigma
 Production of electronic
resources, including
o Web-based clearinghouse
of resources from CSU, CCC,
county mental health
departments, and other
community partners
o Videos and PSAs
customized for each
campus, addressing topics
such as:
 Seeking help through





counseling centers
AOD
Depression
Suicide
Eating disorders

 Online accessing of electronic
resources
 Use of electronic resources

 Increased awareness of
support/resources

Key Outcomes
What negative outcomes are
reduced?

 Reduced incidents of suicide
attempts and death
 Reduced discrimination

 Increased help-seeking

 Reduced social isolation

 Improved attitudes toward
mental illness/mental health

 Reduced school failure and
dropout

 Increased knowledge of
mental illness (including
early signs)
 Increased mental and
emotional well-being
o Increased self-care skills to
support emotional resilience

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes
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Table A.32
University of California – Student Mental Health Program
SCREENING component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?

 Suicide prevention screening
(using the Interactive
Screening Program from the
American Foundation for
Suicide Prevention)
o Online screening (34questions) identifies
students at risk for
depression, suicide and
related problems

Processes
What intervention activities
are delivered, and to whom?

 Email invitations to students
to participate in confidential
screening
o Specific “vulnerable”
subpopulations identified
by Registrar data, student
groups, and Housing office
 Students complete screening
using user ID and password
 Students are classified
according to risk level:

Short-Term Outcomes
What are immediate targets
of change?

Key Outcomes
What negative outcomes are
reduced?

 Increased knowledge of
suicide or its risk indicators

 Reduced incidents of suicide
attempts and death

 Increased awareness of
support/resources

 Reduced school failure and
dropout

o CAP as a resource for
faculty, staff, and students
 Increased help-seeking
 Increased knowledge of
mental illness (including
early signs)

o Elevated depression and
suicide risk
o Elevated depression
o Mid-range depression
o Low depression score
 Counselor sends all students
personalized written
responses through website
 At-risk students are urged to
meet with counselor for
evaluation and discussion of
treatment options
Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes
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Table A.33
University of California – Student Mental Health Program
SOCIAL MARKETING Component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and
implementing?

 Implementation across
campuses of a targeted and
strategic approach to social
marketing

Processes
What intervention activities
are delivered, and to whom?

 Exposure to social marketing
messages

Short-Term Outcomes
What are immediate targets
of change?

 Increased knowledge of
suicide or its risk indicators

 Reduced incidents of suicide
attempts and death

 Reduced stigma

 Reduced discrimination

 Increased awareness of
support/resources

 Reduced social isolation

 Increased help-seeking
Note: Campuses expressed
concerns that they do not
possess sufficient resources
(i.e., sufficient clinical staff) to
serve the students they can
reach through these successful
marketing venues. Plan for
systemwide and campusspecific implementation is
pending.

Key Outcomes
What negative outcomes are
reduced?

 Improved attitudes toward
mental illness/mental health
 Increased knowledge of
mental illness (including
early signs)
 Increased mental and
emotional well-being
o Increased self-care skills to
support emotional resilience
Note: Above are dependent
upon selection of social
marketing campaign theme and
goals

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

 Reduced school failure and
dropout
Note: Above are dependent
upon selection of social
marketing campaign theme and
goals
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Table A.34
University of California – Student Mental Health Program
TRAINING component-Statewide Evaluation Logic Model
Structures
What PEI capacities and
resources is your program
developing and implementing?
 Upgrade and enhancement of
trainings for faculty, staff, and
students. Topics include:
o Peer-to-peer support
o Depression and mental
health issues
o Self-care and resilience
o Bystander
o Suicide prevention
o Red Folder—how to
respond to crisis
 Development of resource
guide based on Cornell
University’s “Recognizing and
Responding to Students in
Distress”
 Expansion of referral
relationships within and
outside campus community

Processes
What intervention activities are
delivered, and to whom?

 Outreach activities to
increase faculty and staff
participation, such as:
o Invitation by Dean, Chair,
Vice Chancellor, or Dean
of Students
o Incorporation of
materials into Teaching
Resource Center
o New Faculty Orientation
or first Faculty Senate
presentation
 Participation in training
 Use of web-based resources
and information

Short-Term Outcomes
What are immediate targets of
change?
 Increased knowledge of
suicide or its risk indicators
 Reduced stigma
 Increased awareness of
support/resources
o CAP as a resource for
faculty, staff, and students
o Increased knowledge of
(Red Folder) response and
referral procedures
 Increased help-seeking
 Increased mental and
emotional well-being
o Increased self-care skills to
support emotional resilience
 Improved attitudes toward
mental illness/mental health
 Increased knowledge of
mental illness (including
early signs)
 Increased insight about
impact of faculty/staff on
students’ stress/resilience

Changes in italicized outcomes may not be seen during the early phases of the implementation of new processes

Key Outcomes
What negative outcomes are
reduced?

 Reduced incidents of suicide
attempts and death
 Reduced discrimination
 Reduced social isolation
 Reduced school failure and
dropout
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B. DETAILED PROGRAM BY KEY ACTIVITY MATRICES

Table B.1
Stigma and Discrimination Program by Key Activity Matrix

Policies,
Protocols, Best
Practices

Networking &
Collaboration

Stigma & Discrimination Reduction
Policy papers
Coordinate activities
DRC
with PPs, establish
advisory group

EIC

N/A

Coordinate activities
with PPs, establish
advisory council

Informational
Resources
targeting
community/
student
audiences
Fact sheets, web-based
training modules

Media toolkit, mobile
app, Picture This
publications

Trainings/
Education

Interactive training on
understanding antidiscrimination
laws/policies and the
role that individuals
can play in eliminating
stigma and
discrimination.
Training modules
target specific
populations TBD (e.g.,
schools, courts, law
enforcement, health
providers, employers,
human resource staff,
landlords, consumers).
Briefings on top mental
health media issues to
entertainment writers
and journalists

Media
campaigns &
interventions to
influence media
production

Hotline &
Warmline
operations

N/A

N/A

Intervention for
journalists and
entertainment media
to increase
positive/decrease
negative portrayals of

N/A
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MI

IBHP/CCI

Policy
recommendations
report to local and
state policy makers

Coordinate activities
with PPs, establish
advisory group, engage
upper-educational
institutions in
curriculum
development and
training

Training materials and
toolkit

MHA of SF #1
Promising
Practices

Identification of best
practices and evidence
based practices of
community led
culturally effective SDR
programs;
development of
protocols for
Promising Programs
development and
evaluation; best
practices materials for
training program
staff/SDR advocates

Coordinate activities
with PPs, create
academic/community
partnerships; establish
interdisciplinary
network of state,
regional, and local SDR
programs

Database/clearinghouse
of Promising Practices,
toolkits, and training
materials

Training on integrated
behavioral health care
models, programs, and
services via:
Learning communities
for health care
providers
Stakeholder trainings
(e.g., health plan
administrators,
workforce pipeline)
Program staff/SDR
advocates trainings in
evidence base and selfevaluation for
culturally effective SDR
training Programs.

N/A

N/A

N/A

N/A
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MHA of SF #3
Resource
Development

Identification and
categorization of SDR
training programs,
dissemination of best
SDR practices to local
organizations

Coordinate activities
with PPs, establish
Research Leadership
Workgroup, conduct
annual SDR
conferences

N/A

Train youth
champions, consumers,
and community-based
organizations as
experts and leaders for
local SDR efforts
Program staff/SDR
advocates trainings in
evidence base and selfevaluation for SDR
training programs

N/A

N/A

NAMI

N/A

Coordinate activities
with PPs, collaboration
with and oversight of
regional affiliates

N/A

Speaker bureau
trainings on curriculum
targeting specific
audiences:
In Our Own Voice
(community groups)
Breaking the Silence (K12 students)
Parents and Teachers as
Allies (teachers)
Provider Education
Program (gatekeepers –
health care providers,
criminal justice)

N/A

N/A

RSE

N/A

Coordinate activities
with PPs, establish
speakers bureau;
Facilitate networking of
providers, centers, art
programs and
consumers and begin
networking of statewide
arts programs to be
linked to website

ReachOut Forums,
campaign website with
games, manual for Arts
Stigma Reduction
program, four-page
special report for one
edition LA Youth
publication, Web-based
trainings that are
relevant to local agencies
conducting public
relations outreach;
clearinghouse for SDR
social marketing

Campaign spokespeople
training for speaker
workshops/CPT
documentary screenings
Asian Pacific Islander
influencer
organizations/key
leaders trainings on
delivering culturally
relevant SDR messages

Three pronged media
campaign directed at
tweens, transitional age
youth, and adults with
power over PWMI

N/A
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campaign materials in
California

UACF

N/A

Coordinate activities
with PPs. Community
Network Roundtable,
conduct regional
meetings, form
partnerships with
Federal, State and Local
resources and
associations for veterans
and their families

Create Gateway to Hope
website designed to
reach underserved
groups; e. expand and
enhance its current
website to provide access
to publications, event
calendars, courses,
services, discussion
forums, surveys, and
serve as an interactive
forum and information
repository for the
Community Network
Roundtables.

Speaker bureaus
training (conducted in
conjunction with RSE)
Train-the-trainer
program for Certified
Equip, Educate and
Support trainers (peerto-peer mental health
education)
Community Roundtable,
Presentations-forums,
Keynote speeches , or
other curriculum to be
selected by June 30
(Master Plan due date)

N/A

N/A
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Table B.2
Suicide Prevention Program by Key Activity Matrix
Policies,
Protocols,
Best
Practices
Suicide Prevention
N/A
AdEase

Didi Hirsch
#1

Develop standard
crisis line metrics
(i.e., data elements
to be collected by
all crisis lines
participating in
suicide prevention
network)
Develop and
encourage adoption
of best practices for
suicide prevention

Media
Informational
campaigns &
Networking
Resources targeting
interventions
&
Trainings/Education
community/student
to influence
Collaboration
audiences
media
production
Established Your
Voice Counts, a webbased tool to
provide program
partners and others
with a voice in the
development of
materials for
statewide suicide
prevention, stigma
reduction and
student wellness
activities.

N/A

Establish suicide
prevention
network.

Publicize best practices
through the a best practice
registry

Establish regional
and topical task
forces and best
practice advisory
boards.

Targeted campaign for
primary care physicians.

Statewide media
campaign focused on
communicating to
general pop the
warning signs and
risk factors so that
they can help others.

Hotline &
Warmline
operations

N/A

Help counties reach
out to high risk
groups

N/A

Media
advocacy/training
for media and
survivors
N/A

N/A
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Didi Hirsch
#2

Provide hotline and
warmline data to
counties

Establish Southern
California Warmline
Network

Disseminate
Southern California
Warmline Network
findings

Network with other
crisis responding
agencies, hotlines,
and local mental
health service
providers to
coordinate services
and share ideas.

Implement web-based
outreach (webinars) as
needed

Community suicide prevention
outreach to target populations

N/A

Expand bilingual
crisis line
Expand LA County
Warmline (more
hours)
Establish new
ACCESS Warmline
Expand NAMI-OC
Warmline (more
hours)
Identify and
compile a list of
local resources for
referral database

FSACC

N/A

Network with other
crisis responding
agencies, hotlines,
and local mental
health service
providers to
coordinate services
and share ideas.
Conduct trainings
with support
groups run by other
organizations (e.g.
Hospice) to improve
referrals for
bereavement
services.

Develop web-based outreach
(workshops, webinars,
community events, website)
Develop culturally competent
educational materials

Conduct community education
and outreach
Conduct trainings with support
groups run by other
organizations (e.g. Hospice) to
improve referrals for
bereavement services.
Expand bereavement support
services

N/A

Purchase and
implement an
electronic call
management
system (e.g., iCarol)
Attain AAS
accreditation
Enhance screening,
training, and
supervision of
volunteer
operators.
Network with other
crisis responding
agencies, hotlines,
and local mental
health service
providers to
coordinate services.
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FSA Marin

N/A

Form the North Bay
Suicide Prevention
Regional Council collaboration with
county liaisons from
each of the 6 counties
that includes creating
individual county
suicide prevention
committees and
action plans based on
local needs

N/A

Community suicide prevention
outreach

N/A

Training/outreach to
emergency responders

Develop and
publicize hotline
outreach materials
for targeted groups
in each county

Network with other
crisis responding
agencies, hotlines, and
local mental health
service providers to
coordinate services
and share ideas.

Inst. On Aging

N/A

Network with other
crisis responding
agencies, hotlines, and
local mental health
service providers to
coordinate services
and share ideas.
Committed to provide
educational sessions
on elderly suicide to
“The Effort” in
Sacramento.

Expand local and
national hotline
service from 1 to 6
counties.

N/A

Develop and offer online
training to health professionals
and gatekeepers in elderly
suicide prevention
Committed to provide
educational sessions on elderly
suicide to “The Effort” in
Sacramento
Community education and
outreach

N/A

Purchase and
implement a call
management system
(e.g., iCarol) to
improve quality and
capacity (e.g., # of
calls received, calls
staff can de-escalate,
demographic data of
consumers;
consumers feel safer
calling; Improved
help-seeking).
Develop and
implement an
electronic call
management system
Attain AAS
accreditation
Network with other
crisis responding
agencies, hotlines,
and local mental
health service
providers to
coordinate services.
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Kings View

Develop curriculum
modules and training
programs focused on
developmental,
adjustment, and
diversity issues

N/A

N/A

N/A

N/A

Living Works

N/A

N/A

LivingWorks is developing a
60-minute, online version of
their “Suicide Talk” training.
Licensed- flat fee that allows
for 100s or 1,000s of
issuances. They are still
considering how they will
administer this online
module in CalMHSA.

N/A

N/A

SF Suicide
Prev – Contra
Costa
SF Suicide
Prev – Santa
Clara
SF Suicide
Prev – San
Mateo/Star
Vista
SF Suicide
Prev – SFSP

N/A

Meet regularly and
support other four
programs under
SFSP grant

N/A

Training for Trainers (T4T)
programs in both safeTALK
and ASIST. SafeTALK T4T is a
2-day training that teaches
skills to deliver safeTALK
workshop using extensive
manuals and role-play. ASIST
T4T is a 5-day workshop (2
day ASIST workshop; 3 days
of getting into smaller groups
where people are taught how
to teach yourself how to give
the training.) All trainings
will be organized by
subcontractors
Community education and
outreach to target
populations

N/A

Expand chat
capabilities

N/A

Meet regularly and
support other four
programs under
SFSP grant

N/A

Community education and
outreach to target
populations – focus on rural
communities

N/A

Attain AAS
Accreditation

N/A

Meet regularly and
support other four
programs under
SFSP grant

N/A

Community education and
outreach to target
populations – focus on rural
communities

N/A

Develop and expand
chat and text
capabilities

N/A

Meet regularly and
support other four
programs under
SFSP grant

N/A

Community education and
outreach to target
populations

N/A

Develop and expand
chat and text
capabilities

Establish and market
new 24/7 Central
Valley Suicide
Prevention Hotline
Train new volunteers

Join Contact USA
network (supports
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crisis chat
responders)

Transitions
MH

Expand role of Peer
Advisory and
Advocacy Team

Establish regional
provider network
with Kern, SLO, and
SB counties

Web-based outreach
(website)

Form the North Bay
Suicide Prevention
Regional Council collaboration with
county liaisons from
each of the 6 counties
that includes creating
individual county
suicide prevention
committees and
action plans based on
local needs

N/A

N/A

N/A

Establish
Warmlines in Santa
Barbara

Develop protocols to
identify and
disseminate best
practices

FSA Marin

N/A

Network with other
crisis responding
agencies, hotlines, and
local mental health
service providers to
coordinate services
and share ideas.

Attain AAS
accreditation

Community suicide prevention
outreach
Training/outreach to
emergency responders

N/A

Expand local and
national hotline
service from 1 to 6
counties.
Develop and
publicize hotline
outreach materials
for targeted groups
in each county
Purchase and
implement a call
management system
(e.g., iCarol) to
improve quality and
capacity (e.g., # of
calls received, calls
staff can de-escalate,
demographic data of
consumers;
consumers feel safer
calling; Improved
help-seeking).
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Inst. On Aging

N/A

Network with other
crisis responding
agencies, hotlines, and
local mental health
service providers to
coordinate services
and share ideas.

N/A

Develop and offer online
training to health professionals
and gatekeepers in elderly
suicide prevention

N/A

Committed to provide
educational sessions on elderly
suicide to “The Effort” in
Sacramento

Committed to provide
educational sessions
on elderly suicide to
“The Effort” in
Sacramento.

Develop and
implement an
electronic call
management system
Attain AAS
accreditation

Community education and
outreach

Network with other
crisis responding
agencies, hotlines,
and local mental
health service
providers to
coordinate services.
Establish and market
new 24/7 Central
Valley Suicide
Prevention Hotline

Kings View

Develop curriculum
modules and training
programs focused on
developmental,
adjustment, and
diversity issues

N/A

N/A

N/A

N/A

Living Works

N/A

N/A

LivingWorks is developing a
60-minute, online version of
their “Suicide Talk” training.
Licensed- flat fee that allows
for 100s or 1,000s of
issuances. They are still
considering how they will
administer this online
module in CalMHSA.

N/A

N/A

SF Suicide
Prev – Contra
Costa

N/A

Meet regularly and
support other four
programs under
SFSP grant

N/A

Training for Trainers (T4T)
programs in both safeTALK
and ASIST. SafeTALK T4T is a
2-day training that teaches
skills to deliver safeTALK
workshop using extensive
manuals and role-play. ASIST
T4T is a 5-day workshop (2
day ASIST workshop; 3 days
of getting into smaller groups
where people are taught how
to teach yourself how to give
the training.) All trainings
will be organized by
subcontractors
Community education and
outreach to target
populations

N/A

Expand chat
capabilities

Train new volunteers
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SF Suicide
Prev – Santa
Clara
SF Suicide
Prev – San
Mateo/Star
Vista
SF Suicide
Prev – SFSP

Transitions
MH

N/A

Meet regularly and
support other four
programs under
SFSP grant

N/A

Community education and
outreach to target
populations – focus on rural
communities

N/A

Attain AAS
Accreditation

N/A

Meet regularly and
support other four
programs under
SFSP grant

N/A

Community education and
outreach to target
populations – focus on rural
communities

N/A

Develop and expand
chat and text
capabilities

N/A

Meet regularly and
support other four
programs under
SFSP grant

N/A

Community education and
outreach to target
populations

N/A

Develop and expand
chat and text
capabilities

Web-based outreach
(website)

N/A

N/A

Attain AAS
accreditation

Expand role of Peer
Advisory and
Advocacy Team
Develop protocols to
identify and
disseminate best
practices

Join Contact USA
network (supports
crisis chat
responders)
Establish regional
provider network
with Kern, SLO, and
SB counties

Establish
Warmlines in Santa
Barbara

Note: The activities that fall within “Polices, Procedures, and Best Practices” include developing policies and procedures to
support crisis response services, and increasing the training of crisis response personnel. Some programs also plan to
disseminate best practices through within their organizations or through a given network. Since most of these activities
overlap with other areas (Networking and Collaboration, Hotline & Warmline Operations) we do not include a plan for
evaluating “Policies, Procedures, and Best Practices.” The informational materials being developed by program partners
will often be integrated into the trainings and community outreach program partners conduct and that will be evaluated
under “Trainings and Education.” Thus, we do not include a separate plan for evaluating “Informational Resources
targeting community/student audiences”
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Table B.3
Student Mental Health Program by Key Activity Matrix

Policies,
Protocols, Best
Practices
Student Mental Health
N/A
CCC

CDE

CDE will collaborate
with CCSESA to form
Student Mental Health
Policy Workgroup
(SMHPW) to identify
current best practices,
to maximize use of
existing SMH resources,
to make policy
recommendations, and
to identify and reduce
barriers to SMH
programs.

Networking &
Collaboration

Informational
Resources
Trainings/
targeting
Education
community/stu
dent audiences

Media
campaigns &
interventions
to influence
media
production

Hotline &
Warmline
operations

Establish regional
strategizing forum to
support SMH with CCC,
CSU, and UC campuses,
community-based
organizations, and
county mental health

Online dissemination
of resources and
materials

Suicide Prevention
Trainings (online and
in person) and
addressing the needs of
student veterans.

N/A

N/A

Establish Student
Mental Health Policy
Workgroup (SMHPW),
including membership
from DMH, CDE,
CalMHSA, MH Directors
Assoc., SELPA, CCSESA,
CBOs, consumers,
advocacy groups, and
researchers

Web based
clearinghouse of
information for
educators

TETRIS Training and
TETRIS train the
trainer (TNT) training
to bring early mental
health education to
mental health and
frontline staff.

N/A

N/A
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CCSESA

To facilitate policy and
protocol changes across
systems that support
effective use of
resources and
coordination of support

Establish a consortium
per county (include
representatives from
mental health,
probation, school
districts, foster care,
youth agencies, etc.)

Online Clearinghouse
of Best Practices

Regional staff trainings
to address identified
needs (TBD).

N/A

N/A

CSU

N/A

Establish CSU Student
Mental Health Initiative
(SMHI) Workgroup and
manage CSU systemwide activities

Repository of
information for faculty,
staff, and students

Faculty/staff trainings
to identify and support
distressed students
and student
training/curriculum to
improve problem
solving, coping, helpseeking, and reduce
discrimination.
Trainings will be a mix
of in-person and online
and the focus will be
identified by the
campus needs
assessment.

Social Marketing
Campaign

N/A

UC

N/A

Continue collaboration
through SMH Oversight
Committee (includes
Vice Chancellors,
student representatives,
and campus
practitioners)

Online Redbook

Faculty and Staff

Social Marketing
Campaign

N/A

Training and Student
Training focused on how
to respond to crisis,
identify warning signs
and refer a student.
Focus is on vulnerable
populations.
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