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California’s Statewide Prevention and Early Intervention (PEI) activities 
implemented by the California Mental Health Services Authority (CalMHSA) 
and funded under Proposition 63 included PEI training for college and 
university faculty, staff, and students. Many of you may have been part of 
that effort. My goal today is to describe some preliminary findings from the 
statewide evaluation conducted by the RAND Corporation that examines PEI 
trainings across CA’s higher education system. 
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I’ll first describe a subset of trainings focused on PEI that the higher ed
system was delivering, discuss RAND’s training evaluation, and then 
preliminary results. Since this presentation is officially a Round Table 
format, I will end by facilitating a discussion with you—to learn about your 
views and experiences in sustaining training events and training evaluation. 
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As many of you already know, CA’s higher ed system focused on the 
following PEI trainings. Many campuses supported Mental Health First Aid 
and other suicide prevention training. Other training topics also included
early recognition of student distress, support for vulnerable student
populations known to have higher rates of mental health issues, and other 
general mh and wellness topics. 

The higher ed partners also used CalMHSA funding to provide cross-
campus, systemwide resources. For example, the CCC provided …..; CSU; 
UC…

Red Folder: The customized folders identify common signs of student 
distress and direct faculty/staff and graduate teaching/research assistants 
through campus protocol to clarify who they should contact in the event of an 
emergency. The folders also provide tips for how to approach a student who 
may be in distress and connect that student with the appropriate resource.
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UC’s SMHI website (with Red Folder and other training information); CSU’s 
list of campuses’ SMH websites; and CCC’s SMHP website (with training 
and TA sign-up).
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What was the focus of our training evaluation efforts? We wanted to 
understand two main things – first, who did the training reach, and did it 
reach the intended population(s)-- including those who were of diverse 
backgrounds? Second, we wanted to understand what training participants 
thought about these trainings, and so we measured quality (Did participants 
view the training as high quality and helpful?), and whether they benefitted 
as measured by two outcomes (self-efficacy and behavioral intentions). I’ll 
show you examples of the things we measured in just a bit.
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RAND was charged to evaluate a subset of PEI trainings across the higher 
education system—so the statewide evaluation did not measure the efficacy of 
a specific type of training, and we did not evaluate all trainings that were 
conducted.

How did we determine the subset of trainings to evaluate? Basically we 
worked with each system to determine feasible, representative samples to use 
in the statewide evaluation. Our goal was to maintain consistent criteria while 
also reducing data collection burden and barriers where feasible. So, for 
example, we focused much of our efforts on evaluating standardized, 
manualized trainings across the systems, such as MHFA, ASIST, and QPR. 

UC: Each UC campus selected approximately 6 student trainings and 2–3 
staff/faculty trainings to be evaluated with the statewide training survey per 
year per campus (although campuses could opt to include more than 8 
trainings if they wanted to).

CSU: CSU campuses administered the statewide training survey after MHFA, 
ASIST, and QPR trainings. In addition, RAND accessed the evaluation data 
from the online-administered Kognito training survey data.

CCC: Using CalMHSA funds, CCC awarded campus-based grants (CBGs) to 
30 CCC campuses to enhance their student mental health supports and 
services. These campuses administered the statewide training surveys at all 
training events, where feasible. 
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To ensure consistency in survey administration and data collection, the 
RAND TA team distributed a number of tools to support the evaluation, 
such as detailed instructions, flow charts, and pre-written scripts for 
trainers to use to invite participants to complete the surveys. 

To measure training reach and participation, we asked trainers to 
submit information about their training topic, date, campus location, and 
attendance. 

To measure training quality and outcomes, we used participant self-
report surveys. We had slightly different surveys for student and staff, 
with only minor wording changes in some questions where necessary. 

Response rate was a big concern, so we developed three different 
survey modalities: a paper version, an internet survey (accessible via a 
URL), and a process to text a phone number to receive the survey URL 
directly on participants’ cell phones. Here’s an example of the cover 
page participants saw when they logged onto the survey – note the 
various logos and how RAND is highlighted to pre-empt confidentiality 
concerns.
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We wanted to assess how helpful the training was by comparing ratings 
before and after the training. To do so, we created a traditional version of a 
pre-post survey where participants complete the survey before and then 
again after. We also created a “retrospective version” of the survey that 
required only one administration of the survey, and instructed participants to 
think about their ratings of each statement BEFORE participating in the 
trainings and then AFTER the training. Research shows that these
retrospective procedures are valid and sometimes even more accurate (Pratt 
et al., 2000; Rohs, 1999), because people sometimes have a more accurate 
gauge of their baseline level after they have had the experience of training. 

Trainers were provided a script and handout describing the evaluation and 
data collection. The script encouraged participants to complete the survey as 
soon as possible, affirmed that it was confidential, that it would only take 
about 5 minutes, and that it would help us to improve and sustain future 
trainings.

RAND received IRB approval for the training evaluation and facilitated the 
review and approval by campus IRBs where needed.
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Adapted from suicide gatekeeper surveys, factor analysis done on these 
items from our campus-wide survey that assessed internal and external 
locus of self-efficacy.

Staff version of the survey
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Adapted from suicide gatekeeper surveys
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Total observations – 5769. Table describes percent of respondents we have 
data for.
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Total observations – 5769. Table describes percent of respondents we have 
data for.
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Overall, there were improvements after the training, but we also wanted to 
examine whether there were particular groups that benefitted more so we 
looked at differences in outcomes by system, race/ethnicity, and role. First, 
we found no significant differences by system. CCC, CSU, UC had similar 
improvements in self-efficacy. This table represents the average number of 
points on the scale that each group increased or decreased by after the 
training compared to the reference group. If there was a positive value, that 
means they had a greater improvement. So, let’s look at the bars I 
highlighted in yellow. 

When we examined race/ethnicity, our statistics program used Whites as the 
reference group. So, this column shows whether these groups improved 
more or less compared to Whites. The only statistically significant finding we 
found was that compared to White participants, Latino participants had a 
significantly larger change by 0.06 points in their confidence to intervene and 
0.12 points in their confidence to refer. 

We also examined the role of the training participant. We only found 
statistically significant differences in participants’ confidence to refer. On 
average, compared to administrators, students and faculty had significantly 
larger changes in their confidence to refer, while health/mental health 
professionals had smaller changes in their external self-efficacy scores 
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(which was expected because health/mental health professionals likely already had 
the confidence to refer because of their training background and clinical experience).

I’m curious what your thoughts are about these findings. For example, why might 
Latinos have had greater improvements compared to Whites. How about why these 
roles had greater improvements in their confidence to refer vs. intervening?
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BDS= SAME ISSUE- I THINK LANGUAGE IS TOO JARGONY. MAYBE 
“LIKELIHOOD OF DOING SOMETHING…” OR SOMETHING LIKE THAT
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Again, overall there were improvements in likelihood to intervene and refer 
after the training, but we also examined differences in outcomes by system, 
race/ethnicity, and role. Again, we found no significant differences by system. 
CCC, CSU, UC had similar improvements in their likelihood to intervene and 
refer. This table represents the average number of points on the scale that 
each group increased or decreased by after the training compared to the 
reference group. If there was a positive value, that means they had a greater 
improvement. So, let’s look at the bars I highlighted in yellow. 

When we examined race/ethnicity, our statistics program used Whites as the 
reference group. So, this column shows whether these groups improved 
more or less compared to Whites. The only statistically significant finding we 
found was that compared to White participants, Asian and Other participants 
were  significantly less likely to refer. Other participants consisted of biracial, 
American Indian, Arabic, and any other self-written responses.

We also examined the role of the training participant. We only found 
statistically significant differences in participants’ likelihood to intervene and 
refer. On average, compared to administrators, faculty had significantly 
larger changes. We see a statistical trend in their likelihood to intervene, 
while statistically significant improvements in their likelihood to refer when 
compared to administrators.
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I’m curious what your thoughts are about these findings. We’re not sure what to make 
of them. For example, why might Asians have had smaller improvements compared 
to Whites? How about why faculty would have greater improvements in their 
likelihood to refer and intervene?
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