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This workshop comes out of a collaboration between the California
counties, community-based service providers, CalMHSA, RAND and SRI.
Our role is to provide support for your implementation and evaluation
activities. Today, our focus is on outcomes, both implementation
outcomes and client level outcomes.

3

4

This workshop builds on the past workgroups we have conducted. All the materials
from those workgroups and webinars are on the CalMHSA TTACB website.
Specifically, there is a framework called Getting To Outcomes, which many of you
who participated in past workshops or webinars will be familiar with. It’s a
framework that helps you think about how to implement and evaluate communitybased programs.
!Our focus today is on GTO Steps 7, 8, and 9.
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Why is it important to evaluate results or outcomes?
The first reason is accountability, to show that you are accountable for the funds
that you receive and spend. A second reason is for quality improvement-- to see
how you are doing and and what you can do better. And the third reason is for
planning and advocacy so that you can advocate for the clients in your county and
say, “This is why you need to fund us” and “This is what we can produce as a
result of this funding.” Ultimately, results are what people care about, and the way
you show results is through evaluating outcomes: are you meeting your objectives,
the objectives that you set out to meet? And if so, why? Or why not?
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Today we are going to focus on evaluating implementation and client outcomes.
How many of you are familiar with our logic model? Hopefully, many of you. As
part of our state wide evaluation approach, we developed the logic model shown
in this schematic. The logic model shows how PEI funding leads to outcomes.
What you hope to see is that as a result of the PEI funding, new community
resources and program activities have been developed. You hope that those
resources are doing more intervention and early intervention activities. And then
as a result, you hope that you’re getting more change in knowledge, behavior
and attitudes, and improved resilience and emotional well-being in clients.
Lastly, as a result of these programs, the legislation says that you want to show
improved public health outcomes. The legislation defines public health
outcomes as improvements in rates of suicide, decreased prolonged suffering,
reduced homelessness, unemployment, removal of children from their home, and
school dropout.
Today, we are going to focus on boxes 2 and 3. We call box 2 implementation
outcomes and box 3 client outcomes.
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For each type of PEI program, we are going to go through a series of questions. Please look
at the matrix in your folders. Each one of the questions is a row on this matrix. The first row
asks, “What are the implementation outcomes that your program is trying to achieve? What
are the client outcomes that your program is trying to achieve? Do you have benchmarks?”
And by benchmarks, I mean a quantitative goal that you are targeting.
The next row asks “What are the key evaluation questions for each outcome?” So, for each
outcome that you have identified that you want your program to achieve, what are the relevant
evaluation questions to that particular outcome?
The next row asks, “What data sources do you need? How are you going to collect the data?
What are the methods that you are going to use? What kind of analysis do you need to use for
those particular types of data? How are the results going to be interpreted and used?”
Ultimately, what you want to use your results for – whether it’s for advocacy to your Board of
Supervisors, or your own internal quality improvement efforts –is going to shape how you do
your evaluation; and so it is really important to know – before you start – where you want to
go. Not just in terms of outcomes, but also, who your audience is. Different audiences are
going to care about different things.
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!Most PEI programs fit into one of these categories of programs.

!Systems change programs build collaboration between systems, or help systems work better together.
!Outreach and public awareness campaigns provide general education to the public.
!Gatekeeper education and training programs train first line responders such as the police, school-based
personnel or community leaders.
!Screening and Referral programs conduct screening in places like juvenile justices settings and refer
identified youth for services.
!Counseling and Support programs are similar to clinical Services for Early Intervention programs, however
counselling and support programs are generally delivered by people who are not licensed, whereas early
intervention programs are delivered by people with a mental health license.
The reason that we categorize programs is because the evaluation approach – the evaluation questions –
within a particular category are going to be similar. So if you have ten different gatekeeper and education
training programs, you are not going to have ten different evaluation approaches; you’ll have one with a
variation on a theme.
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!Now we are going to go through an example. The example I chose was

Screening and Referral programs.
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!The logic model is the backbone for your evaluation. Let’s do the logic model for

Screening and Referral. (Walk through slide).
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!These are the important evaluation questions to be addressed when evaluating

Screening and Referral programs. There are questions related to the program,
questions related to what the program is doing, and questions related to the
outcomes of the programs. (Walk through questions).
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How do we start answering our evaluation questions? Refer to the matrix that we
discussed. The first question is: How am I going to evaluate it? What are my
methods? In this case, it might be ‘how many people did I screen?” To answer this
I need to count the number of people screened. You might also want to know the
demographic characteristics of those individuals and the demographic
characteristics of the people that you hope you are targeting.
To answer the question of whether the screening made a difference you would
want to count the number of people who completed the referral. You might also
want to know their demographic characteristics.
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What tools and resources will you need to answer these questions? You might
need administrative data and a tracking system to count people.
To look at client outcomes, you need access to the people who are being screened
and referred. How are you going to get access to these individuals to see if they
actually completed the referral? Do you want to collect an email address so that
you can contact them and see if they actually engaged in services?
Evaluating who completed a referral is not so easy. It’s easy to count how many
people you screened and how many people you sent somewhere. But it’s really
hard to calculate how many people completed the referral because they could have
showed up at any one of a number of places. If you are in a big county, there are a
lot of places that they could go. Also, maybe they didn’t show up next week. But
maybe they thought about what you said and six months from now they decided to
act on the referral. How will you capture that information?
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How are you going to analyze the information you get? You might start with
descriptive statistics. You might compare the characteristics of people screened
and people not screened; or people screened and people referred; or people
screened and the target population. You would perform a similar set of analyses for
people completing versus not completing the referral.
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Lastly, how will you tell if the program is meeting its objectives? To answer this you
need to go back to your benchmarks. Did you actually meet your benchmarks?
Did you intend to screen 1000 people, and did you actually screen 1000 people?
Did you intend to have 10% of the people you screened complete a referral? Did
you get those 10%? So you might look at whether the proportion of the people
completing the referral actually met what you had hoped to do.
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One of the most difficult issues is setting a benchmark or a goal. How do you decide where you
want to go? You might say I want to improve truancy, but how much do you want to improve
truancy? What is your quantitative goal and where do those numbers come from?
Benchmarks can come from a number of sources.
1. From research evidence of program effectiveness. This will be true primarily for early

intervention programs.
2. From the effectiveness of comparable programs in other locations.
3. From the effectiveness of the program in the previous year.
4. If you have none of these sources, you can gather together your stakeholders and the people

delivering the programs and together set a target goal.
You can also have different types of goals. For example, you could have a minimal goal, an
expected goal and a stretch goal.
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Even if you do not have an objective benchmarks, you can still use your results in
useful ways to evaluate and improve performance. You can use the logic model
that you created to work backwards from the observed results to see where there
might be problems. For example, you might find out that in your program only 2%
of the people screened completed a referral. You would then want to ask, “Of the
people screened, how many were referred?” Perhaps only 10% were referred, so
that of the people referred, 20% completed the referral. When you investigate
further, you might find that the problem is one of capacity, that the people who were
referred tried to get additional services but were unable to make an appointment in
a timely manner. Even without benchmarks, evaluation results can be used to
identify where there might be a problem in the flow through the logic model.
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This morning and this afternoon, we are going to split into small groups to review
and discuss evaluation questions, logic models that guide evaluation approaches,
evaluation measures, and other considerations for evaluating common types of PEI
programs.
Even though you can only go to one group in the morning and afternoon, you will
receive materials from all the groups on a thumb drive at the end of the day and
get to hear some take-aways during report out sessions after each of the sessions.
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Morning breakout sessions will focus on 3 categories of PEI programs, including
Outreach and Public Awareness Campaigns, System Change Efforts, and
Gatekeeper Education and Training Efforts.
Afternoon breakout sessions will focus on 3 other categories of PEI programs,
including Screening and Referral, Counseling and Support, and Early Intervention
Clinical Services.
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Your small group leader will lead you through the planned activity, which
includes:
• Reviewing example programs under the PEI category, with general
recommendations about evaluating these programs.
• Focusing on a couple of specific examples of programs within these
categories—especially those selected as particularly relevant among
the breakout group members.
• Examining sample logic models for those programs and how they
inform specific evaluation activities.
• With particular outcomes in mind, reviewing some potential measures
that could be used.
• Beginning to complete an Evaluation Approach Plan, to think through
evaluation methods and needed resources to support them.
• Finally, taking a few minutes to reflect on what you learned from the
group that was most helpful, and what you still find most challenging.
Your reflection will be shared with the larger group.
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While the small groups will focus on particular types of programs, they all deal with
the overarching evaluation questions on this slide—pertaining to program
implementation and outcomes.
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Each group will have access to a binder with sample measures to
consider (and these measures are also included on the thumb drive).
Although the measures are unique to each small group, the criteria to
consider when selecting a measure are similar. Therefore, we wanted to
remind people of these criteria before they go into the groups.
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We have prepared an Evaluation Action Plan template that all the groups
will use in discussing evaluation needs and resources and is included
with your workshop materials. The Action Plan guides users in thinking
through the questions on this slide, especially reinforcing the point that
you must keep feasibility in mind (for example, cost, training, burden to
grantees, capacity to use the data) when selecting an evaluation
approach.
The types of evaluation questions and specific outcomes being
addressed will drive the answers to many of these questions.
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The materials from these small group sessions, including the sample measures for
all 6 types of PEI programs, will be available to you on a thumb drive distributed at
the end of the workshop. The SRI/RAND team reviewed several existing
compendiums of measures, reviewed articles, and searched national registries of
evidence based practices to identify measures used in rigorous studies of
prevention and early intervention mental health programs.
For the various measures culled from these sources, we compiled a subset to
provide examples for counties in their consideration of appropriate tools and
measures, taking into account the criteria on the previous slides (e.g., face validity,
feasibility, appropriateness). However, we did not review the psychometrics, use,
or cultural competence of each measure in depth; we simply compiled sample tools
and measures that we deemed possibly relevant and useful for evaluation under
each program category, mindful of the considerations above. Still, we hope these
sample tools assist in your discussion and consideration of measures across your
programs, and—potentially—across your counties.
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Once you have data the task is to turn it into actionable information. This section
of the work group will be focused on four steps:
• Deciding on the purpose of the evaluation
• Analyzing the data
• Interpreting the results, and
• Communicating them to foster dialogue and change.
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We’ve discussed sources of evaluation data earlier but I’d like to remind you of
several here.
• Program descriptions and materials remind us of the stated purposes of
programs, who they are intended to target, and how they should operate
• Staff training and other materials how programs are operationalized and may be
useful for assessing fidelity
• Administrative data provides basic statistics on who participates, in what
activities, and for how long, which is useful for analyzing implementation
• Survey data can provide helpful insights into the characteristics of participants
and drop outs, how they view the program, and can also provide assessments of
outcomes
• Qualitative data can provide insights into how the program is working and
narrative examples to illustrate and enhance findings from statistical analyses
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A key decision in planning an evaluation is determining how they will be used – for
accountability to funders or regulators or managers, for quality improvement, and/
or for future planning and advocacy. A multi-purpose evaluation should be planned
with all of the goals in mind. However, even if the stated purpose addresses only
one or two of these goals it is wise to consider all of them, at least to some extent,
when planning evaluations since a goal may be added after the fact.
Similarly, users need to be considered. What data are required, for example, for
accountability reports that may have specific formats to follow? How will clinicians
and service providers interpret results from their perspective? What issues will be
important to community leaders and stakeholders?
It’s wise to bring all the key players to the table at an early stage in planning
evaluations to ascertain what information they need to use the results for their
purposes.
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In thinking about analysis we want to come back to our logic model and I will
highlight approaches to some of these questions. This is a very basic level
discussion of analyses and it’s important to realize that each situation and dataset
is different. It’s valuable to have statisticians and others who are familiar with the
data you will be using.
My first focus will be on a question that may seem obvious – what does the
program cost? It’s a useful bit of information in relation to other features, such as
reach and outcomes, for planning purposes.
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One problem is to identify the cost of the specific program or activity you want to
evaluate. Frequently funding is allocated at different levels and you may have to
drill down to identify the costs related only to the specific program and, possibly, to
make some allocation of costs that are shared across other programs. For
example, the same staff members may work across programs and be managed by
a single team that works across programs. In this case a reasonable allocation of
costs may need to be made.
Another issue that comes up, especially when comparing costs across programs,
is which elements of cost are captured. A new program may have some cost
associated with program development and “set up” – staffing, developing materials
and procedures, etc. These costs are typically incurred before the first participant is
enrolled. Training may also be parsed out as a specific cost category. Costs
associated with ongoing activities are incurred once the program starts. Often
there is an interest in calculating a “cost per participant” and this requires defining
what counts as a cost and what counts as a participant. There is no one best way
to do this, but if you want to compare costs you need to be consistent.
Finally, what is the time period covered? Again, this needs to be clear and as
consistent as possible.
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Let’s look at another question – program reach.
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To address “reach” you need to define it.
Some programs are “single touch” where you may need to attempt to count sign
ins to events or meetings, the numbers of materials distributed at events, or
website visits and downloads and here I would suggest using Google Analytics,
which is free and quite easy to access and use.
Multi-session programs that are defined in length, you want to know how many
people enrolled or were offered enrollment, how many actually showed up to start
the program, how many attended each session, and how many actually completed
the full program.
For programs that are variable in length you need to decide what level of
participation is meaningful in relation to program goals and methods.
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I’d like to say a quick word about counts – duplicated vs. unduplicated.
If you have duplicated counts, that is simply counts of the numbers who participate
in each program or each session. You may not be able to ascertain how many
different people participated and for how long.
If you have unduplicated counts you can track clients through individual programs,
across programs, or even between programs and services in other systems. For
example, you could track Transition Age Youth in terms of which PEI programs they
participated in, for how long, and in terms of whether referrals to other systems
resulted in receiving services, such as more complex mental health services. You
might also track outcomes in other systems, such as corrections or education.
This typically requires an individual ID that can be accessed and tracked across
systems.
There are obvious privacy and security issues, but increasingly the kinds of
reporting that is being proposed will require the ability to track clients in this way.
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The math for describing reach is not very complicated. Simple counts, frequency
distributions and cross tabulations often tell the story. In some cases it’s useful to
compute averages and describe the variation around the average.
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Here is a graphic example of program reach in terms of enrollments by month,
separating enrollees into Latino, White, and Black. It’s easy to see the overall
variation by month and the variation by ethnic group. This graphic is very easily
generated in Excel and can be readily pulled into Powerpoint or can be generated
in Powerpoint directly.
In an earlier workshop on describing programs we presented a spreadsheet and
slide deck showing how to do this and that is posted on the CalMHSA TTACB
website.
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Here is another graphic showing how program participation declines over time,
again by group, for a 6-session program. About half the Latino participants
completed the program and the decline was steeper for the other groups. This
might be a slide that stimulated discussion among program staff about why this is
happening and the views of drop-outs may be helpful in addressing the question.
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Which brings me to the next question – program acceptability and compatibility
with expectations and needs.
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Here are some ways to capture information about how the program is viewed. Of
course participants and drop outs have valuable information to contribute about the
program’s value, how well they think it is being carried out and whether it
addresses their needs and expectations. You might ask about cultural
appropriateness, for example. Others may also have information – parents,
teachers, community leaders and stakeholders at various levels.
The specific methods may be qualitative or standardized in surveys and typically a
mixed mode design will be most useful for the range of issues that are of interest.
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Again, the math can be quite simple and a simple graphic presentation is valuable
for describing results. Here a program has mixed results on meeting needs,
seems to have problems with cultural appropriateness, and is perceived to be well
delivered.
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Another set of issues around reach refers back to the program goals.
• Are the target populations being reached? Often the those with the most need
are the target participants, but those whose need is less may be more interested
and easier to access for enrollment.
• Is the program reaching clients equitably? Are all of the intended groups being
offered a program that meets their needs and is outreach equally effective?
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The characteristics we think of for this are the most common ones – age group,
sex, race and/or ethnicity, level of financial need, level of risk for negative mental
health outcomes and being in a special group that is a program target.
Programs evolve over time and you may need to go back and review the original
and revised statements of program goals and objectives.
The questions you are asking are:
What percent of participants actually were in the targeted groups? This can be
calculated based on data on participants.
What percent of the targeted groups were reached by the program? This requires
data on participants and additional data on target populations, for example, from
needs assessments or demographic information.
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Again the statistics are not complex, typically distributions you might show in a pie
chart or proportions that you would show using a histogram, as I showed earlier.
Counties are whipsawed in terms of these reports, with different funders and
regulators mandating different categories. However, to the extent possible using
the same categories across programs allows for comparisons such as the ones we
showed in our earlier data workgroup.
Again, determining what percent of the targeted groups were reached by the
program requires data on participants and additional data on target populations, for
example, from needs assessments or demographic information.

46

Finally, we turn to the outcomes in terms of what difference the program made.
Did the outcomes improve?
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Typically these are the kinds of questions we are asking.
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The design we most typically see is the before-and-after design where a measure
of a key outcome, such as emotional well-being, is measured before participation
in the program begins, at the end of the program, and possibly at various points
during the program. Clearly, since participants do drop out of programs having
data collected during the program is valuable to characterize progress and assess
reasons for attrition.
Often there is ambiguity on when programs actually begin and end, but it’s fine to
make a reasonable choice as long as the criteria are consistently applied.
The strength of this design, assuming it is well carried out, is that for evidence
based programs you can compare results or for other kinds of programs you can
make a comparison with agreed on expectations. This is valuable in identifying
situations where programs are not performing as expected and allowing further
consideration of other evidence about why that might be the case.
The weakness of this design is that it does not allow you to be sure that the
observed changes are attributable to the effects of the program and not other
background factors or changes. However, many evidence based programs have
already demonstrated impact and the question is more about whether the
implementation is performing as expected.
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Of course, there are more sophisticated approaches that I will mention here but not
discuss in detail.
The “gold standard” is a randomized controlled trial and while that is often viewed
as infeasible, that may not be the case. For example, in situations where the
program is not evidence based and not all eligible individuals can participate
initially, random assignment to being offered the program in the first or the second
group may allow a strong impact evaluation, albeit short-term impact.
Other approaches rely on statistical methods to rule out alternative explanations for
the outcomes that are observed. These are valuable and you would need to work
with a statistician to conduct these analyses. You might also find that the sample
sizes required are much larger than would be needed for an RCT that anticipates a
reasonably large effect from the program.
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Whatever approaches you use there are some key things you need to report with
your results and they are shown in this slide.
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The value of conducting evaluations is to be able to answer some key questions as
shown in this slide:
• Whether the target populations are being served
• Whether the programs show benefits overall and for key target subgroups
• Whether there are gaps in who is being served or how well
• Whether the programs need to be improved
• And, finally, whether the effects justify the costs. Funding is always scarce and
programs that are not meeting goals should be fixed or discontinued to allow
funding of programs that are more effective. This is not usually a one-time, up
or out decision, but one that evolves over time with stakeholder participation.
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The logic model coupled with evaluation results allows you to develop the “story”
about the program being evaluated.
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Here is a simple example, using hypothetical programs intended to reduce
psychological distress. The outcome is the Kessler-6, a scale that measures
aspects of distress with scores ranging from 0-24 with some agreed upon criteria
for levels of distress. It is aimed at adults and has the nice feature that it is
included in the California Health Interview Survey, a large statewide population
survey in California that provides readily available data.
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We have 4 programs displayed here and have divided the population into
risk groups in relation to the K-6: high, moderate, and low risk.
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If we plot the mean baseline scores we can see that the programs are
serving people with different levels of risk. The first question we might
ask is whether this is consistent with the targeted groups for each of
these programs.
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If we now add follow up scores we can see a more complete picture.
One program is moving participants from high to moderate risk. Another
is serving low risk participants and moving them to lower risk and so
forth. All program are showing positive results.
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Adding some additional information broadens the picture and also raises
some questions. Program 1 is enrolling 400 participants but only 200 are
reporting results. Why? Is this a problem with measurement or attrition,
or both? How valuable is a small program serving a low risk group that
seems to be losing more than half the enrollees, as in Program 3?
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Now, you can add program cost to round out the picture. This is not to
say that any program is “good” or “bad” but seeing results in this way
allows discussions to take place:
• Within mental health programming groups at the county level
• With county officials
• With stakeholders of various kinds
• Among the staff of individual programs.
While simple data displays do not address all the issues they are a
valuable starting point for asking questions. Everyone’s goal is to deliver
valuable services efficiently and serve populations in need. Data allows
you to better reach that goal.
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Finally, the same kind of format might be valuable within a program to see how
different subgroups are being served. It would not be impossible at all to see that
different subgroups are entering and leaving at different risk levels. All are being
improved – but, for example, does this suggest that program recruitment methods
might need to be further assessed?
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How do the data start a dialogue?
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For stakeholders to have input into policy decisions they need data. This is about
sharing of power—knowledge is power!
Sometimes stakeholders feel that information is privileged and that the process of
real policy decisions occurs beyond their grasp – they feel that they are given only
pre-determined options to choose between. Collecting the critical information and
sharing it in accessible ways levels the field and creates confidence.
Stakeholders can see the bigger picture and get beyond narrow constituencies and
decision makers have more confidence when they see accountability and action
based on the information.
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Program evaluation requires a team effort. It is less effective when left to the
‘evaluator’ alone to design, conduct, and analyze results. Just as results need to
be communicated across stakeholders, program evaluation design, implementation
and analysis should be a partnership among stakeholders.
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What do we mean by stakeholders in evaluation? We mean any organization or
individual who is engaged in doing evaluation, being evaluated, or using results to
make decisions and set priorities.
The key is having everyone you need committed to a quality evaluation because
they have a stake in the results.
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From the perspective of designing and doing evalution services providers are a key
stakeholder because their cooperation is required to conduct an evaluation and
because results of evaluation can have an immediate application to the work of
service providers.
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This chart shows a number of challenges that evaluation poses for service
providers particularly when the evaluation is designed for purposes other than
internal self evaluation that a service provider might do.
The primary challenge is that in the past evaluation has not been taught along with
clinical or program skills and service providers, especially small community based
organizations, may lack skill and experience in doing evaluation and applying
evaluation results in their practice. Thus, evaluation may not seem very important
and it certainly poses costs for the service provider and takes away from clinical
care time. Finally, outside evaluation, e.g. by a funder, may seem threatening and
may be perceived as providing only a limited picture of the performance of a
service provider.
These challenges can jeopardize the effectiveness of evaluation and therefore
engaging service providers in evaluation early in the design phase is important.
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Service providers often have useful suggestions regarding evaluation design and
planning based on their detailed knowledge of program operations and program
participants, e.g., they can help specify the length of a questionnaire that will fit
within a typical clinical session. They may also know best which languages a
questionnaire should be available in to accommodate their program participants.

68

69

Overall, engagement and partnership with service providers can increase the
effectiveness of evaluations in a number of ways shown on this chart.
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