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Executive Summary 

 
Introduction 
Regional Access Project Foundation (RAP) is a 501(c)3 public benefit corporation, 
located in Palm Desert that serves the community in Eastern Riverside County. In 2014, 
RAP instituted a Mental Health Initiative (MHI) with the goal of enhancing the mental 
health quality of life in Eastern Riverside County through grantmaking to support 
innovative and collaborative efforts. Specifically, RAP issued several requests for 
proposals (RFPs) that offered the opportunity for community organizations to propose 
programs that would address specific aspects of mental health in the region. RAP’s 
approach included a great deal of collaboration, communication, and capacity building 
support. Because of this wrap-around style of grantmaking, RAP’s MHI is best 
understood through the lens of collection impact. 
 
RAP partnered with HARC, a nonprofit research and evaluation organization to carry 
out a collective impact evaluation of the MHI. To gather what has already been 
accomplished by the grantees, HARC conducted a retrospective evaluation in early 2018 
of the grantees’ work from 2015-1 to 2017-2. That effort included summarizing 
individual-level reports and aggregating grantees’ evaluation efforts where it was 
possible. To measure the collective impact of all grantees, HARC designed a collective 
impact tool for grantees to use in their evaluation efforts.  
 
Method 
Having a shared measurement tool enables an assessment across all organizations 
involved in an initiative, thereby providing a snapshot of the progress made towards 
that initiative.  
 
Shared Measurement 
To accomplish a shared measurement system, RAP and HARC collaboratively identified 
areas of the MHI that should reflect progress (or setbacks) among the region. Once 
these areas were identified, HARC created a 10-item questionnaire that covered four 
domains. From this point forward, the 10-item questionnaire is referred to as the 
collective impact measure.  
 
The four areas measured included 1) Mental health quality of life, 2) Access to mental 
healthcare, 3) Stigma in obtaining mental healthcare, and 4) Impact of services of 
support network. For the mental health quality of life scale, the sum of all responses is 
converted to a score that ranges from 0 (worst possible quality of life) to 100 (best 
possible quality of life). A total score of 52 or less indicates poor well-being and is an 
indication for testing for depression under ICD-10. 
 
Procedure 
Upon finalizing the collective impact measure, RAP and HARC met with the grantees 
that responded to RFPs 2017.1, 2017.2, and 2018.1. HARC provided grantees with 
details on the concept of collective impact evaluation and how that relates to RAP’s 
MHI. Further, HARC provided the measure and explained how the grantees are to 
incorporate it into their evaluation efforts. An instruction sheet was also provided. 
HARC provided versions in both English and Spanish, and for adults and children. 
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RAP Foundation instructed grantees throughout their grant period to reach out to either 
RAP or HARC if they had any issues with implementing this collective impact measure 
or collecting the data. Only one grantee did so (CSUSB PD); however, after the meeting, 
they did not address the issue as instructed by RAP and HARC. Thus, the collective 
impact data presented in this report is not as comprehensive as hoped for.    
 
Organizations 
Of the eight organizations who received funds from RAP in response to 2017.1 and 
2017.2, seven of them used the collective impact measure.  
 
Results 
Individual grantee efforts are summarized in the first portion of the results section. The 
activities and outputs/outcomes, as described in the grantee reports provided to HARC 
are summarized. The collective impact portion of the results section aggregates the work 
of all organizations in this report to assess the progress in meeting some of the goals of 
the MHI initiated by the RAP Foundation.  
 
Individual Grantee Reports 
 
California State University San Bernardino – Palm Desert Campus (CSUSB PDC) 
CSUSB PDC received funds to expand the “Neurofeedback Center” along with the 
initiation of a marketing campaign to recruit counselors, therapists, and resource 
agencies. It was also used for software purchases (BrainTrain). 
 
CSUSB PDC’s grantee reports were missing data on the number served. Follow-up 
questioning by RAP revealed that they served 69 people in total: 19 children, 34 adults, 
and 16 seniors. No information was provided on how many were living in poverty or any 
estimates of indirect impact.  
 
Outcome data was reported for nine adults. The IVA-2 (Integrated Visual and Auditory 
2 Continuous Performance Test) was used to assess improvement among adults. The 
scale covers nine dimensions of auditory and visual attention and provides insight to the 
ways in which ADHD problems may manifest. Across all of these dimensions, 
improvements were made from pretest to posttest. The general well-being among adults 
was also assessed using the GWBS (General Well-being Scale). It was reported that five 
out of six adults (who were in the severe or moderate levels of distress at pretest) 
improved their well-being to positive well-being. 
 
Coachella Unincorporated 
Coachella Unincorporated led a program called, “¡Que Madre! Media Collective”. The 
program is dedicated to creating and cultivating stories that can be used as a tool to 
share personal experiences pertaining mental health struggles.   
 
Coachella Unincorporated served 90 people, 73 of whom were living in poverty (81%). 
Most (79 people, or 88%) were youth. Their estimated indirect impact is 22,000 people.  
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More than 79 storytelling projects were created, and 41 women chose to have their 
projects published. These 41 women collectively produced 45 storytelling projects that 
were published in ¡Que Madre! Publication/anthology. The publication also provides a 
resource guide for local and national mental health service providers, as well as 
exercises for managing stress and anxiety. Coachella Unincorporated reports that their 
qualitative measures indicate the young women engaged in the program felt understood 
and heard. 
 
Desert AIDS Project (DAP) 
Funding from RAP supported two programs at DAP which included a) the Peer Support 
Counseling Program, and b) the Horticulture Therapy Program. Across both programs, 
DAP served 42 people, most of whom were adults. All were living in poverty, and 60 
people were indirectly impacted.  
 
In the Horticulture Therapy Program, all participants demonstrated improvement in 
depression symptoms on the PHQ-9 (Patient Health Questionnaire). For example, it 
was reported that on this scale, participants felt “at not time” or “less than half the time” 
in cheerful or good spirits. Participants reported they felt this way “most of the time” 
from participating in the program. 
 
El Sol Neighborhood Educational Center (El Sol) 
El Sol conducted a “Mental Health Promotores Project” and was designed to train two 
promotores (community health workers) on mental health. El Sol directly impacted 
4,897 people, and about 22% of these were living in poverty. Most were adults. They 
reached an estimated 14,906 more indirectly. 
 
Surveys after the presentations indicated that 60% rated their mental health as being 
excellent or very good; 71% of participants felt very comfortable or comfortable seeking 
mental healthcare; and 74% totally agreed or agreed that the presentations impacted 
their knowledge as to where to seek mental health services in the community. Overall, 
participants felt they acquired new knowledge on mental health (conditions, symptoms, 
warning signs), can better manage stigma surrounding mental health, and their 
new/existing relationships with friends and family were impacted positively. 
 
Family Service Association (FSA) 
FSA implemented a program known as, “Counseling for Parents of Child-Abuse 
Victims”. Unfortunately, FSA experienced significant delays in the initiation of their 
program due to difficulties in finding a competent, bilingual therapist. Many clients that 
were to receive therapy only spoke Spanish. Thus, a bilingual therapist was essential for 
the success of their program. Clients who were served typically came from backgrounds 
involving domestic violence.  
 
FSA is hopeful that there will be a substantial increase in the number of clients served 
within the next three months, as they have successfully hired another bilingual 
therapist. Thus, to date they’ve only served 8 people, all adults or seniors and all living 
in poverty. FSA estimates their indirect impact to be 26 people.  
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Jewish Family Service of the Desert (JFS) 
Jewish Family Services of the Desert implemented a program called, “Mindfully 
Resilient” in which mental health information and training in mindfulness was delivered 
to local teens at (One Future, Indio High School (IHS), Coachella Valley High School 
(CVHS). They reached 258 people with this program, most of whom were youth. More 
than half were living in poverty. JFS estimates that they indirectly impacted 545 more 
people. It was reported that students at CVHS and IHS improved in recognizing 
symptoms of depression and knowing the proven treatments.  
 
Joslyn Center 
Joslyn Center implemented the, “Aging Mastery” program, which provides expert 
instruction for seniors over 10 sessions. Through this program they reached 40 seniors, 
none of whom were living in poverty. Joslyn Center estimates that 95 others were 
indirectly impacted through the program. 
 
The majority (84%) of participants are making specific changes to improve the quality of 
their life based on what they learned in the Aging Mastery Program. Participants 
indicated that they improved their social relationships, think about how they can 
prevent a fall, and exercise more.  
 
Path of Life Ministries (POLM) 
POLM provided direct behavioral health services within mental health, housing 
navigation, and case management. POLM served 64 people, most of whom were adults. 
Nearly all (97%) were living in poverty.  
 
Collective Impact 
A total of 5,468 people were served across all the grantees’ efforts. The majority of these 
people were adults (4,722) and some were youth (471), followed by seniors (329). Of 
those served, a total of 1,422 (26%) were living in poverty. About 37,685 people were 
estimated to be indirectly impacted.  
 
Mental Health Quality of Life 
There were 2,225 participants in the dataset. However, because we are interested in how 
people improve, only those who completed the pretest and posttest are analyzed. That 
criterion brought the sample down to 241 people.  
 
Results indicate that well-being improved over time; the average percentage well-being 
score was 64.95 at pretest, which increased to 69.26 at posttest. This is an improvement 
of 4.3 points, which is statistically significant (a “real” finding, unlikely to be due to error 
or random chance). 
 
The percent of participants whose scores categorized them in the “poor well-being” 
category (those at risk for depression) dropped from 27% at pretest to 20% at posttest. 
This change was also statistically significant.  
 
In other words, considering the diversity of programs offered, coupled with the 
difficulties in creating population-level change, RAPs grantees under the MHI have been 
able to increase the well-being of their clients.  
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Access to Mental Healthcare 
The percent of participants who reported that they needed mental healthcare in the past 
month and could not get it was 21% at pretest. This dropped to 19% by posttest, but this 
slight difference was not statistically significant; overall, levels remained relatively 
stable.  
 
Participants who stated, “Yes” were asked to specify what prevented them from getting 
mental healthcare. The most common theme was that participants simply handled it by 
themselves (n = 20). Another related theme was that participants didn’t want to talk to 
others about their problems with other (n = 19), citing issues with difficulty, comfort, 
and embarrassment. Some other common themes reported by youth participants 
included not wanting to tell their parents (n = 8), and that their parents were not 
supportive of counseling (n = 4). 
 
There were also some common issues related to wanting care, but not being able to get 
care. That is, one theme included insurance (n = 8), in which participants cited having 
the wrong type of insurance or having no insurance at all. Others reported the internal 
process of the clinic (n = 6), such as problems with appointments and referrals, while 
others can’t get to their provider (n = 5) or have a lack of transportation (n = 5). 
 
Stigma and Mental Healthcare 
The percent of participants who reported that they would not seek out mental health 
treatment if they had an issue—even if it was free—was 16% at pretest. This dropped to 
11% at posttest, but this slight difference was not statistically significant; overall, levels 
remained relatively stable.  
 
Participants who reported that they wouldn’t seek mental healthcare were asked to 

explain why. The most common reason for not seeking treatment was that participants 

don’t want to talk to others about their problems (n = 14). That is, participants cited 

reasons such as feeling uncomfortable, ashamed, or embarrassed if they were to open up 

to a stranger. Another common reason for not seeking treatment was hopelessness (n = 

10). Participants reported that it didn’t work for them or they believe it wouldn’t help 

them. Participants also described reasons such as handling it by themselves (n = 7) and 

that they don’t like/believe it mental health treatment (n = 5).  

 
Impact on Support Network 
RAP was also interested in the impact that grantee’s services may have had on 
participants’ relationships with others. The results were overwhelmingly positive; more 
than half (50.4%) felt that services resulted in a “very positive” impact on their 
relationships with others. Another 32.9% reported that services resulted in “somewhat 
positive” impact on their relationships. Very few (4%) reported very negative or 
somewhat negative impact on their relationships with others.  
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Conclusion 
 
Summary 
The RAP Foundation sought to improve various aspects of mental health in the 
Coachella Valley region, by funding organizations focused on a variety of projects. 
Overall, the organizations funded by RAP in 2017 directly served 5,468 people. It is 
estimated that nearly 37,685 people have been indirectly impacted as a result of services 
received by these organizations.  
 
Seven of the eight grantees used the collective impact measures. The data showed that 
all seven of these organizations were able to significantly increase the well-being of their 
clients, as measured by the well-being scores (WHO-5). Moreover, among the 
participants who had low levels of well-being/were at risk of depression, there was an 
even larger increase in well-being. Overall, the well-being of participants significantly 
increased throughout their time in being served by RAP’s grantees. There were no 
significant changes in access to mental healthcare or stigma regarding seeking 
treatment.  
 
Overall, eight out of every ten participants served by RAP’s grantees felt that the services 
had either a “very positive” or “somewhat positive” impact on their relationships with 
others.  
  
Areas for Improvement and Challenges Experienced 
Recommendations regarding qualitative and quantitative evaluation, along with data 
collection efforts are provided in the conclusion of this report. Challenges experienced 
and possible remedies for these challenges moving forward are also provided.  
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Introduction 

 

About RAP Foundation 
Regional Access Project Foundation (RAP) is a 501(c)3 public benefit corporation 
located in Palm Desert that serves the community in Eastern Riverside County. This 
spans from Desert Hot Springs in the west all the way to Blythe on the Arizona border in 
the East. RAP strives to enhance the quality of life for the residents of Eastern Riverside 
County by investing in nonprofits and empowering them to effectively serve unmet 
needs. RAP supports nonprofits in Eastern Riverside County by providing grants as well 
as capacity-building services. RAP’s funding priorities include health, mental/behavioral 
health, and juvenile interventions. 
 

The Mental Health Initiative 
In 2014, RAP instituted a Mental Health Initiative (MHI) with the goal of enhancing the 
mental health quality of life in Eastern Riverside County through grantmaking to 
support innovative and collaborative efforts. Specifically, RAP issued several requests 
for proposals (RFPs) that offered the opportunity for community organizations to 
propose programs that would address specific aspects of mental health in the region. 
These RFPs are illustrated in Table 1.  
 
Table 1. MHI RFPs Issued 
RFP Area to Address 

 
2015-1 Prevention for youth ages 12 - 24 
2015-2 PR and marketing 
2015-3 Early intervention for youth ages 6-24 
2016-1 Mental health 
2016-2 Prevention and early intervention (PEI) for adults ages 19+ and seniors 
2017-1 PEI for adults ages 18+ 
2017-2 PEI for ages 6-18 
2018-1 PEI for children, youth, young adults, adults, and seniors 

 
In addition to simply funding grantees within these RFPs, RAP’s approach included a 
great deal of collaboration, communication, and capacity building support. Because of 
this wrap-around style of grantmaking, RAP’s MHI is best understood through the lens 
of collection impact. 
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About Collective Impact 
Collective impact involves the collaboration among multiple sectors committed to and 
making efforts to achieve a common goal for complex social problems such as mental 
health. There are five core aspects to the collective impact model: 1) a common agenda, 
2) a shared measurement system, 3) mutually reinforcing activities, 4) continuous 
communication, and 5) a backbone function.1  
 
Under the common agenda, all organizations and individuals involved in the initiative 
share an understanding of the problem, share a common goal, and have a collective 
approach to solving that problem. The shared measurement system includes measuring 
progress among all organizations, allowing for the alignment of goals and shared 
learning. While shared measurement is critical, it is also very difficult to create a one-
size-fits all approach.2 Mutually reinforcing activities include the diversity of activities 
being performed and how they combine to reach an ultimate goal. Continuous 
communication includes the open communication of all organizations involved, or 
simply being on the same page. Finally, the backbone function includes the coordination 
of organizations for the management of the collective impact.  
 
Within the context of the MHI, the common agenda is the goal of improving mental 
health in the region. There are many organizations that responded to RFPs, and all are 
aiming to achieve better mental health of individuals as well as mental health quality 
service delivery within the Coachella Valley, while RAP serves as the backbone function 
of the initiative.  
 
At the start of the MHI, RAP did not implement shared measurement tools among the 
grantees, which prevents a collective assessment of progress among all organizations. 
For that reason, RAP partnered with HARC to carry out a collective impact evaluation of 
the MHI. To gather what has already been accomplished by the grantees, HARC 
conducted a retrospective evaluation in early 2018 of the grantees’ work from 2015-1 to 
2017-2. That effort included summarizing individual-level reports and aggregating 
grantees’ evaluation efforts where it was possible, based on the information they 
provided in their grantee reports. For example, the number of people directly and 
indirectly impacted could be combined, while the activities of each organization were 
summarized separately. 
 
Then, to measure the collective impact of all grantees, HARC designed a collective 
impact tool (shared measurement) for grantees to use in their evaluation efforts going 
forward. As mentioned above, having a shared measurement tool enables an assessment 
across all organizations involved in an initiative, thereby providing a snapshot of the 
progress made towards that initiative.  
 
The information provided in the current report summarizes individual-level activities 
and outputs/outcomes as well as the collective impact of grantees involved in the 
initiative from 2017.1 and 2017.2. Organizations participating in the initiative for 2018.1 
applications are not included in the current report as they have not yet completed their 
grant cycles.  

                                                   
1 Guide to Evaluating Collective Impact. Learning and Evaluation in Collective Impact Context. Collective 
Impact Forum and FSG.  
2 Cabaj, M. (2014). Evaluating Collective Impact: Five Simple Rules. The Philanthropist, 26(1), 109-124. 
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Method 

 

Shared Measurement 
As mentioned earlier, a critical component to collective impact is the concept of shared 
measurement. To accomplish a shared measurement system, RAP and HARC 
collaboratively identified areas of the MHI that should reflect progress (or setbacks) 
among the region. Once these areas were identified, HARC created a ten-item 
questionnaire that covered four domains. From this point forward, the ten-item 
questionnaire is referred to as the collective impact measure and includes the four 
domains described below. The measure is also provided in Appendix A.  
 
1. Mental health quality of life  

Mental health quality of life was measured through the WHO-5, a well-being index 
developed by the World Health Organization.3 The index includes five items of well-
being that are rated on a scale ranging from “all of the time” to “at no time”.  
 
Interpreting this scale 
The sum of all responses is converted to a percentage score that ranges from 0% 
(worst possible quality of life) to 100% (best possible quality of life). Altogether, a 
higher percentage indicates better well-being. On that note of interpretation, a total 
score of 52% indicates poor well-being and is an indication for testing for depression 
under ICD-10.4 Participants scoring in this region are flagged. For the sake of clarity, 
the percent signs are removed from the narrative, and as such are reported simply as 
a scale from 0 to 100.  
 

2. Access to Mental Healthcare 
Access to mental healthcare was adapted from HARC’s Coachella Valley Community 
Health Survey and assesses whether participants need mental healthcare and cannot 
access it. Because HARC collects access to mental healthcare for the Coachella Valley 
region, the aggregated results can be compared to the region as a whole. 
Additionally, participants have the opportunity to describe why they cannot access 
mental healthcare. 
 

3. Stigma in Obtaining Mental Healthcare 
Stigma related to obtaining mental health care was designed by HARC and assesses 
participants’ propensity to seek services, under the assumption that services are free. 
Following that question, participants can explain why they wouldn’t seek treatment 
if they needed and were able to.  
 

4. Impact of Services on Support Network 
The impact of services on participants’ support network was designed by HARC and 
assesses how (positively/negatively) services influenced participants’ relationships 
with their friends, family, and/or other networks.   

                                                   
3 Psychiatric Research Unit, WHO Collaborating Center for Mental Health, Frederiksborg General 
Hospital, DK-3400 Hillerød.  
4 Ibid. 
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Procedure 
Upon finalizing the collective impact measures, RAP and HARC met with the grantees 
that responded to RFPs 2017.1, 2017.2, and 2018.1. HARC provided grantees with 
details on the concept of collective impact evaluation and how that relates to RAP’s 
MHI. Further, HARC provided the measure and explained how the grantees are to 
incorporate it into their evaluation efforts. An instruction sheet was also provided, and 
grantees were encouraged to contact HARC with any questions during implementation.  
 
HARC also designed simpler versions of the collective impact measure, as some 
organizations were serving children. While the questions are slightly different, the 
theme of each domain was preserved to enable an aggregation across organizations and 
populations. Both of the adult and child versions were provided in both English and 
Spanish. 
 
The collective impact measure was designed to be implemented in a pretest/posttest 
method, apart from the impact of services on support network. This pretest/posttest 
method allowed for a comparison of how participants improved or declined among the 
four domains over time. However, not all grantees administered the collective impact 
measure in a pretest/posttest method.  
 
It is worth noting here that in some cases grantees did not gather the collective impact 
data as instructed. RAP Foundation instructed grantees throughout their grant period to 
reach out to either RAP or HARC if they had any issues with implementing this 
collective impact measure or collecting the data. Only one grantee did so (CSUSB PD); 
however, after the meeting, they did not address the issue as instructed by RAP and 
HARC. Thus, the collective impact data presented in this report is not as comprehensive 
as hoped for.   
 
 

Organizations  
This report covers the eight organizations that were funded in response to the 2017.1 
and 2017.2 RFPs. Seven of the eight organizations used the collective impact measure 
(the exception was California State University, San Bernardino – Palm Desert Campus). 
The eight organizations (presented in alphabetical order) are: 

• California State University San Bernardino – Palm Desert Campus (CSUSB PDC) 

• Coachella Unincorporated 

• Desert AIDS Project (DAP) 

• El Sol Neighborhood Educational Center (El Sol) 

• Family Services Association (FSA) 

• Jewish Family Service of the Desert (JFS) 

• Joslyn Center 

• Path of Life Ministries (POLM) 
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Results 

 
Individual Grantee Reports 
Individual grantee efforts are summarized in the first portion of the results section. The 
activities and outputs/outcomes, as described in the grantee reports provided to HARC 
are summarized. Each organization was to specify how they would evaluate their 
program with respect to both qualitative and quantitative methodologies. These two 
areas are sometimes not distinguished in the grantee reports. Moreover, the evaluation 
results are not always described clearly. For these reasons, the outputs and outcomes 
are described only as clearly as they appear on the grantee reports.   
 
The collective impact measure data collected by grantees is also provided at the 
individual grantee level. While collective impact is supposed to be analyzed at the 
aggregate level (e.g., across multiple organizations), providing summaries for each 
organization helps to determine how progress may look at a more granular level.   
 
Collective Impact 
The collective impact portion of the results section aggregates the work of all 
organizations in this report to assess the progress in meeting some of the goals of the 
MHI initiated by the RAP Foundation. Firstly, the number of those directly and 
indirectly impacted, as reported in the grantee reports, is provided. Then, an analysis of 
the collective impact measure (quality of life, access to mental healthcare, stigma in 
obtaining mental healthcare, and impact of services on support network) is provided.  
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Individual Grantee Reports 
 
California State University San Bernardino – Palm Desert Campus (CSUSB 
PDC) 
 
Activities under MHI 2017.1 (Children/Youth) and MHI 2017.2 (Adults) 
CSUSB PDC received funds to expand the “Neurofeedback Center” along with the 
initiation of a marketing campaign to recruit counselors, therapists, and resource 
agencies. It was also used for software purchases (BrainTrain). The Neurofeedback 
Center served two populations; adults and children. Neurofeedback includes cognitive 
training and is “a tool working the muscle of the brain to train attention, decrease 
anxiety or depression, and alleviate behaviors that are counter-productive” according 
the CSUSB PDC’s grantee report.  
 
Outputs and Outcomes 
 
Children 
CSUSB PDC only provided a table of data on the number of child sessions (350) 
conducted. The actual number of children served was not included in the grantee report, 
but upon further questioning by RAP, they reported serving 19 children.  
 
The outcomes of these 19 children, served by CSUSB PDC under MHI 2017.1, are also 
not reported in the grantee report. Instead, a published article5 was provided and details 
the outcomes of 51 randomly selected children from an archival dataset at CSUSB PDC. 
Only children with significant ADHD symptomology were selected. In the study, these 
children improved their auditory and visual attention as a result of participating in over 
20 neurofeedback sessions and again over 40 neurofeedback sessions. However, it is 
unclear if the 19 children CSUSB PDC served with RAP funds were included in the 
published article.  
 
Adults 
Like with the children, the actual number of adults served was not reported in the 
grantee report. CSUSB PDC indicated in their grantee report that 637 sessions were 
conducted among adults. Further questioning by RAP provided additional information; 
CSUSB PDC stated that they served 34 adults (18 to 55) and 16 seniors (56+).  
 
Outcome data was reported for 180 adult sessions. These 180 sessions represent nine 
adults, presumably indicating that each of the nine adults received 20 sessions. The 
other 457 sessions includes people who are still seeking treatment. The IVA-2 
(Integrated Visual and Auditory 2 Continuous Performance Test) was used to assess 
improvement among the nine adults. The scale covers nine dimensions of auditory and 
visual attention and provides insight to the ways in which ADHD problems may 
manifest.  
 
Across all of these dimensions, improvements were made from pretest to posttest. It was 
noted that the greatest improvements made were among sustained full scale attention, 

                                                   
5 McReynolds, C. J., Villalpando, L. S., & Britt, C. E. (2018). Using neurofeedback to improve ADHD 
symptoms in school-aged children. NeuroRegulation, 5(4), 109–128. 
http://dx.doi.org/10.15540/nr.5.4.109 
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sustained auditory attention, and sustained visual attention. Essentially, attention and 
self-control among adults significantly improved as a result of the neurofeedback 
sessions.  
 
The general well-being among adults was also assessed using the GWBS (General Well-
being Scale), which has dimensions of severe distress, moderate distress, and positive 
well-being. In their grantee report, CSUSB PDC reported that five out of six adults (who 
were in the severe or moderate levels of distress at pretest) improved their well-being to 
positive well-being. One of these adults showed improvement but remained in the 
severe distress range.  
 
RAP Foundation reached out to CSUSB PDC and requested the actual number of people 
served in the Neurofeedback Center, as it was not in the grantee report. A total of 69 
people were served, and the specific age demographics are reported in Table 2 below. Of 
these 69, a total of five were living in poverty. No estimate was provided on the number 
of people indirectly impacted.  
 
Table 2. People Served by CSUSB PDC 
Characteristics Frequency 
Youth (18 and under) 19 
Adults (18-55) 34 
Seniors (56+) 16 

Total 69 
 
Individual Collective Impact Measure 
CSUSB PDC did not collect pretest and posttest data pertaining to the collective impact 
measure.  
 
CSUSB PDC attended the initial meetings about the collective impact measures in 
January 2018 and April 2018 and received the measures, the instructions, and the slides 
from the presentation. In June 2018, CSUSB PDC requested a meeting to discuss the 
collective impact measures. CSUSB PDC reported that their clients did not consider 
their neurofeedback sessions to be related to mental health, and thus were resistant to 
completing the 10 questions, as questions 6, 7, 8, and 9 used the term “mental health”. 
HARC and RAP encouraged CSUSB PDC to adapt the collective impact measure by 
replacing the term “mental health” with something similar that would retain the theme 
but resonate better with their clients. This would reduce the resistance to the collective 
impact measure among clients while still providing data that could be combined with 
the work of other grantees to allow for collective impact evaluation. 
 
It was HARC’s understanding at the conclusion of the June meeting that CSUSB PDC 
would revise and provide a draft to review. However, no drafts were provided, and at the 
end of the grant period, CSUSB reported that no modifications were made and that no 
data on collective impact had been collected. CSUSB PDC stated that all adult 
participants refused to take the survey as they did not want to be associated with the 
term “mental health”. It was not offered to the child participants. Thus, CSUSB PDC’s 
work is not reflected in the collective impact section of this report.  
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Coachella Unincorporated 
 
Activities under MHI 2017.2 (Adults) 
Coachella Unincorporated led a program called, “¡Que Madre! Media Collective”, which 
was previously known as Coachella Unincorporated’ s Young Women’s Storytelling 
Group. The program is dedicated to creating and cultivating stories that can be used as a 
tool to share personal experiences pertaining mental health struggles. The program was 
also used to connect people to mental health service providers. Altogether, the goal was 
to reduce stigma associated with obtaining mental health services.  
 
Young women from Eastern Coachella Valley participated in trainings such as writing 
training, mental health journey and mental health first take, visual storytelling, personal 
narratives, identifying issues in your community, and empowering vs. disempowering 
mental health experiences.  
 
Coachella Unincorporated was also able to collaborate with Desert Mirage High School 
MECHA club, Clínicas de Salud del Pueblo and The LGBT Community Center of the 
Desert (The Center).  
 
Outputs and Outcomes 
Coachella Unincorporated provided HARC’s collective impact measure as well as their 
own questions pertaining to mental health stigma and accessing mental healthcare and 
services. As a result of the trainings described above, more than 79 storytelling projects 
were created, and 41 women chose to have their projects published. These 41 women 
collectively produced 45 storytelling projects that were published in ¡Que Madre! 
Publication/anthology. The publication also provides a resource guide for local and 
national mental health service providers, as well as exercises for managing stress and 
anxiety.   
 
Women participating in this program were also able to plan and host a mental health 
resource fair to further destigmatize the accessing of mental healthcare. Additionally, 
participants of the ¡Que Madre! program were also connected with mental health 
experts, nonprofit leaders, educators, and ¡Que Madre! Staff for mentorship and 
training opportunities. Coachella Unincorporated reports that their qualitative 
measures indicate the young women engaged in the program felt understood and heard.  
 
In addition to the collective impact measure, Coachella Unincorporated partnered with 
California Institute for Rural Studies and Loma Linda University School of Public 
Health to further measure stigma and access to mental healthcare. They found that 45% 
of participants reported depression as one of the most serious mental health challenges 
for young women in the Eastern Coachella Valley. Another 38% reported anxiety as the 
most serious mental health challenge faced by young women in Eastern Coachella 
Valley.  
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In their grant application, Coachella Unincorporated estimated that they would serve a 
total of 20 people. Based on their final report, they served a total of 90 people in the 
¡Que Madre! program, as illustrated in Table 3. Thus, they more than quadrupled their 
expected reach. Of these 90 people, 73 were living in poverty (81.1%). A total of 22,000 
people were estimated to be indirectly impacted.  
 
Table 3. People Served by Coachella Unincorporated 
Characteristics Frequency 
Youth (18 and under) 79 
Adults (18-55) 11 
Seniors (56+) 0 

Total 90 
 
Individual Collective Impact Measure 
As mentioned in the methods, calculating the total well-being score requires converting 
the sum of all responses to a score in which “0; at no time” equates to the worst possible 
well-being, and “100; all of the time” equates to best possible well-being. So, increases 
are interpreted as improvements in well-being. Additionally, a total score below 52 
indicates poor well-being and is also an indication for testing for depression under ICD-
10.  
 
Twenty-one participants completed both a pretest and posttest. As illustrated in Table 4 
on the following page, average well-being scores went from 52.8 at pretest to 56.6 at 
posttest, indicating that well-being improved.  
 
To examine the impact on those most in need, HARC examined those who scored 
below/above the criterion of 52 as having “poor well-being”. At pretest, 52.4% of 
participants had low levels of well-being. By the posttest, this had dropped to 38.1%. 
Thus, it is clear that participants in the program improved their well-being over the 
course of their involvement with Coachella Unincorporated.  
 
Regarding access to care, 42.9% of participants needed mental healthcare and could not 
get it at pretest. That proportion of participants decreased to 28.6% by the time of their 
posttest. This may mean that Coachella Unincorporated’s activities increased these 
women’s access to care.  
 
Regarding stigma, the same proportion (90.5%) of participants would seek mental 
healthcare if they had a concern (assuming it was free), which is a considerably high 
proportion. All participants reported that services offered by Coachella Unincorporated 
either had a “very positive” or “somewhat positive” impact on their relationships with 
others.   
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Table 4. Collective Impact Measure - Coachella Unincorporated 
Domain 
 

Pretest Posttest 

(Well-being) Average well-being over the past month 
Total Score (0 to 100) 52.8 56.6 

(Access) Needed mental health care and could not get it in past month 
Yes 42.9% 28.6% 
No 57.1% 71.4% 
Total 100.0% 100.0% 

(Stigma) If you had a concern, would you seek mental healthcare? 
Yes 90.5% 90.5% 
No 9.5% 9.5% 
Total 100.0% 100.0% 

(Impact) Impact of services – Post only 
Very positive impact on my relationships with others - 81.0% 
Somewhat positive impact on my relationships with others - 19.0% 
No impact on my relationships with others - 0% 
Somewhat negative impact on my relationships with others - 0% 
Very negative impact on my relationships with others - 0% 
Total - 100.0% 

Note: n = 21 for all items.   
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Desert AIDS Project (DAP) 
 
Activities under MHI 2017.1 (Adults) 
Funding from RAP supported two programs at DAP which included a) the Peer Support 
Counseling Program and b) the Horticulture Therapy Program. The overall goals of the 
projects were to improve access to mental health services and to improve symptoms of 
diagnosed mental health disorders. Both the Peer Support Counseling Program and 
Horticulture Therapy programs are designed to reduce self-harm and provide 
interventions to substance abuse through peer support engagement.  
 
Assessments for change were conducted in the Peer Support Counseling program. Based 
on participants level of readiness, some were referred out to rehabilitation programs or 
substance support groups either at DAP or offsite in the community. In the Horticulture 
Therapy Group, participants provided peer support during planning and cultivating of 
gardens and also shared progress in improved well-being.  
 
Outputs and Outcomes 
It was reported that all 27 clients who have been receiving Peer Support Counseling 
services have obtained substance abuse treatment and/or mental health services. Other 
outcomes for the Peer Support Counseling program were not reported.  
 
In the Horticulture Therapy Program, all participants demonstrated improvement in 
depression symptoms on the PHQ-9 (Patient Health Questionnaire). For example, it 
was reported that on this scale, participants felt “at no time” or “less than half the time” 
in cheerful or good spirits. After participating in the program, participants reported they 
felt this way “most of the time”. Actual proportions are not reported for the above 
statements.    
 
As illustrated in the Table below, 42 people were served under both programs, and all of 
these people were living in poverty. DAP initially estimated that they would serve 75 
people in their programs through RAP funding, thus, they served a little over half as 
many as they had initially thought. A total of 60 people were indirectly impacted.  
 
It is worth noting that in DAP’s mid-report, 5 seniors were served. However, 0 seniors 
were served in the final report, and it was stated in the final report that a total of 37 
people were served across the entire grant period, not just the final reporting period. It 
is possible that this discrepancy is an error in reporting, but Table 5 below reflects the 
statements of the mid and final report.   
 
Table 5. People Served by Desert AIDS Project 
Characteristics Frequency 
Youth (18 and under) 0 
Adults (18-55) 37 
Seniors (56+) 5 

Total 42 
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Individual Collective Impact Measure  
Unfortunately, DAP was unable to collect data on most of the items in the collective 
impact measure. While 30 participants were measured at pretest, only 4 participants 
subsequently completed a posttest. Because progress of various mental health aspects is 
the goal of MHI, the well-being domain in Table 6 below only refers to the four people 
who completed both a pretest and posttest. The access and stigma domains, however, 
only have pretest data reported. No data was collected on the impact domain.  
 
When data was sent to HARC, it was stated that no posttests were conducted in the Peer 
Counseling Program. This lack of posttests was because the facilitator did not formally 
“exit” people from the program. Rather, it is a drop in as-needed, and participants can 
attend as many private and group sessions as needed/wanted. For the Horticulture 
Therapy program, two participants did not complete posttest because of health 
conditions. Perhaps during future data collection efforts, grantees can be instructed to 
have their clients complete a pretest when they begin a program, and then again at the 
end of the grant period (regardless of formally “exiting” a program) so that more 
longitudinal data can be collected.  
 
Although there are only four people in the well-being domain below, average well-being 
did increase from pretest (53.0) to posttest (90.0). Two people who had low levels of 
well-being at pretest improved substantially.  
 
Table 6. Collective Impact Measure - DAP 
Domain 
 

Pretest Posttest 

(Well-being) Average well-being over the past month 
Total Score (0 to 100) (n = 4) 53.0 90.0 

(Access) Needed mental health care and could not get it in past month 
Yes 58.3% - 
No 41.7% - 
Total (n = 24) 100.0% - 

(Stigma) If you had a concern, would you seek mental healthcare? 
Yes 8.7% - 
No 91.3% - 
Total (n = 23) 100.0% - 

(Impact) Impact of services – Post only 
Very positive impact on my relationships with others - - 
Somewhat positive impact on my relationships with others - - 
No impact on my relationships with others - - 
Somewhat negative impact on my relationships with others - - 
Very negative impact on my relationships with others - - 
Total - - 
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El Sol Neighborhood Educational Center (El Sol) 
 
Activities under MHI 2017.1 
El Sol conducted a “Mental Health Promotores Project” that was designed to train two 
promotores (community health workers) on mental health. Following training, the 
promotores provided culturally appropriate, community-based strategies to improve 
mental health education, reduce stigma associated with mental illness, and educate 
parents about mental health concerns in children. Those efforts were accomplished with 
providing health education presentations, modular presentations, and outreach at 
health fairs. 
 
Outputs and Outcomes 
El Sol provided education at 23 sites across the cities of Cathedral City and Desert Hot 
Springs. Presentation topics included anxiety, bipolar depression, depression, general 
mental health, schizophrenia, and suicide. 
 
Like some of the other grantees, El Sol incorporated their own evaluation plan into their 
program in which participants were provided surveys after the presentations. Some of 
the findings include:  

• 59.9% rated their mental health as being excellent or very good. 

• 71.1% of participants felt “very comfortable” or “comfortable” seeking mental 
healthcare. 

• 81.9% reported they would not feel stigma when seeking mental healthcare. 

• 84.4% agreed if they had a friend/family member who was struggling with a 
mental health issues, they would recommend seeking treatment. 

• 74.0% “totally agreed” or “agreed” that the presentations impacted their 
knowledge as to where to seek mental health services in the community. 

• 4.1% of participants felt they needed immediate assistance. El Sol collected 
contact information for these participants.  

 
Outside of surveys, El Sol also held focus groups among 22 participants. Overall, 
participants felt they acquired new knowledge on mental health (conditions, symptoms, 
warning signs), can better manage stigma surrounding mental health, and their 
new/existing relationships with friends and family were impacted positively.  
 
El Sol initially estimated that they would serve a total of 2,500 people. As illustrated in 
Table 7 below, the total number of those impacted was 4,897 people, nearly double the 
original goal. The number of people impacted was derived from combining the quarterly 
reports submitted by El Sol. Of these people impacted, 1,057 were living in poverty 
(21.6%). A total of 14,906 were indirectly impacted.  
 
Table 7. People Served by El Sol 
Characteristics Frequency 
Youth (18 and under) 99 
Adults (18-55) 4,549 
Seniors (56+) 249 

Total 4,897 
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Individual Collective Impact Measure 
Due to the nature of El Sol’s program (promotores-style education), only posttests were 
given to participants (n = 1,794). RAP Foundation and HARC agreed that under El Sol’s 
program, giving a pretest immediately before a presentation and a posttest immediately 
after may not be conducive to measuring real progress. For that reason, only posttest 
results are depicted in the Table below.  
 
The total average well-being score was 73.6 following presentations. Among these 
participants, 14.9% (266 people) had low levels of well-being. Regarding access to 
mental healthcare, 14.8% (264 people) needed mental healthcare and could not access 
it, as illustrated in Table 8.  
 
Stigma had a similar proportion in that 14.6% (259 people) would not seek mental 
healthcare (assuming it was free) if they had a concern. According to El Sol’s program 
evaluation, 3.7% of participants reported feeling “uncomfortable” or “very 
uncomfortable” with seeking mental healthcare. So, it seems as if there are other 
reasons to explore as it pertains to not seeking mental healthcare.  
 
Finally, the majority (82.4%) reported that El Sol’s services had either “very positive” or 
“somewhat positive” impact on their relationships with others.  
 
Table 8. Collective Impact Measure – El Sol 
Domain 
 

Pretest Posttest 

(Well-being) Average well-being over the past month 
Total Score (0 to 100) (n = 1,787) - 73.6 

(Access) Needed mental health care and could not get it in past month 
Yes  - 14.8% 
No  - 85.2% 
Total (n = 1,781) - 100.0% 

(Stigma) If you had a concern, would you seek mental healthcare? 
Yes  - 85.4% 
No  - 14.6% 
Total (n = 1,771) - 100.0% 

(Impact) Impact of services – Post only 
Very positive impact on my relationships with others - 50.5% 
Somewhat positive impact on my relationships with others - 31.9% 
No impact on my relationships with others - 13.0% 
Somewhat negative impact on my relationships with others - 3.7% 
Very negative impact on my relationships with others - 0.8% 
Total (n = 1,672) - 100.0% 
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Family Service Association (FSA) 
 
Activities under MHI 2017.1 (Adults) 
FSA implemented a program known as, “Counseling for Non-Offending Parents of Child 
Abuse Victims”. Unfortunantely, FSA experienced significant delays in the initiation of 
their program due to difficulties in finding a bilingual therapist. Many clients that were 
to receive therapy only spoke Spanish. Thus, a bilingual therapist was essential for the 
success of their program. Clients who were served typically came from backgrounds 
involving domestic violence.  
 
FSA’s grant period has been extended, and they are hopeful that there will be a 
substantial increase in the number of clients served within the next three months, as 
they have successfully hired a bilingual therapist.  
 
Outputs and Outcomes 
No qualitative or quantitative measurements are provided in FSA’s grant report. 
However, it was reported that the Global Assessment Relational Functioning (GARF) 
was administered to non-offending parent/guardians of the child abuse victim. Further, 
the Parenting Stress Index was given to each of the participating parents prior to 
starting the counseling sessions.  
 
A total of eight people have been served as of the latest grantee report, as illustrated in 
Table 9. All eight were living in poverty. Twenty-six people were indirectly impacted by 
FSA’s services.  
 
Table 9. People Served by Family Services Association 
Characteristics Frequency 
Youth (18 and under) 0 
Adults (18-55) 7 
Seniors (56+) 1 

Total 8 
 
It should also be noted that FSA’s final report has been extended and is not due until 
July 2019. Thus, it is likely they will have much more outcome data to report than what 
is provided the Table 9 above. In fact, when FSA provided their collective impact data to 
HARC, there were a total of 22 people in the dataset, meaning they have directly 
impacted much more since the last grant report. HARC reached out to FSA and they 
confirmed that the number reported should be 20 adults and 2 seniors, totalling 22 
people served.  
  



 

Page | 23  
 

Individual Collective Impact Measure 
FSA provided a dataset to HARC which contained a total of 22 people. These people 
were given pretests, and only four of them completed the posttest. For that reason, only 
the results of those 4 people within the domains of well-being, access, and stigma, are 
presented in Table 10 below.  
 
Among these four participants, the average well-being score was 27 at pretest. Average 
well-being increased to 50 at posttest. Additionally, all four of these participants had low 
levels of well-being at pretest, while only two had low well-being at posttest. Both access 
to mental healthcare and stigma remained unchanged from pretest to posttest. That is, 
one participant reported needing mental healthcare and not being able to access it. All 
four reported that they would seek mental healthcare (assuming it was free) if they had a 
concern.  
 
Only two participants completed the question about impact at posttest. Both stated that 
the services offered by FSA had a “somewhat positive” impact on their relationships 
with other.  
 
Table 10. Collective Impact Measure – Family Services Association 
Domain 
 

Pretest Posttest 

(Well-being) Average well-being over the past month 
Total Score (0 to 100) (n = 4) 27.0 50.0 

(Access) Needed mental health care and could not get it in past month 
Yes  25.0% 25.0% 
No  75.0% 75.0% 
Total (n = 4) 100.0% 100.0% 

(Stigma) If you had a concern, would you seek mental healthcare? 
Yes  100.0% 100.0% 
No  0% 0% 
Total (n = 4) 100.0% 100.0% 

(Impact) Impact of services  
Very positive impact on my relationships with others - - 
Somewhat positive impact on my relationships with others - 100.0% 
No impact on my relationships with others - - 
Somewhat negative impact on my relationships with others - - 
Very negative impact on my relationships with others - - 
Total (n = 2) - 100.0% 

  



 

Page | 24  
 

Jewish Family Service of the Desert (JFS) 
 
Activities under MHI 2017.2 (Youth) 
Jewish Family Service of the Desert (JFS) implemented a program called, “Mindfully 
Resilient” in which mental health information and training in mindfulness was delivered 
to local teens. The goal was to destigmatize mental health, promote emotional 
regulation skills, and encourage teens to go into mental health careers.  
 
Outputs and Outcomes 
To carry out the Mindfully Resilient program, JFS collaborated with four organizations: 
OneFuture Coachella Valley, Indio High School (IHS), Coachella Valley High School 
(CVHS), and Operation SafeHouse.  
 
Instructors in the mindfully resilient program conducted assessments on children and 
realized they were testing high for levels of stress. Because of this finding, JFS changed 
the qualitative and quantitative measures originally agreed upon in the grant 
application. Rather, the focus of measurement became mindfulness training, stress 
management, and recognizing depression. However, the actual areas reported are:  
1) recognizing the symptoms of depression, and 2) knowing the proven treatments for 
depression.  
 
It was reported that students at CVHS and IHS improved in recognizing symptoms of 
depression and knowing the proven treatments. JFS’s grant report reads, “symptoms of 
depression (CVHS 61%>62%, IHS 75%>77%), and proven treatment for depression 
(CVHS 63%>76%, IHS 56%>71%).” Presumably that means that 61% of teens at CVHS 
could recognize symptoms of depressions in the beginning, which increased to 62% after 
the program. Similarly, 75% of teens at IHS could recognize symptoms of depression 
before the program, which increased to 77% after the program.   
 
JFS initially estimated that they would serve 100 people utilizing RAP funds. Altogether, 
they served 258 people, as illustrated in Table 11 below, more than doubling their initial 
goal. Of these people, 175 were living in poverty (67.8%). It was estimated that 545 
people were indirectly impacted by JFS’s services.  
 
Table 11. People Served by JFS 
Characteristics Frequency 
Youth (18 and under) 218 
Adults (18-55) 40 
Seniors (56+) 0 

Total 258 
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Individual Collective Impact Measure 
HARC was provided with three datasets for JFS. One of these included the adults and 
the other two datasets included students from IHS and CVHS. For one of the data 
collection sites, students’ surveys were not collected in a pretest/posttest method. To get 
around this, HARC matched student ID numbers from the initial surveys with 
subsequent surveys. During this data cleaning process, duplicate student identification 
numbers were detected. Thus, nine duplicate records were deleted, bringing the JFS 
dataset total to 282 participants.  
 
Note that the 282 participants identified here does not match the 258 participants noted 
in Table 11 above (258 comes from the JFS final report given to RAP). The 258 reported 
to RAP was likely an under reporting for both youth and adults. For example, 46 of the 
collective impact records were adults, and JFS reported to RAP that 40 adults were 
served. HARC reached out to JFS and it was confirmed the number of adults served 
should be 46. It is likely the same discrepancy occurred with the youth number served; 
the number of youths served should be 236 rather than 218. These changes are taken 
into consideration for summing those directly served in the collective impact portion of 
this report.   
 
Most of these participants completed both a pretest and posttest as can be seen in Table 
12 on the following page. The average well-being score increased from pretest (67.3) to 
posttest (72.1). When looking at those who had an average well-being score below 52, a 
total of 20.1% had low levels of well-being at pretest; that proportion decreased to 13.6% 
by posttest.  
 
Access to mental healthcare slightly improved from pretest to posttest as well. At 
pretest, 18.1% needed mental healthcare and could not get it within the past month, 
compared to 16.3% at posttest.  
 
Participants were more likely to seek mental healthcare if they had a concern at posttest. 
To illustrate, 19.5% at pretest stated they wouldn’t seek mental healthcare (assuming it 
was free) if they had a concern. At posttest, however, 11.0% stated that they wouldn’t 
seek mental healthcare (assuming it was free) if they had a concern.   
 
Nearly all (87.5%) participants reported that JFS’s services had a “very positive” or 
“somewhat positive” impact on their relationships with others.  
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Table 12. Collective Impact Measure – JFS 
Domain 
 

Pretest Posttest 

(Well-being) Average well-being over the past month 
Total Score (0 to 100) (n = 169) 67.3% 72.1% 

(Access) Needed mental health care and could not get it in past month 
Yes  18.1% 16.3% 
No  81.9% 83.7% 
Total (n = 166) 100% 100% 

(Stigma) If you had a concern, would you seek mental healthcare? 
Yes  80.5% 89.0% 
No  19.5% 11.0% 
Total (n = 164) 100% 100% 

(Impact) Impact of services – Post only 
Very positive impact on my relationships with others - 49.1% 
Somewhat positive impact on my relationships with others - 38.4% 
No impact on my relationships with others - 11.6% 
Somewhat negative impact on my relationships with others - 0.9% 
Very negative impact on my relationships with others - 0.0% 
Total (n = 216) - 100% 
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Joslyn Center 
 
Activities under MHI 2017.1 (Seniors) 
Joslyn Center implemented the “Aging Mastery” program. The Joslyn Center hired a 
Licensed Clinical Social Worker (LCSW) and collaborated with Eisenhower Health, 
Walgreens Pharmacy, Arroyo Physical Therapy, Desert Oasis Healthcare, Forest Lawn 
and others to provide expert portions for each of the courses. The program was 
originally designed for ten sessions over ten weeks, however was shortened to two 
classes each week over the course of five weeks. This shortening of classes was 
implemented to increase participation and motivation in completing the course over a 
shorter time period.  
 
There was some difficulty in recruiting participants for the Aging Mastery program. 
However, marketing efforts helped to increase the number of people who were 
interested and unfamiliar with the Joslyn Center.  
 
Outputs and Outcomes 
HARC was an external evaluator for the Joslyn Center’s program, and thus, has positive 
findings to report from that evaluation effort. Firstly, the majority (84.0%) of 
participants are making specific changes to improve the quality of their life based on 
what they learned in the Aging Mastery Program. Participants indicated that they 
improved their social relationships, think about how they can prevent a fall, and exercise 
more.  
 
An additional noteworthy outcome is that some participants have graduated the Aging 
Mastery program, but continue to attend a “graduate support group”. The support group 
includes individual counseling outside of the Aging Mastery Program.  
 
Initially, Joslyn Center anticipated that they would serve 120 people. The grantee report 
indicated that Joslyn Center directly served 40 participants, all seniors, as illustrated in 
Table 13. This is likely due to the recruitment challenges; the program is picking up 
participants as it becomes more well-known. Of these 40 participants, none were living 
in poverty. A total of 95 people were indirectly impacted as a result of Joslyn Center’s 
services.  
 
Table 13. People Served by Joslyn Center 
Characteristics Frequency 
Youth (18 and under) 0 
Adults (18-55) 0 
Seniors (56+) 40 

Total 40 
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Individual Collective Impact Measure 
A total of 34 participants were in Joslyn Center’s dataset, however, around 20 - 22 
completed both the pretest and posttest. Average well-being was approximately similar 
from pretest (65.1) to posttest (64.4). When looking specifically at those who had low 
levels of well-being, improvements were made. Specifically, 31.8% had low levels of well-
being at pretest, which dropped to 27.3% at posttest.  
 
Regarding access to mental healthcare, a total of 22.7% reported that there was a time in 
the past month in which they needed mental health care and could not get it. That 
proportion decreased to 9.1% by posttest, indicating access has improved.  
 
For the stigma domain, it appears that those who said they would seek mental health 
treatment (assuming it was free) decreased from pretest (100.0%) to posttest (95.0%). 
That decrease was due to one person stating “No”.  
 
The majority (86.9%) of participants reported that Joslyn Center’s services had either a 
“very positive” or “somewhat positive” impact on their relationships with others, as 
illustrated in Table 14 below. A total of 13.0% stated there was no impact.   
 
Table 14. Collective Impact Measure – Joslyn Center 
Domain 
 

Pretest Posttest 

(Well-being) Average well-being over the past month 
Total Score (0 to 100) (n = 22) 65.1 64.4 

(Access) Needed mental health care and could not get it in past month 
Yes  22.7% 9.1% 
No  77.3% 90.9% 
Total (n = 22) 100.0% 100.0% 

(Stigma) If you had a concern, would you seek mental healthcare? 
Yes  100% 95% 
No  0.0% 5.0% 
Total (n = 20) 100.0% 100.0% 

(Impact) Impact of services – Post only 
Very positive impact on my relationships with others - 30.4% 
Somewhat positive impact on my relationships with others - 56.5% 
No impact on my relationships with others - 13.0% 
Somewhat negative impact on my relationships with others - 0.0% 
Very negative impact on my relationships with others - 0.0% 
Total (n = 23) - 100.0% 
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Path of Life Ministries (POLM) 
 
Activities under MHI 2017.1 
POLM provided direct behavioral health services within mental health, housing 
navigation, and case management. These services were provided via mobile outreach, 
home visits, and tele-mental health communications.  
 
Outputs and Outcomes 
POLM incorporated the “Self-Sufficiency Matrix” into their internal evaluation efforts. 
The matrix measures the progress of 25 areas, including access to services, career 
resiliency/training, childcare, clothing, education, employment, English language skills, 
food, functional ability, housing, income, legal, life skills (household management), 
human resources, financial matters, goal-setting, resourcefulness, mental health, 
parenting, physical health, safety, substance use, support systems and transportation. 
 
It is unclear if the matrix was given in a pretest/posttest paradigm as only ratings are 

reported for each area. It is also unclear as to what the scores (e.g., 1 - 5) are precisely 

indicating. For the mid-report, 34 were given the self-sufficiency matrix, but 23 were 

reported as compliant, and therefore included in the analysis. It was reported that 

employment, housing situation, ability to obtain food, ability to obtain clean clothing, 

mental health, setting goals, access to services, career and resilience skills, income, 

transportation and social support were rated lower. Conversely, legal knowledge, 

substance abuse, English skills, functional ability, physical health, and safety were 

scored higher.  

For the final grant report, 39 clients were surveyed, however, only 16 were compliant. 

Scale outcomes were not provided in the final report.  

Initially, POLM estimated that they would serve 15 people utilizing RAP funds. The 
grant reports indicated that 64 people were served, more than four times the original 
goal. Of these people, nearly all (62, or 96.9%) were living in poverty, and 53 people 
were indirectly impacted. Most of those served by POLM were adults, as illustrated in 
Table 15.  
 
Table 15. People Served by POLM 
Characteristics Frequency 
Youth (18 and under) 2 
Adults (18-55) 44 
Seniors (56+) 18 

Total 64 
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Individual Collective Impact Measure  
There were 33 participants in POLM’s dataset. Of these, 20 - 21 completed both a 
pretest and a posttest, as can be seen in the Table below. Across the domains in Table 16 
below, there appears to have been some decline among participants.  
 
Well-being dropped from the pretest average score of 67.2 to 63.8 at posttest. 
Additionally, more than a quarter (28.6%) had low levels of well-being at pretest while 
42.9% had low levels of well-being at posttest.  
 
Regarding access, 23.8% reported that there was a time in the past month when they 
needed mental healthcare and could not get it, compared to 38.1% at posttest. Similarly, 
with stigma, 85.0% said they would seek mental health treatment (assuming it was free) 
at pretest, whereas 75.0% said that they would at posttest.    
 
Despite the decline among these collective impact areas, the majority of participants 
(81%) report POLM’s services have had either “very positive” impact or “somewhat 
positive” impact on their relationships with others.  
 
It may be that the decline in their well-being is caused by being homeless for a longer 
period of time.  
 
Table 16. Collective Impact Measure – Path of Life Ministries 
Domain 
 

Pretest Posttest 

(Well-being) Average well-being over the past month 
Total Score (0 to 100)  (n = 21) 67.2 63.8 

(Access) Needed mental health care and could not get it in past month 
Yes  23.8% 38.1% 
No  76.2% 61.9% 
Total (n = 21) 100.0% 100.0% 

(Stigma) If you had a concern, would you seek mental healthcare? 
Yes  85.0% 75.0% 
No  15.0% 25.0% 
Total (n = 20) 100.0% 100.0% 

(Impact) Impact of services – Post only 
Very positive impact on my relationships with others - 52.4% 
Somewhat positive impact on my relationships with others - 28.6% 
No impact on my relationships with others - 19.0% 
Somewhat negative impact on my relationships with others - 0.0% 
Very negative impact on my relationships with others - 0.0% 
Total (n = 21) - 100.0% 
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Collective Impact 
All participants were asked to specify the number of youths, adults, and seniors 
impacted. Grantees were also asked to further specify the number of those being served 
that were living in poverty and to estimate how many people were indirectly served. 
However, in two cases (FSA and JFS) the number of people served in the grantee report 
was lower than the number of people who were given the collective impact measure. In 
those cases, the higher numbers from the collective impact measures are used in Table 
17. 
 
Table 17. Number of People Served by Demographic and Organization 
Organization Youth Adults Seniors 

Coachella Unincorporated 79 11 0 

CSUSB PDC 19 34 16 

DAP 0 37 5 

El Sol 99 4,549 249 

FSA 0 22 2 

JFS 282 46 0 

Joslyn Center 0 0 40 

POLM 2 44 18 

TOTAL 481 4,743 330 

 
As illustrated in Figure 1, 5,554 people were served across all of the grantees’ efforts. The 
majority of these people were adults (4,743, 85.4% of all served).  
 
Of those served, a total of 1,436 were living in poverty (25.9%). About 37,710 people 
were estimated to be indirectly impacted.  
 
Figure 1. Demographics Impacted 

 
Note: n = 5,554. 
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Mental Health Quality of Life 
There were 2,225 participants in the dataset. However, because we are interested in how 
people improve, only those who completed both the pretest and posttest are analyzed. 
That criterion brought the sample down to 241 people.  
 
Among these people, the average well-being score was 64.95 at pretest. Average well-
being scores increased to 69.26 at the time of posttest, reflecting a 4.31 increase in well-
being. That 4.31 increase in well-being represents a statistically significant finding, 
t(240) = -2.70, p < .01. This means that it is likely a “real” improvement and is not just 
due to chance or measurement error. 
 
The difference between the means of the pretest/posttest scores has a magnitude of d = 
.174, representing a “small-sized” effect in statistical terms. This effect is illustrated in 
Figure 2 below; note that the posttest bars are more apparent around the higher well-
being percentages, compared to the pretest bars, which are more apparent around the 
lower well-being percentages.  
 
In other words, considering the diversity of programs offered, coupled with the 
difficulties in creating population-level change, RAPs grantees under the MHI have been 
able to increase the well-being of their clients.  
 
Figure 2. Distribution of Well-Being Scores 

 
Note: n = 241. 
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As mentioned in the methods of this report, increases in the average well-being 
percentage score are a positive finding. However, the well-being scale defines 
individuals who score less than 52 on the scale as having “poor well-being” and are at 
risk for depression. Because of that cut-off, HARC split the well-being scores by those 
who scored below 52 (low well-being) and those who scored above 52.  
 
As illustrated in Figure 3, 26.6% of participants had low levels of well-being at pretest. 
By the posttest, this dropped to 19.9%, representing a 6.7-point decrease. That decrease 
in the proportion of people with low well-being was statistically significant, χ² (1, N = 
241), Cochran’s Q = 4.267, p < .05.  
 
This means that the number of people who had low well-being and were at risk for 
depression went down over time, indicating that the RAP grantees are helping to make a 
difference in their mental wellness.  
 
Figure 3. Improvement Among Those with Low Well-Being 

 
Note: n = 241. 
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Access to Mental Healthcare 
Part of the RAP MHI includes increasing access to mental healthcare for people who are 
not able to get it. To assess access, participants were asked, “Was there a time in the past 
month when you needed mental healthcare (such as counseling, medication, etc.) and 
could not get it?”  
 
As illustrated in Figure 4 below, at pretest 21.4% of participants, reported “yes”, they did 
not have access to mental healthcare within the past month when they needed it. At 
posttest, this number dropped to 18.8%, which is encouraging. However, that decrease 
was not enough to be considered statistically significant, χ² (1, N = 234), Cochran’s Q = 
.621, p > .05. That is, the decrease could be due to random chance, and overall, it’s more 
accurate to say that it didn’t significantly change over the course of the measurement.  
 
Figure 4. Needed Mental Healthcare and Couldn’t Get it (Past Month)

 
Note: n = 234. 

 
This indicates a high level of need; nearly 1 in every 5 participants has needed mental 
healthcare and couldn’t get it in the past month.  
 
For comparison, we can compare to adults in the Coachella Valley as a whole. HARC’s 
Coachella Valley Community Health Survey asks two related questions to adults with 
mental health issues (that is, those who’ve been diagnosed with a mental health disorder 
and/or those who have had an emotional, mental, or behavioral problem that concerned 
them in the past year). Results showed that 10.1% of Coachella Valley adults with mental 
health issues needed mental healthcare in the past year and couldn’t get it, and 7.9% 
needed mental health medication and could not get it.  
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Participants who stated that they were unable to get the mental healthcare they needed 
in the past month were then asked to specify what prevented them from getting mental 
healthcare. Responses were qualitatively coded in which similar themes among the data 
were grouped together and counted.  
 
As illustrated in Figure 5 on the following page, the most common theme was that 
participants simply handled it by themselves (n = 20). For example, one person 
reported, “I felt like I could control my thoughts and feelings on my own.”  
 
Another related theme was that participants didn’t want to talk to others about their 
problems with other (n = 19), citing issues with difficulty, comfort, and embarrassment. 
One participant wrote, “I don't feel comfortable talking to others about my issues.” 
 
Some other common themes reported by youth participants included not wanting to tell 
their parents (n = 8), and that their parents were not supportive of counseling (n = 4). 
For example, one wrote, “I’m afraid of what my parents would think of me, I don’t 
know where to go to get the proper care I need, and I don’t know if my parents would 
be willing / would be able to pay for that.” 
 
There were also some common issues related to wanting care, but not being able to get 
care. One theme included insurance (n = 8), in which participants cited having the 
wrong type of insurance or having no insurance at all. Others reported the internal 
process of the clinic (n = 6), such as problems with appointments and referrals, while 
others can’t get to their provider (n = 5) or have a lack of transportation (n = 5).  
 
Altogether, it seems the overall picture is that people are apprehensive to seeking mental 
healthcare over a fear of negative evaluation or they want care and can’t get it because of 
external barriers (i.e., insurance, transportation, appointments).  
 
Other less common themes (mentioned by one or two people) included: 

• Not speaking up 

• Substance use 

• In the process of moving 

• Sought friends instead 

• Needed to learn more first 

• Don't want help 

• Not ready to seek treatment 

• Lifestyle issues 

• Don't believe in it
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Figure 5. What Prevented You from Getting Mental Healthcare? 
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Stigma and Mental Healthcare 
Another goal of the initiative was to decrease stigma associated with seeking mental 
healthcare. This was assessed by asking participants, “If you had mental health issues 
that concerned you, would you seek mental health treatment (assuming it was free)?” 
 
As illustrated in Figure 6, 16.2% of participants reported, “No”, they would not seek 
mental healthcare (assuming it was free) if they had mental health concerns at pretest. 
This dropped to 11.4% at posttest, representing a 4.8 decrease in the proportion of 
people who won’t seek mental healthcare when they have mental health concerns. 
Although there was a decrease, it was not enough to be considered statistically 
significant, χ² (1, N = 229), Cochran’s Q = 2.28, p = .131. That is, the decrease could be 
due to random chance, and overall, it’s more accurate to say that it didn’t significantly 
change over the course of the measurement.  
 
Figure 6. Would you Seek Mental Healthcare (Assuming it was Free)

 
Note: n = 234 

 
Participants who reported that they wouldn’t seek mental healthcare were asked to 
explain why. Responses were once again qualitatively analyzed with similar themes 
grouped together.  
 
As can be seen in Figure 7 on the following page, the most common reason for not 

seeking treatment was that participants don’t want to talk to others about their 

problems (n = 14). That is, participants cited reasons such as feeling uncomfortable, 

ashamed, or embarrassed if they were to open up to a stranger. As one participant 

wrote, “In order to seek treatment, I would have to tell someone and I do not think that 

I would be able to.”  

 

 

 

83.8%

16.2%

88.6%

11.4%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Yes

No

Posttest

Pretest



 

Page | 38  
 

Another common reason for not seeking treatment was hopelessness (n = 10). 

Participants reported that it didn’t work for them or they believe it wouldn’t help them. 

For example, “Cause none of it Hardly helps at your worse [sic] moments.”  

Participants also described reasons such as handling it by themselves (n = 7) and that 

they don’t like/believe it mental health treatment (n = 5).  

 

Some also expressed apprehension towards seeking treatment as they didn’t want to feel 

like something was wrong with them (n = 4). For example, one person wrote, “I would 

not want to seek for treatment because I would feel like there is something wrong with 

me.  I also have trouble talking about my issues with people because actualing [sic] 

talking to people makes every situation more real and I am afraid of this.” 

 

Figure 7. Please Explain Why You Wouldn't Seek Treatment 
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Impact on Support Network 
RAP was also interested in the impact that grantee’s services may have had on 
participants’ relationships with others. For example, participants were asked, “How 
have the services you’ve receive here at [organization]” influence your relationships with 
friends, family, and/or other support networks?” This question was designed to be asked 
during the posttest portion of the surveys, however some asked it at pretest as well, 
which does no harm. Only the posttest responses are reported in this section.  
 
Some grantees experienced participant drop-off (DAP and FSA) resulting in fewer data 
points at posttest, while others simply did not collect data on this question (CSUSB 
PDC).  
 
As illustrated in Figure 8 below, the results were overwhelmingly positive; more than 
half (50.4%) felt that services resulted in a “very positive” impact on their relationships 
with others. Another 32.8% reported that services resulted in “somewhat positive” 
impact on their relationships. 
 
Very few (4.0%) reported very negative or somewhat negative impact on their 
relationships with others.  
 
Figure 8. Impact of Services on Support Network 

 
Note: n = 1,955.  
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Conclusion 

 

Summary 
The current report reflects a collective impact evaluation of the Mental Health Initiative 
(MHI) implemented by the RAP Foundation. Eight organizations received funds under 
the 2017 MHI and seven of these organizations incorporated collective impact measures 
designed to assess four areas (mental health quality of life, access to mental healthcare, 
stigma in obtaining mental healthcare, impact of services on support network) of 
interest to the RAP Foundation. HARC was sought to design a collective impact 
evaluation, including creating measurements, conducting analyses, and report-writing.  
 

Progress in the MHI 
The RAP Foundation sought to improve various aspects of mental health in the 
Coachella Valley region, by funding organizations focused on a variety of projects. 
Overall, the organizations funded by RAP directly served 5,468 people. It is estimated 
that nearly 37,685 people have been indirectly impacted as a result of services received 
by these organizations.  
 
Looking at some of the specific areas of interest, the well-being scores of seven 
organizations’ clients significantly increased. Moreover, among the participants who 
had low levels of well-being, and were at risk of depression, there was an even larger 
increase in well-being. Overall, the well-being of participants significantly increased 
throughout their time in being served by RAP’s grantees.  
 
There were no significant changes in access to mental healthcare or stigma regarding 
seeking treatment. People who didn’t get mental healthcare invoked overarching themes 
of a fear of negative evaluation or they want care and can’t get it because of external 
barriers. 
 
Common reasons for not seeking treatment—even free treatment—included feeling 
uncomfortable, ashamed, or embarrassed opening up to a stranger and also feeling that 
treatment is somewhat hopeless.  
 
Overall, eight out of every ten participants served by RAP’s grantees felt that the services 
had either a “very positive” or “somewhat positive” impact on their relationships with 
others. This means that the grantees work not only directly improved well-being for 
5,468 people, but it likely also positively influenced the 37,685 people who were 
indirectly impacted as well.  
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Areas for Improvement and Challenges Experienced 
 
Qualitative and Quantitative Evaluation 
There are a few areas in which evaluation efforts and reporting requirements can be 
improved. Firstly, there seems to be some confusion among grantees as to what 
constitutes qualitative and quantitative evaluation. Grantees often include the 
quantitative results in the qualitative and quantitative reporting sections. Additionally, 
the qualitative reporting provided by grantees is typically not qualitative. Grantees 
appear to be confusing quantitative data with outputs and qualitative data with 
outcomes. Every grantee is educated about the definition and difference between 
quantitative and qualitative data by RAP and HARC (once at the mandatory bidders’ 
meeting and again upon award at the evaluation training), but it does not seem to be 
resonating. Perhaps additional training and/or advising grantees on what these areas of 
evaluation would be warranted.  
 
Data Collection 
In some cases, grantees were unable to gather collective impact data. The cause of these 
issues varied. For example, in some cases, there were changes in leadership and staffing. 
Having these structural changes means that the responsibility of data collection can 
sometimes become lost. In other words, the task of collecting data may not be 
communicated internally until it is time for final grant reporting. On a related note, 
some organizations are not familiar with regular evaluation efforts, or understand the 
purpose of it, especially collective impact evaluation.  
 
Other grantees did not collect posttest data because their program does not have an 
official “exit”. HARC suggests that for these individuals in the future, they should 
consider the end of the grant period their “exit” and administer the posttests then. They 
will be instructed in this at the evaluation meeting upon award of the grant.  
 
In other cases, data was simply not collected at all, indicating a compliance issue. It was 
made clear to grantees that the collective impact measure was mandatory for the 
evaluation efforts, so it is somewhat puzzling as to why some chose not to.  
 
In the future, evaluation and the requirement to participate in the collective impact data 
collection should be included in the Grant Services Agreement between RAP Foundation 
and grantees. Thus, failure to comply with these agreements would result in 
consequences.  
 
To avoid such data issues in the future, HARC and RAP have determined that the 2018 
grantees will be required to send their pretest data to HARC for review and to determine 
if changes need to be made, such as modifying the survey or modifying the mode of 
collecting data. This, along with more regular check-ins, may help to increase 
compliance and the quality of data.  
 
Improving the above-mentioned areas will increase efficiency in reporting and the 

evaluation of progress within the MHI.   
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Appendix: A - Measures 

 
 

Mandatory Impact Measure Guidelines 
 

Regional Access Project Foundation (RAP) needs to measure the “collective impact” of 
their Mental Health Initiative funding efforts. “Collective impact” refers to the 
collaboration among multiple sectors committed to and making efforts to achieve a 
common goal for complex social problems.  

 
HARC is a nonprofit research organization that is working with RAP to measure their 
collective impact. We will be your point of contact for questions, concerns, etc. related to 
measurement and impact. 
 
What this means for you: 
All RAP Mental Health Initiative (MHI) grantees must incorporate the following 10 
measures into their evaluation for their RAP-funded work. The 10 measures cover four 
domains: 

• Mental health quality of life (measured by the WHO-5, a well-being index 
developed by the World Health Organization) 

• Access to mental health care (adapted from HARC’s Coachella Valley Community 
Health Survey) 

• Stigma related to obtaining mental health care 

• Positive impact of services on support network 
 
Unless otherwise noted, all measures should be administered pre- and post-program 
(before and after participation). You may incorporate these questions into your existing 
evaluation tools. Please plan to return all individual data to RAP at the end of the grant 
for analysis. You are welcome to use this data for your own purposes as well. 
 
Adults and teens age 15 and older: 

• If you are serving populations aged 15 and older, then have your clients/patients 
complete the “adult” version of the survey.  

• You may administer these as surveys or interviews.  
Youth ages 6 to 14: 

• If you are serving populations aged 6 to 14, then have your clients/patients 
complete the “child” version of the survey. The measures have been simplified 
but reflect the same themes as the other Mandatory Impact Measures. 

• Administer these measures like an interview, as you likely will need to help some 
younger clients/patients with responding to and understanding the questions.  
 

If you have any questions, please contact HARC: 
Chris Morin, MS, Research and Evaluation Associate 
cmorin@HARCdata.org 
760-404-1945   

mailto:cmorin@HARCdata.org
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Child Version of 10 Measures 
 
For each statement, choose how often you have had this feeling over the past month. 
1. Over the past 
month, I have felt 
good 

All of the 
time 

Most of 
the time 

More 
than half 

of the 
time 

Less than 
half of 

the time 

Some of 
the time 

At no 
time 

2. Over the past 
month, I have felt 
calm 

All of the 
time 

Most of 
the time 

More 
than half 

of the 
time 

Less than 
half of 

the time 

Some of 
the time 

At no 
time 

3. Over the past 
month, I have felt a 
lot of energy 

All of the 
time 

Most of 
the time 

More 
than half 

of the 
time 

Less than 
half of 

the time 

Some of 
the time 

At no 
time 

4. Over the past 
month, I woke up 
feeling fresh 

All of the 
time 

Most of 
the time 

More 
than half 

of the 
time 

Less than 
half of 

the time 

Some of 
the time 

At no 
time 

5. Over the past 
month, everyday has 
had a lot of things that 
interests me 

All of the 
time 

Most of 
the time 

More 
than half 

of the 
time 

Less than 
half of 

the time 

Some of 
the time 

At no 
time 

 
6. In the past month, do you feel you needed to see a doctor for your feelings or 
thoughts? 

• Yes, but I did not see a doctor 

• Yes, and I saw a doctor 

• No, I didn’t need to 
 
7. If you were not able to see a doctor for your feelings or thoughts, what stopped you?  
 
8. If you had personal feelings or thoughts that bothered you, would you ask for help?  

• Yes 

• No 
 
9. If you would not ask for help, please tell us why. 
 
10. Has the time you spent here helped you to get along with other people (like your 
friends, your family, or your classmates), or has it made it harder for you to get along 
with other people?  
Note: administer at the post-program data collection point only.  

• The time I spent here helped me to get along with other people 

• The time I spent here didn’t really change how I get along with other people 

• The time I spent here made it harder for me to get along with other people 
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Versión para niños de 10 medidas 
 
Para cada declaración, elija la frecuencia con la que ha tenido este sentimiento durante 
el último mes.   
1. Durante el último 
mes, me ha sentido 
bien 

Todo el 
tiempo 

La mayor 
parte del 
tiempo 

Más de la 
mitad del 

tiempo 

Menos 
de mitad 
del 
tiempo 

De vez en 
cuando 

Nunca 

2. Durante el último 
mes, me ha sentido 
calmado/a 

Todo el 
tiempo 

La mayor 
parte del 
tiempo 

Más de la 
mitad del 

tiempo 

Menos 
de mitad 
del 
tiempo 

De vez en 
cuando 

Nunca 

3. Durante el último 
mes, he tenido mucha 
energía 

Todo el 
tiempo 

La mayor 
parte del 
tiempo 

Más de la 
mitad del 

tiempo 

Menos 
de mitad 
del 
tiempo 

De vez en 
cuando 

Nunca 

4. Durante el último 
mes, me ha levantado 
sintiendo fresco/a 

Todo el 
tiempo 

La mayor 
parte del 
tiempo 

Más de la 
mitad del 

tiempo 

Menos 
de mitad 
del 
tiempo 

De vez en 
cuando 

Nunca 

5. Durante el último 
mes, todos los días 
muchas cosas me han 
interesado  

Todo el 
tiempo 

La mayor 
parte del 
tiempo 

Más de la 
mitad del 

tiempo 

Menos 
de mitad 
del 
tiempo 

De vez en 
cuando 

Nunca 

 

6. ¿En el mes pasado, se sintió que necesitaba mirar a un médico para sus sentimientos 
o pensamientos?  

• Si, pero no mire a un médico 

• Si, y mire a un médico 

• No necesite mirar a un médico 
 

7. Si no pudo mirar a un médico por sus sentimientos o pensamientos, ¿qué fue lo que le 
detuvo?  
 

8. ¿Si tuviera sentimientos o pensamientos personales que le molestaba, usted pidiera 
ayuda?  

• Si 

• No 
 
9. Si no pidieras ayuda, favor de explicar por qué.  
 

10. El tiempo que ha pasado aquí le ha ayudado llevarse bien con otras personas (como 
sus compañeros, su familia, o sus compañeros de la clase), ¿o le ha hecho más difícil 
para llevarse bien con otras personas?  
Nota: administrar al punto de recopilación de datos después del programa  

• El tiempo que pase aquí me ayudo llevarme bien con otra gente  

• El tiempo que pase aquí no cambio en como yo me la llevo con otra gente  

• El tiempo que pase aquí lo hizo más difícil para llevarme bien con otra gente   
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English Version of 10 Measures (Adult) 
 
Please indicate for each of the five statements which is closest to how you have been 
feeling over the last month. Notice that higher numbers mean better well-being. 
Over the past month…. All of 

the 
time 

Most of 
the 

time 

More 
than 

half of 
the 

time 

Less 
than 

half of 
the 

time 

Some 
of the 
time 

At no 
time 

1. I have felt cheerful and 
in good spirits 

5 4 3 2 1 0 

2. I have felt calm and 
relaxed 

5 4 3 2 1 0 

3. I have felt active and 
vigorous 

5 4 3 2 1 0 

4. I woke up feeling fresh 
and rested 

5 4 3 2 1 0 

5. My daily life has been 
filled with things that 
interest me 

5 4 3 2 1 0 

 
6. Was there a time in the past month when you needed mental health care (such as 
counseling, medication, etc.) and could not get it? 

• Yes 

• No 
 
7. If yes, what prevented you from getting mental health care?  
 
8. If you had mental health issues that concerned you, would you seek mental health 
treatment (assuming it was free)?  

• Yes 

• No 
 
9. If no, please explain why you wouldn’t seek treatment.  
 
10. How have the services you’ve received here at [GRANTEE] influenced your 
relationships with friends, family, and/or other support networks?  
Note: administer at the post-program data collection point only.  

• These services had a very positive impact on my relationships with others 

• These services had a somewhat positive impact on my relationships with others 

• These services had no impact on my relationships with others 

• These services had a somewhat negative impact on my relationships with others 

• These services had a very negative impact on my relationships with others 
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Spanish Version (Adult) 
 

Por favor, indique para cada una de las cinco afirmaciones cual define mejor como se ha 
sentido usted durante el mes pasado. Observe que cifras mayores significan mayor 
bienestar. 
Durante el mes pasado: Todo el 

tiempo 
La 

mayor 
parte 
del 

tiempo 

Más de 
la 

mitad 
del 

tiempo 

Menos 
de la 

mitad 
del 

tiempo 

De vez 
en 

cuando 

Nunca 

1. Me he sentido alegre y 
de buen humor 

5 4 3 2 1 0 

2. Me he sentido tranquilo 
y relajado 

5 4 3 2 1 0 

3. Me he sentido activo y 
enérgico 

5 4 3 2 1 0 

4. Me he despertado 
fresco y descansado 

5 4 3 2 1 0 

5. Mi vida cotidiana ha 
estado llena de cosas que 
me interesan 

5 4 3 2 1 0 

 

6. ¿Hubo un momento en el último mes en donde necesitó atención de salud mental 
(como asesoramiento, medicación, etc.) y no pudo obtenerlo? 

• Si 

• No 
 

7. ¿En caso afirmativo, ¿qué le impedió de obtener atención de salud mental? 
 

8. ¿Si tuvieras problemas de salud mental, buscarías tratamiento de salud mental 
(asumiendo que era gratis)?  

• Si 

• No 
 

9. Si no, por favor explica por qué no buscarías tratamiento.  
 

10. ¿Comó los servicios que recibió aquí en [BENEFICIARIO] influyen en sus relaciones 
con amigos, familiares, y otras redes de apoyo?  
Nota: administrar solo en el punto de recopilación de datos posterior al programa.  

• Estos servicios tuvieron un impacto muy positivo en mis relaciones con otras 
personas 

• Estos servicios tuvieron un impacto algo positivo en mis relaciones con otras 
personas 

• Estos servicios no tuvieron impacto en mis relaciones con otras personas 

• Estos servicios tuvieron un impacto algo negativo en mis relaciones con otras 
personas  

• Estos servicios tuvieron un impacto muy negativo en mis relaciones con otras 
personas 

 


