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Mental health first aid (MHFA) training is a low-cost, evidence-based intervention that teaches trainees to
recognize signs of mental distress. Thirty correctional officers (COs) were recruited to participate in a
remote MHFA intervention study. The COs were divided into three MHFA training sessions, with no more
than 10 COs per group. Data collection assessments included pretest and posttest surveys and a focus group
meeting. Of the 30 eligible CO participants, 27 completed the study, including follow-up assessments. Nine
COs participated in a focus group meeting—one third (n = 9) of the CO participants identified as female,
and the remaining identified as male. Most CO participants self-identified as White (n = 17), and two thirds
(n=18) of the CO participants were 35-54 years old. There was a strong military influence, with about close
to half (48%) of COs identifying as a veteran. A paired sample 7 test was used to analyze whether there were
any differences in mental health knowledge scores from pre- and postintervention. There were no significant
differences between the pre- and postintervention results for the five MHFA knowledge items. The
Wilcoxon signed-rank test was used to analyze differences in pre- and postintervention data for mental
health referral items. From pre- to posttraining, COs reported that it would be easier to make a mental health
referral for someone experiencing a mental health challenge (Z = —2.087, p = .037). At 12 weeks, COs
referred 2.6 (SD: 4.30, range 1-20) people incarcerated for mental health services. The reasons for referral
included: “suicidal thoughts,” “experiencing anxiety over being incarcerated during COVID,” and
“considering self-harm.” A phenomenological approach was used to analyze the focus group meeting. The
themes identified were: (a) COs experience with MHFA training was viewed positively (facilitators); (b)
there is a need to improve mental wellness in correctional settings (barriers); and (c) mental health referral
process for incarcerated individuals needs enhancement when implementing MHFA (barriers). MHFA
training for COs is necessary to equip COs with the skills to safely support and refer incarcerated people
experiencing a mental health crisis.

Impact Statement

The mixed methods study found a positive association between Mental Health First Aid training and an
increase in correctional officers attitudes regarding referring people who are incarcerated to mental
health professionals. Mental Health First Aid training can be helpful for correctional officers to equip
them with appropriate skills to identify mental health challenges and substance use in correctional
settings. However, correctional officers also report that the systems currently in place to connect people
struggling with mental illness must be revamped.
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Psychological Services

The United States has the highest incarceration rate in the world;
close to 2 million people are incarcerated in jails and prisons
(Sawyer & Wagner, 2022). Nearly half the prison population suffers
from mental disorders, and over a quarter from substance use
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disorders (Barnert et al., 2020; Galanek, 2015; Morgan et al., 2018;
Robinson et al., 2020). Previous studies have demonstrated that
people who are incarcerated and exhibit mental health symptoms
during incarceration face marginalization due to widespread stigma,
discrimination, and misconception related to mental health (Barnert
et al., 2020; Dvoskin & Spiers, 2004; Greenberg & Tracy, 2020;
Hawks et al., 2020). These stressors contribute to the prevalence and
severity of mental health symptoms in prison (Greenberg & Tracy,
2020). Specifically, the COVID-19 pandemic has placed additional
stress on people who are incarcerated, further exacerbating their
mental health (Johnson et al., 2021; Plugge, 2021). Lockdown
measures to prevent the spread of COVID-19 have increased
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confinement and isolation in small and confined spaces. This lack
of human contact stems from suspending family visits, restricting
movement in and out of cells, and decreased physical activity. In
turn, a significant increase in mental health crises among people
who are incarcerated has required costly interventions leading to
higher rates of self-harm and suicide. In fact, Gétaz et al., 2021
found that suicide attempts in prison increased by 57% during
the COVID-19 pandemic. Further, previous research has shown a
negative association between time outside of the cell and mental
illness (Brinkley-Rubinstein et al., 2019; Brown, 2020; Favril, 2021;
Haney, 2018).

Correctional officers (COs) are responsible for ensuring that the
basic needs of incarcerated people are met. This includes ensuring
that people who are incarcerated are fed, engage in recreational
activities, and have access to educational and medical care services.
COs are the first line of emergency response in the correctional setting
and as a result, are the first to observe significant changes in an
incarcerated person’s mental health. Specifically, COs are considered
the first responders when someone has a mental health crisis (Dvoskin
& Spiers, 2004; Hawks et al., 2020). Because COs have more contact
with incarcerated individuals experiencing mental health symptoms
than anyone else (Fazel et al., 2016; Ford, 2017; Galanek, 2015), COs
are the first to observe: (a) significant changes in an incarcerated
person’s mental health, including changes in behavior (e.g., decrease
in appetite, increase in hostility) (Galanek, 2015; Lamb &
Weinberger, 2005); (b) deterioration in inmate self-care; and/or (c)
an increase in aggressive behavior (Dvoskin & Spiers, 2004;
Galanek, 2015; Lamb & Weinberger, 2005). However, COs report
feeling ill-prepared to identify someone demonstrating mental health
challenges (Meyer, 2018). COs have the potential to play a critical
life-saving role and can have a significant impact by connecting
people who are incarcerated with appropriate mental health
professionals before crises happen or when changes in behavior
and symptoms first start to appear.

While Crisis Intervention Teams (CIT; designed for police
officers to better handle calls involving persons with mental health
crises in the community) have been adapted to COs who work in
prisons, studies on CIT training for COs are limited and show mixed
results (Booth et al., 2017; Canada et al., 2012; Haigh et al., 2020;
McNeeley & Donley, 2021; National Institute of Corrections, 2010;
Thomas & Watson, 2017). CIT for police officers in mental health
clinics has significant barriers that make scaling these solutions
extremely difficult. CIT requires intensive training for police
officers to be certified, which is directed toward responding to
mental health calls in the community (National Institute of
Corrections, 2010). Typically, police departments will only train
a few officers in CIT and make a specific CIT officer unit. There are
also feasibility and efficacy concerns regarding offering CIT within
correctional settings (McNeeley & Donley, 2021). The mixed
results suggest that CIT is may not be an optimal for training COs to
handle mental health crises in the prison setting and to address the
need for COs to identify the signs and symptoms of mental health
crises in incarcerated people (McNeeley & Donley, 2021).

Description of Mental Health First Aid

Mental health first aid (MHFA) is a manualized evidence-based
intervention that aims to equip trainees to identify, understand, and
respond to others experiencing mental health distress (Bond et al.,

2015; Kessler et al., 2005; Mental Health First Aid Australia, 2022;
Morawska et al., 2013; Morgan et al., 2018; Reavley et al., 2018).
MHFA was created in Australia in 2000, and MHFA United States
was adapted from the original Australian program in 2008 (Mental
Health First Aid USA, n.d.). The MHFA has been shown to increase
trainees’ mental health literacy; help trainees identify, understand,
and respond to signs of mental health distress; and identify and
understand helping behaviors. MHFA training consists of seven
segments covering depression, anxiety, psychosis, substance
misuse, self-harm, and suicide (Bond et al., 2015; Kessler et al.,
2005; Mental Health First Aid Australia, 2022; Mental Health First
Aid USA, n.d.; Morgan et al.,, 2018). Each module describes
different mental health conditions and their frequent signs and
symptoms, with video presentations of individuals recovering from
the disorders, supplemented by small-group, interactive activities.
Each segment covers the five-step action plan that a trainee can use
when they interact with an individual is experiencing signs and/or
symptoms of a mental health challenge or substance use: (a) Assess
whether the person is at risk for suicide (based on warning signs and
asking whether the person is considering suicide); (b) Listen to
the individual and discuss how they feel; (c) Give the person
information on resources and effective treatments available; (d)
Encourage the individual to take steps for self-care, and (e)
Encourage the individual to seek professional help alongside
providing specific referral information and assistance (Assess,
Listen, Give, Encourage, and Encourage). MHFA emphasizes that
self-help is not an adequate substitute for professional help in
potential crises (Bond et al., 2015; Kessler et al., 2005; Mental
Health First Aid Australia, 2022; Morgan et al., 2018) and be viewed
as the early beginnings of recovery and support. Some examples that
exceed the need for self-help are the following: experiencing
suicidal thoughts and behaviors, appearing to be on the verge of self-
harm, and when an individual may be in a state of psychosis (Bond
et al., 2015; Kessler et al., 2005; Mental Health First Aid Australia,
2022; Morgan et al., 2018).

Rigor of Previous Evidence on MHFA Interventions

Much of the research on the impact of MHFA has been focused on
adults in communities and the workplace (Kitchener & Jorm, 2002;
Morawska et al., 2013; Morgan et al., 2018, 2019; Reavley et al.,
2018). MHFA has been proven effective at improving mental health
literacy for those in the higher education setting, first responders,
firefighters, and the military (Evans et al., 2021; Hewson et al., 2020;
National Council for Mental Wellbeing, 2022; Scarr, 2015). These
results indicate the clear potential of MHFA to increase CO ability to
effectively respond to an inmate experiencing a mental health crisis.

This study aimed to: (a) describe the experiences of a remote
MHFA training among COs; and (b) identify the barriers and
facilitators of implementing MHFA in prison setting during
COVID-19 pandemic. As part of this aim, changes in CO’s mental
health stigma levels were assessed at baseline and 12 weeks
postintervention. Due to COVID-19 pandemic and challenges with
accessing the facility 3 months prior to the study, only frequency of
mental health referrals performed by COs and reasons for mental
health referral were assessed postintervention.

The study was guided by the following research question and
three working hypotheses. The research question was: In COs
working in a state prison setting during COVID-19 pandemic, will
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a MHFA intervention for correctional officers’ result in an increase
in mental health referrals for inmates experiencing mental
distress? The three working hypotheses were: (a) there is a negative
association between exposure to MHFA training and a COs mental
health stigma; and (b) there is a positive association between
exposure to a MHFA training and the frequency of inmate referrals
COs make to the prison’s mental health professionals.

Method
Participants

The COs who participated in the MHFA for adults remote training
worked at a northeastern maximum security state prison facility. To
participate in the study, COs were required to meet the following
eligibility criteria: (a) >18 years of age; (b) able to speak, read, and
write in English well enough to provide informed consent and
complete the study; (c) have at least 1 year of service at the prison
facility; and (d) employed full time in a CO capacity. The exclusion
criteria were: (a) having less than 1 year of service worked as a CO;
(b) inability or unwillingness to complete MHFA training; (c)
inability or unwillingness to use videoconference technology; and
(d) unwillingness to consent to video and audio recording during the
training sessions.

An advertisement flyer approved by the researcher’s Institutional
Review Board (IRB) was distributed to the superintendent of the
prison to help recruit COs. The superintendent distributed the flyers
and collected the contact information of COs who expressed interest
in participating. A total of 43 COs volunteered for the study, and the
superintendent narrowed the list down to 30 COs. No guidance was
provided to the superintendent on selecting the 30 participants. The
30 COs were assigned to one of the three MHFA training dates
based on availability. The list provided by the superintendent
included alternatives for each training group in case someone could
not attend. Participation in the study was voluntary and participants
could withdraw from the training at any time. Participating COs
provided informed consent in accordance with the IRB guidance
and signed-consent forms prior to their study participation. Of the
30 COs assigned to a training session, three COs were unable to
participate due to personal reasons.

In total, 27 COs participated in all three MHFA groups; group one
had 10 participants, group two had nine CO participants, and group
three had eight CO participants. Two thirds of the participants
(n = 6) were 35-54 years old. Four participants (44.4%) identified
as Caucasian/White, three (33.3%) were Black/African American,
and two (22.2%) were Hispanic/Latino. Most of the participants
(n = 8) were men. About three quarters (n = 21) of the participants
reported having at least some college degree or higher. Five
participants (55.6%) were ranked as officers, followed by two
(22.5%) lieutenants, one (11.1%) sergeant, and one (11.1%) captain.
Last, two thirds of the participants (n = 6) reported 3—10 years of
service as a CO and one-third (n = 3) reported 16-30 years. Sixty-
three percent (n = 17) reported their rank as an officer, followed by
11.1% (n = 3) reported as a sergeant, 18.5% (n = 5) reported as a
lieutenant, and 7.4% (n = 2) reported as captain. There was a strong
military influence, with about one half (48.1%) of CO’s having
veteran status. The majority (66.7%) of the CO’s worked as a CO for
3-10 years (see Supplemental Material A).

At the end of each instructor-led MHFA training, participants
were invited to participate in the focus group. If they were interested,
they reached out to their supervisor to express their interest in
participating. The supervisor then selected the participants based
on their availability to attend the focus group meeting. Ten of the 27
participants were selected to participate in a focus group discussion
2 weeks after the last MHFA training. Of the 10 participants
selected, nine of the participants attended the focus group meeting.

Materials

The MHFA training and focus group meeting were conducted
using a Health Insurance Portability and Accountability
Act (HIPAA)—compliant platform, Zoom. Participants used the
MHFA Connect online platform and the MHFA for adults course
to access their training materials. MHFA Connect provided
participants access to the MHFA for adults course where they
completed the self-paced pre- and postwork for the course and
accessed training materials including digital copies of the MHFA
for adults manual, participant processing guide (workbook to
complement training), and self-care action plan.

The prework for the MHFA for adults course consisted of an online
evaluation and a 2-hr self-paced course that participants completed at
their leisure before the instructor-led segment of the course. The self-
paced content topics were mental health and mental disorders, the role
of the first aider and self-care, common mental disorders in the United
States, recognizing signs and symptoms of mental health challenges,
mental health first aid quiz, and having a supportive conversation.
The postwork was completed after the instructor-led segment of the
course and consisted of a final knowledge exam of course material
and the postevaluation of the course. Participants need to score a 60%
or higher score to pass the final knowledge exam.

During the prework segment of the course, participants were
introduced to the MHFA for adults manual, participant processing
guide (PPG), and self-care action plan. The MHFA for adults manual
provides in-depth information on the MHFA program, mental health
in the United States and substance use conditions. The manual
includes three sections: (a) Introduction to MHFA; (b) MHFA for
Mental Health Challenges; and (c) MHFA for Crises. In addition to
the manual, the PPG provided activities for the participants to
complete throughout the course. In the PPG, participants could take
notes and write down their thoughts, feelings, or any questions they
had throughout the training. Last, the self-care action plan template
was a sheet used to help participants brainstorm a self-care plan
during the training to encourage wellness.

MHFA instructors used the MHFA for adults slide deck, a
PowerPoint presentation provided by the National Council, to
conduct the trainings. The slide deck consists of seven segments,
including the curriculum videos used to supplement participants’
learning. The length of each component varied: Segment 1 (35 min),
Segment 2 (25 min), Segment 3 (60 min), Segment 4 (30 min),
Segment 5 (30 min), Segment 6 (130 min), and Segment 7 (20 min).

The MHFA for adults slide deck includes scenarios describing
individuals experiencing a mental health challenge or crisis. These
scenarios allow participants to practice and apply what they learned
in the course, especially the five-step Assess, Listen, Give,
Encourage, and Encourage action plan. Participants had the option
to choose which scenario they wanted to work on throughout the
training. The topics of the scenarios were depression, posttraumatic
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stress disorder, suicide, and substance use. An example of the
content of an early warning sign scenario focusing on depression
included the following:

Alice has been a Correctional Officer for 18 years. They have worked in
numerous correctional facilities and are well-known in their area.
Unfortunately, throughout her many years as an officer, they have
witnessed countless acts of brutality within facilities. Due to
understaffing, Alice has had to take on more shifts within the past
few weeks. Their usual level of energy and mood has started to
decrease. Recently, they have been saying how much they miss
spending time with their family. Alice occasionally gets sad when
thinking about her children and feels like missing out on quality time.
You are Alice’s colleague. What would you say to them?

The data collection instruments included pre- and postwork for
the MHFA for adults course, a pretest mental health web-based
survey at baseline and posttest follow-up survey 12 weeks following
CO training, and one focus group meeting.

The preintervention survey consisted of two sections: demographic
information and the MHFA knowledge check. Demographic variables
included: age, gender, sexual orientation, Hispanic/Latino origin, race,
marital status, highest level of education completed, average hours
worked per week, work shift (i.e., day, evening, midnight), yearly
income, length of employment in prison facility, rank of CO,
institutional security level (minimum, medium, and maximum), length
of commute to work, military status, military branch, family member
veteran status, and if COs were searching for a new job. The MHFA
knowledge check were questions that measured participants’
knowledge, thoughts, and beliefs about the MHFA course. The
mental health knowledge check include the following items: (a)
“Which of the following statements is true about the Assess, Listen,
Give, Encourage, and Encourage action plan?”’; (b) “Which of the
following may be an early indicator that an individual is experiencing a
mental health or substance use challenge?”; (c) “Which of the following
is NOT a key factor of recovery?”’; (d) “Which of the following actions
is within the scope of a first aider?”; and (e) “How can a first aider cope
with feelings of discomfort or frustration associated with providing
MHFA?” Each correct response to the item was worth 20 points, for
a correct total score of 100 points. The MHFA knowledge check is
also included in the prework on MHFA Connect. There was a 100%
response rate for the preintervention survey.

The posttest survey collected information about the knowledge
and attitudes regarding mental health (e.g., stigma) and MHFA. The
survey consisted of two sections: MHFA knowledge check and
referral questions. The mental health knowledge check section
included the same questions that were previously described for the
pretest survey. The referral questions section asked open-ended
questions about mental health referrals in the prison facility. The
open-ended questions were: (a) “Since your last MHFA training,
how many incarcerated individuals did you refer to the mental health
program at the facility?”’; and (b) “What were the reasons you had to
make a referral?”” Memory recall of mental health referrals at
baseline was challenging for study participants and therefore was
not collected during the pretest survey.

Additionally, two questions from the pre- and postevaluation
from National Council were used to examine perceived sentiments
toward referring someone to a mental health professional: (a)
“Referring someone showing signs and symptoms of a mental health
or substance use challenge(s) to practical resources (e.g., self-help

information, crisis hotline number),” and (b) “Referring someone
experiencing a mental health or substance use challenge(s) to a
mental health professional is:”” Both responses were scored on a 5-
point Likert scale: 1 = extremely easy, 2 = fairly easy, 3 = neither
difficult nor easy, 4 = fairly difficult, and 5 = extremely difficult. We
refer to these items as mental health referral proxy items.

A focus group meeting was conducted posttraining to gauge CO
experience with MHFA and the tailored scenarios. Focus group topics
included experiences as a CO, mental health, mental health stigma,
job functions as a CO, feedback on MHFA training, and their
experiences working during COVID-19 and how MHFA can be used
in their job during COVID-19. One example of a focus group
question was “How does incarceration affect mental health among
people who are incarcerated?” (See Supplemental Material B).

Procedure

This study was approved by Rutgers University IRB. The MHFA
intervention pilot study was conducted with COs from October 2021
to February 2022 at a northeast maximum security prison facility.
MHEFA for adults training is adapted to be delivered either virtually or
in-person. Due to the COVID-19 pandemic, the training was delivered
virtually for the health and safety of COs, people who are incarcerated,
and the study staff. This study involved the implementation of three
MHFA for adults remote trainings with correctional officers. MHFA
training was conducted 1 day a week for each group for three
consecutive weeks. Approximately 6 hr were instructor-led, and
2 hr were devoted to lunch and mental health breaks. The instructors
for these trainings were certified by the National Council and
underwent rigorous MHFA for adults instructor training.

After recruitment, participants were added to MHFA Connect
platform to complete mandatory prework and a pretest survey link
was emailed to CO participants at least 1 week before their assigned
training date. Participants were required to complete the pretest and
prework survey prior to the training.

At the beginning of each instructor-led training session, prison
staff collected and emailed the participants signed-consent forms,
which were then uploaded to a secure box folder, a cloud-based
storage application approved by Rutgers University IRB. MHFA
instructors checked to see if participants completed the mandatory
prework and the pretest survey. All 27 participants fulfilled the
requirements.

Due to the lack of resources from the facility, participants were
not able to have their own individual computers to complete the
instructor-led training session. Consequently, the participants for
each group congregated in a private conference room at the prison
facility to attend the training. Participants viewed the MHFA
instructors on a large screen with video and audio. MHFA
Instructors and study staff delivered the training using Zoom from
their respective remote settings. Participants were not able to use
Zoom’s “chat” function because they did not have access to an
individual computer. When participants had questions, they were
encouraged to raise their hands. The lack of resources of individual
computers and inability to use the chat function on the computers
deviates from the original intent of the MHFA program. However,
participants still verbally voiced questions, comments, and concerns
with the trainers and among each other throughout the training.
Furthermore, every participant received a physical copy of their
Participant Processing Guide. After the end of the instructor-led
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training session, participants were required to complete postwork on
the MHFA Connect platform to become a certified mental health
first aider. The posttest survey link was distributed via email to CO
participants 12 weeks after completing MHFA training. Participants
were required to complete this survey to evaluate potential changes
in knowledge and attitudes regarding mental health (e.g., stigma)
and MHFA.

The focus group was conducted 2 weeks after the last instructor-
led MHFA training session. The focus group meeting lasted
approximately 2 hr. The participants were seated in a conference
room at the prison, and the facilitators conducted the focus group in
their respective remote locations via Zoom. Two of the researchers
were the facilitators, and an additional researcher was the notetaker
during the focus group meeting. The focus group was recorded using
Zoom and transcribed verbatim using NVivo (Lumivero, 2023). The
transcript was reviewed for accuracy against the Zoom recordings
and notes taken by the focus group facilitators.

Descriptive analysis included frequencies and proportions for
demographic characteristics. Means and standard deviation (SD)
were used to report mental health referrals. A paired sample 7 test
was used to analyze whether there were any differences in mental
health knowledge scores pre- and postintervention. In addition,
a Wilcoxon signed-ranks test was used to analyze the differences
between the pre- and postintervention results for the mental health
referrals proxy items.

Given that the purpose of the study was to: (a) understand how
COs experience the MHFA training and (b) gain insight into the
impact of MHFA on COs attitudes and behaviors, a phenomeno-
logical approach was chosen to frame the analysis of the qualitative
data. This approach was chosen as it provides the best methods to
highlight COs’ experience with mental health in the correctional
setting. As part of this process, bracketing was used to set aside the
facilitators own assumptions about the MHFA training (Hsieh &
Shannon, 2005; Krippendorff, 2004). Furthermore, brackets
indicate facilitators biases and beliefs toward training COs in
MHFA. Significant statements that explained the phenomenon
were identified and reviewed for reoccurring themes. Making
meaning was derived from these common themes and was used to
describe the phenomenon.

A phenomenological content analysis was used to develop the
codebook and derive meaning across study codes and subgroups to
identify themes (Hsieh & Shannon, 2005; Krippendorff, 2004). Two

Table 1

researchers who were trained in qualitative methods developed the
initial codes for the codebook. Examples of coding categories
are Burnout, Emotional Vulnerability, Mental Health, Behavioral
Health, Selfcare, and Referral Process (see Supplemental Material).

Memos recorded throughout the interview meeting were analyzed
for recurring themes. The qualitative data were managed using Nvivo,
a qualitative data analysis software program (Lumivero, 2023).

Interrater reliability was determined by the coders independently
coding the first 10 pages of the transcript. Using the coding
comparison query in Nvivo, coding by the two coders were compared
to determine interrater reliability. All codes had above 90%
agreement between the two coders, and there were no discrepancies
between the two coders that required further deliberation. To control
for confirmation bias, a researcher trained in qualitative analysis
and unfamiliar with the project was invited to code the transcript
(Brinberg & McGrath, 1985; Miles & Huberman, 1984).

The coded data were organized into categories and examined for
relevance, coherence, and consistency. The data were then checked
against the original qualitative data set to ensure accuracy. A
thematic map was generated to explore the relationship between the
categories, codes, and themes. Themes were refined and solidified
throughout the analytic process.

Results

Table 1 reports differences between pre- and postintervention
results on MHFA knowledge questions. There were no significant
differences between the pre- and postintervention results for the five
MHFA knowledge items.

Table 2 includes the Wilcoxon signed-ranks test results to analyze
the differences between the pre- and postintervention results for the
mental health referrals proxy items. A Wilcoxon signed-ranks test
indicated that for the first referral item, “Currently, I believe that for
me referring someone showing signs and symptoms of a mental
health or substance use challenge(s) to practical resources (e.g., self-
help information, crisis hotline number) is” was not statistically
significant between the pre- and postintervention. Last, for the
referral item, “Currently, I believe that for me referring someone
experiencing a mental health or substance use challenge(s) to a
health professional is,” the median postintervention ranks, Mdn =
3.0 (aresponse of “3” = neither difficult nor easy) were statistically
significantly higher than the median pre-intervention ranks, Mdn =
2.0,Z=-2.087, p=.037.

FPaired t Test Comparing Pre- and Posttest Results on MHFA Knowledge (N = 27)

Pretest Posttest
MHFA knowledge item M SD M SD t p Effect size

MHFA knowledge (overall) 93.08 11.23 95.38 8.59 -0.90 .38 -0.18
True statement about the Assess, Listen, Give, 16.92 7.36 17.69 6.52 -0.44 .66 -0.09

Encourage, and Encourage action plan
Early indicator that an individual is experiencing 19.23 3.92 19.23 3.92 0.00 1.00 0.00

a mental health or substance use challenge
NOT a key factor of recovery 18.46 5.43 19.23 3.92 —0.57 57 —0.11
Actions within the scope of a first aider 19.23 3.92 19.23 3.92 0.00 1.00 0.00
Ways a first aider cope with feelings of discomfort or 19.23 3.92 20.00 0.00 -1.00 33 -0.20

frustration associated with providing MHFA

Note. p < .05. MHFA total possible score = 100 points; maximum possible score for each item = 20 points. MHFA = mental health first aid.
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Table 2
Mental Health Referral Results Comparing Pre- and Posttest Results (N = 27)

MHFA referral item Pretest median Posttest median Test statistic® P
“Currently, I believe that for me referring someone showing signs and 2.00 2.00 -1.79° 074
symptoms of a mental health or substance use challenge(s) to
practical resources (e.g., self-help information, crisis hotline number) is”
“Currently, I believe that for me referring someone experiencing a mental 3.00 2.00 -2.087° .037*

health or substance use challenge(s) to a health professional is”

Note. Response options: “1 = extremely easy,” “2 = fairly easy,” “3 = neither difficult nor easy,” “4 = fairly difficult,” and “5 = extremely difficult.”

MHFA = mental health first aid.
*Wilcoxon signed-ranks test. " Based on positive ranks.
*p < .05.

Following MHFA training, on average, COs self-reported
referring 2.6 (SD: 4.30, range 1-20) people who are incarcerated
for behavioral mental health services. The reasons for referral
included: “suicidal thoughts,” “experiencing anxiety over being
incarcerated during COVID,” and “considering self-harm.” Pretest
referral numbers and reasons were not collected, and therefore, there
are no comparisons for pretest and posttest.

Qualitative Findings

Nine CO participants who completed one of the three MHFA
training participated in the focus group meeting. The mean age of the
study participants was 37 years old, five were COs, two lieutenants,
one sergeant, and one captain. On average, CO participants had 10.8
years (with a range from 4 to 22 years) of service in corrections.

Three themes were identified through the phenomenological
analysis of focus group data. These themes were: (a) COs experience
with MHFA training was viewed positively (facilitators); (b) there is
aneed to improve mental wellness in correctional settings (barriers);
(c) mental health referral process for incarcerated individuals needs
enhancement when implementing MHFA (barriers).

Theme One: COs Experience With MHFA Training
Was Viewed Positively

COs positively reviewed their experience with MHFA training.
Reflecting on the training experience one CO noted,

We should be having a lot more mental health training, if this is going to
be the narrative ... Thatis what we need to be having, because we’re not
having these classes ... I think everybody should be able to get this
class ... It allowed me to open up, learn myself, learn what I have been
ignoring, and what I need to deal with. I think more training on how to
talk to an inmate would be good. [male, CO, with 22 years of service]

Most of the other COs expressed their agreement with this statement
through affirmations and nods. COs discussed how much they learned
about themselves and the importance of learning how to communicate
with people who are incarcerated. Regarding the tailored scenario
cards developed by the National Council, the facilitators reported that
the CO participants “truly felt that the depression/suicide character was
representative of the experiences they had in corrections.” This
statement from CO participants demonstrates that they had a positive
experience with the virtual MHFA for adults training. After being
exposed to MHFA, CO participants were interested in future sessions
related to mental health.

Theme Two: There Is a Need to Improve Mental
Wellness in Correctional Settings

Mental wellness was an important topic of discussion with the
COs. Given their military background, concerns about posttraumatic
stress and the day-to-day workload in working in prison settings
emerged. For instance, one CO with prison service and veteran
status described how mental health issues are handled, noting that:

We never talked about this stuff like what y’all have in here ... This was
never something that was talked about among COs unless you were cool
with certain ones ... this is why a lot of our habits went untamed, they
went uncorrected, you know, as far as the machoism or, or the lack of a
knowing that you’re having mental health issues and stuff like that, or
just blowing it off. [male, CO, with 22 years of service]

In this prison facility, effort has been made to address inmates’
mental health. A lieutenant with 17 years of prison service indicated,
“this department’s intentions of dealing and treating mental health
are good, I think, they got a long way to go.” However, several COs
shared that the changing institutional culture around mental wellness
to support COs has been limited:

That’s the part we try to grasp now. You know what I mean, whether
its guys been [working in the institution for] six years, or guys with
23 years, we’re just trying to grasp that whole understanding of — is it
okay, it’s okay to you know, have a breakdown — it’s okay. [male, CO,
with 22 years of service]

In summary, COs described that more attention was being given to
support the mental wellness of people who are incarcerated, but
addressing mental wellness for COs still has a long way to go and
should be prioritized. MHFA Instructors suggesting improving future
remote MHFA trainings by allowing the trainees to guide discussion,
making space for COs to share their lived experience with mental
health, and highlighting the ways that training can benefit their
personal life. The additional emphasis being placed on addressing
mental well-being in incarcerated people adds further responsibilities
among COs who are already responsible for addressing the basic needs
and supervision of most people who are incarcerated.

Theme Three: Mental Health Referral Process for
Incarcerated Individuals Needs Enhancement When
Implementing MHFA

COs stated that there was a need to improve the process by which
inmates demonstrating signs of mental illness were referred to the
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appropriate prison mental health staff. As mentioned previously,
COs are responsible for monitoring and supervising incarcerated
people 24 hr daily. COs described their basic duties as being
“mommy, daddy, and everything in between.” This includes
identifying inmates with mental disorders and connecting them with
the appropriate care. COs shared that it was difficult to differentiate
between inmates manipulating COs for attention, those exhibiting
behavioral issues, and inmates displaying signs of mental illness.
One CO said,

We are so used to these guys manipulating us every single day, that’s
what we’re dealing with. So, we look at mental health and we’re like:
“Oh, this guys just playing”, until we find one that’s not. So, it’s kind of
hard to differentiate this. [male, CO, with 6 years of service]

Another reiterated this point when they said, “I think one of the
big things for incarcerated individuals is distinguishing between
somebody who has mental health issues and somebody who’s
purely behavioral and seeking attention” [lieutenant, female, with 6—
10 years of service]. COs framed this as an initial barrier to
connecting inmates who display signs and symptoms of mental
distress to mental health care staff. The COs agreed that this
difficulty in identifying someone exhibiting symptoms of mental
health crisis has led to “not being identified until it’s too late.”

Another critique of mental health treatment services in the prison
facility that COs voiced was the siloed nature of communication
between COs and prison mental health providers. COs expressed
the lack of communication given from the prison mental health
providers. For instance, COs are not informed when an inmate’s
medication has been changed. Prison mental health providers
are unaware of contextual factors specific to the prison setting,
particularly when inmates need help on the weekends and during
evening shifts. When asked about the on-call staff who were
available for the night shift and during the weekend, one CO
responded by saying,

It’s random. It might not even be a person who is really affiliated with an
institution specifically. And you can see, on the weekends—when an
on-call psychiatrist is called, and a man is threatening suicide—they
don’t understand. Our typical psychiatrist will say suicide smock only
because of the risk. This on-call psychiatrist will say, “Oh, let them have
all his clothes. Give them all his linens.” So yeah, you see what we’re
dealing with? So now, this is happening on the weekend, when all you
have are officers here being like, “Okay, well, the psychiatrist ordered
this for him. But, my common sense is saying this guy just tried to hang
up, why am I going to give him a sheet and blanket and clothes that he
can complete the task with?” ... We’re giving all these tools to
complete what he wanted to do earlier. But the professional said that he
gets them. [male, CO, with 10 years of service]

While there are institutional efforts to provide prison-based
mental health care services for people who are incarcerated,
additional protocols are needed to ensure that COs are provided
information about when an incarcerated person’s medication and/or
treatment is changed.

Discussion

This remote MHFA intervention pilot study produced numerous
critical findings for future implementation MHFA trials with COs.
The mixed methods study found a positive association between
MHFA training and an increase in COs attitudes regarding referring

people who are incarcerated to mental health professionals. These
findings are further supported in the qualitative data specifically,
themes two (increasing importance of mental wellness within
correctional spaces), and three (inmate mental health referral
process), which indicate that COs are placing greater importance on
mental well-being of people who are incarcerated. However,
COs report that the systems currently in place to connect people
struggling with mental illness must be revamped. Specifically, COs
stressed three specific needs.

First, COs expressed concern that mental health staff who were
contract prison employees did not understand the correctional
context and that full-time mental health staff are needed for
overnight and on weekend shifts. Second, communication between
mental health staff and COs about changes in incarcerated person’s
medication and or treatment is currently not in place. Last, COs
wanted regular basic mental health training to be added to their
training schedule.

In addition, the MHFA training significantly increased partici-
pants’ attitudes regarding referring people to mental health services.
In the 12 weeks following the intervention, MHFA trainees referred,
on average, 2.6 persons who were incarcerated to mental health
services because they were experiencing signs of mental distress.
The reasons for referring included: “suicidal thoughts,” “experienc-
ing anxiety over being incarcerated during COVID,” and
“considering self-harm.” Tailored MHFA training is needed to
equip COs with the skills to connect individuals experiencing signs
and symptoms of mental illness with the appropriate services.

Previous research on the efficacy of MHFA training has presented
conflicting findings regarding the impact of MHFA on participant
helping behaviors and the mental health of aid recipients (Banh et
al., 2019; Forthal et al., 2022; Morgan et al., 2018, 2019). In a
systematic review and meta-analysis of MHFA training research,
Morgan et al. (2018) reported small-to-moderate posttraining effects
on participant MHFA knowledge, identification of mental illness,
stigma, and intention to help (Morgan et al., 2018). However,
Forthal et al., 2022 reported mixed effects from MHFA training and
no relationship on the MHFA recipients.

Our findings warrant additional research into optimizing MHFA
training within a prison setting. Specifically, additional studies
should explore the inconsistencies between the qualitative and
qualitative findings. This divergence may be due to how the survey
questions were phrased compared to the focus group meeting, where
questions can be asked in multiple ways.

Strengths and Limitations

This study has several strengths, which include using a mixed
methods design to explore MHFA training with COs. Tailoring
scenarios to address the needs of COs is an additional strength. To
our knowledge, we are unaware of any studies regarding imple-
menting MHFA training with COs. The majority of intervention
studies focusing on MHFA are with firefighters, the military, law
enforcement, and the general community (Booth et al., 2017). Last,
participants reviewed their experience as overwhelmingly positive,
suggesting the MHFA may be feasible to implement with COs.

One of the limitations of this study was the small sample size,
which reduced the generalizability of the findings. However, these
findings provide an opportunity to consider the critical need for
correctional officers to be trained in MHFA so that they are prepared
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to handle issues related to mental illness in correctional settings.
Correctional officers play a unique role in the health and well-being
of incarcerated people. With appropriate mental health training,
correctional officers are better equipped to observe when inmates
become distressed or need professional help. Collaboration between
correctional officers and the prison health care staff is urgently
necessary to manage inmates who have mental health challenges.

Second, the team did not collect the number of mental health
referrals from each officer before the intervention because they could
not recall the number of mental health referrals made prior to MHFA
training. As such, the team could not analyze differences between pre-
and postintervention of the number of mental health referrals in
the prison facility. To better assess the effectiveness of MHFA in
correctional officers, future studies should develop a mechanism to
collect mental health referral data both pre- and postintervention.
Third, selection bias from the correctional facility might have been
introduced, as study participants were not randomly chosen for either
MHFA training or the focus group meeting. Participants were not
randomly selected due to the intense work schedule of COs,
their supervisor selected participants based on availability. Future
studies should include random sampling approaches to increase the
effectiveness of MHFA in correctional setting. Another limitation of
this study was that there was no control group. To better determine
MHFA effectiveness, future studies could incorporate a quasi-
experimental design by collecting data from a control group to
increase the validity of results.

Implications

Existing collaboration between correctional facilities and acade-
mic correctional health researchers is a prerequisite to implementing
MHEFA in state prisons. Correctional facilities, however, are not often
asked to continuously provide mental health training to correctional
officers. Academic correctional researchers can provide technical
assistance to correctional officers to help them increase their mental
health awareness and reduce perceived beliefs and assumptions
surrounding mental health. Maintaining trust and community partner-
ships is difficult for correctional facility leadership and COs. For
example, some COs did not have access to email or the internet to
complete questionnaires, MHFA knowledge checks or pre- and
postassessments. Another challenge was how difficult it was for
COs to participate in the training because of their work schedules.
However, the correctional facility leadership invested time and
commitment to allow correctional officers the opportunity to be
trained in MHFA. The academic correctional researchers had estab-
lished a strong partnership that helped increase familiarity with
MHFA training.

Conclusions

MHFA training can be helpful for correctional officers to equip
them with appropriate skills to identify mental health challenges and
substance use in correctional settings.
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