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Abstract: Mental Health First Aid (MHFA) training teaches participants how to assist people expe-
riencing mental health problems and crises. Observed behavioral assessments, post-training, are
lacking, and the literature largely focuses on self-reported measurement of behaviors and confidence.
This study explores the reliability of an observed behavioral assessment rubric used to assess phar-
macy students during simulated patient (SP) role-play assessments with mental health consumers.
Post-MHFA training, pharmacy students (n = 528) participated in SP role-play assessments (n = 96)
of six mental health cases enacted by consumers with lived experience of mental illness. Each assess-
ment was marked by the tutor, participating student, and consumer (three raters). Non-parametric
tests were used to compare raters’ means scores and pass/fail categories. Interrater reliability anal-
yses were conducted for overall scores, as well as pass/fail categories using intra-class correlation
coefficient (ICC) and Fleiss’ Kappa, respectively. Test re-test reliability analyses were conducted
using Pearson’s correlation. For interrater reliability analyses, the intra-class correlation coefficient
varied from poor-to-good to moderate-to-excellent for individual cases but was moderate-to-excellent
for combined cases (0.70; CI 0.58–0.80). Fleiss’ Kappa varied across cases but was fair-to-good for
combined cases (0.57, p < 0.001). For test re-test reliability analyses, Pearson’s correlation was strong
for individual and combined cases (0.87; p < 0.001). Recommended modifications to the rubric,
including the addition of barrier items, scoring guides, and specific examples, as well as the creation
of new case-specific rubric versions, may improve reliability. The rubric can be used to facilitate
the measurement of actual, observed behaviors post-MHFA training in pharmacy and other health
care curricula.

Keywords: reliability; mental health education; assessment; simulated patient; observed behav-
ioral measurement

1. Introduction

Mental and addictive disorders affect over one billion people, globally [1]. Further-
more, suicide is currently among the leading causes of death, worldwide [2]. Given the
high prevalence of mental illness and the lack of help sought by those affected [3,4], the
role of primary healthcare professionals, such as pharmacists, in providing initial care has
been recognized [5,6]. Research has, however, indicated that health professionals may lack
adequate training and education in their university curricula to enable them to confidently
care for people at risk of suicide [7]. Hence, additional training may be required to equip
health professionals with these skills. One such training program available internation-
ally and increasingly embedded into university curricula [8] is Mental Health First Aid
(MHFA), which teaches participants how to assess and assist those experiencing mental
health problems and crises, including suicide [9].
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Participants who have completed MHFA training have been taught how to apply the
MHFA Action Plan, through various activities, including role-plays and case studies [9].
Hence, in theory, a participant who has completed MHFA training should be able to provide
appropriate first aid to someone experiencing a mental health problem or crisis, such as
suicide. Evaluations of MHFA training among a diverse range of participant populations
indicate that it leads to self-reported improvements in accurately identifying mental illness
and providing help to consumers experiencing mental health problems and crises [10,11].
The impact of MHFA training on students has also been explored, and it has been shown to
lead to improvements in knowledge, attitudes, and self-reported confidence in providing
care [12,13]. Furthermore, self-reported measures of post-training intentions and behaviors
have been developed and shown to have sound test re-test and interrater reliability [14].

However, there is a lack of literature exploring observed behavioral assessments
post-MHFA training [8]. This is important to explore as self-reported behaviors may not
necessarily translate to improvements in participants’ actual behaviors. The tendency to
over- or underestimate actual behaviors in self-report measures is common, and there is
evidence supporting this phenomenon in relation to the measurement of behaviors, such
as hand hygiene behavior [15] and physical activity [16]. Furthermore, in the pharmacy
education literature, among students who completed online asthma first-aid training, only
29% were able to effectively demonstrate life-saving skills post-training [17]. Moreover, self-
reported measures are prone to various forms of response bias, including social desirability
bias [18]. Observed behavioral measures are integral forms of educational assessment, and
it is important that they are developed and evaluated in a transparent manner to ensure
standardized assessment across settings [18].

MHFA has been implemented into the final year undergraduate Bachelor of Pharmacy
(BPharm) curriculum at Sydney Pharmacy School, since 2015. Post-MHFA training, phar-
macy students must participate in or observe a simulated patient role-play with a consumer
with lived experience of mental illness who is enacting a mental health problem or crisis,
such as suicide, as part of their assessments within a Unit of Study. After the role-play, the
student receives on-the-spot performance feedback in a safe learning environment from the
tutor, consumer, and their peers. They also complete a self-assessment, allowing them to
reflect on their learning during the role-play. These assessments were developed to support
students’ learning and to enable them to practice and ultimately demonstrate the desired
outcome [19], namely, providing appropriate first aid to a person experiencing a mental
health problem or crisis. Research exploring the impact of the simulated patient role-play
assessments has shown that they are more effective in improving self-reported competence
and confidence than MHFA training alone, regardless of whether the student directly
participated in or observed the role-play [20]. Furthermore, preliminary evidence indi-
cates that participants may over-estimate or under-estimate their abilities in self-reported
evaluations of confidence, when compared to their performance during simulated patient
role-plays [21]. Therefore, despite improvements in self-reported confidence post-training,
self-reported confidence assessments alone may not provide an accurate measure of skill
acquisition and application, and objective observational measures are required to explore
how MHFAiders apply their skills and whether they do so in a manner consistent with
the content taught in MHFA training. Nonetheless, self-reported measures continue to
be valuable as they can promote learning by providing opportunities for participants to
reflect on their learning and articulate, in their own words, the behaviors they want to
change [22–24].

Self-reported measures of confidence to provide MHFA are available and often com-
prise item stems with Likert-scale response options [10,21]; however, when assessing
observed behaviors, a rubric is needed to aid assessors in determining whether each key
action has been completed. Rubrics are measurement instruments that are often used to
measure participants’ skills post-training [25]. A well-designed, reliable rubric can facilitate
teaching [25] and ensures consistent measurement across time and assessors [26]. It can also
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highlight where students may perform poorly, and thereby, indicate that further support is
needed within the curriculum [27].

The simulated patient role-plays are assessed using a 12-item rubric developed by
the research team, comprised of accredited MHFA instructors, MHFAiders, mental health
and education researchers, and pharmacists, based on the MHFA Action Plan, ALGEE [9]
(Approach the person, assess and assist with any crisis; Listen and communicate non-
judgmentally; Give support and information; Encourage the person to get appropriate
professional help; Encourage other supports) and a scoring system developed by MHFA
researchers [28], lending evidence to its content validity. However, the rubric’s reliability as
an assessment tool across time and markers has not been explored. Due to the importance
of developing reliable rubrics to ensure that assessors are marking students in a reliable
manner [26], this study aimed to investigate the reliability of the rubric designed to measure
observed MHFA skills during simulated patient role-play assessments. More specifically,
the objectives of this study were to:

1. Explore the interrater reliability of the rubric;
2. Explore the test re-test reliability of the rubric;
3. Recommend modifications to the rubric based on the reliability analyses.

2. Materials and Methods

In the Professional Practice Unit of Study, in the final year of the BPharm degree, all
students are required to demonstrate their first aid skills across various domains, including
MHFA, anaphylaxis, asthma, and angina. Students are randomly allocated to different
domains and are unaware of their allocation when they attend their assessment tutorial.
Each of these assessment tasks are typically enacted by one student in front of the rest of
the class of up to 10 students. Students allocated to the MHFA assessment are required
to participate in a simulated patient role-play with a consumer with lived experience of
mental illness, while a tutor assesses their performance. These assessments have been
evaluated and found to be valuable to both students and consumers [29].

Ten mental health consumer educators (consumers with lived experience of mental
illness) from One Door Mental Health [30] in New South Wales were employed from 2016
to 2018 to participate in the role-plays. Six MHFA scenarios (Appendix A) were developed,
based on DSM-V Diagnostic Criteria [31], between 2016–2018, for this purpose. Each
year, two new scenarios with similar characteristics were developed, in that they involved
consumers presenting to the pharmacy with direct prescription or over-the-counter product
or symptom-based requests, due to symptoms of depression and/or anxiety. Two cases
involved a consumer who had no suicidal thoughts, two cases involved a consumer
who had suicidal thoughts, but had not considered a plan for suicide, and two cases
involved a consumer who had suicidal thoughts and had considered a plan for suicide.
Depression and anxiety symptoms were used as they represent the two most common
mental illnesses in Australia [4]. Suicidal thoughts and behaviors were incorporated into the
scenarios as previous research has demonstrated that students often struggle to assess for
suicide directly [21], and suicide education is lacking from health care curricula [7]; hence,
assessments were integrated into the curriculum to provide students with an opportunity
to practice assessing for suicide, post-MHFA training.

The role-plays were audio-recorded in 2017 and 2018 with student consent (audio-
recordings were not available for 2016), to allow for quality assurance of assessments in
the curriculum, as well as quantitative and qualitative analyses of student performance,
including test re-test reliability analyses. An announcement was made through the Unit’s
Learning Management System site, informing students of the opportunity to participate
in the research over the semester. Upon entering the classroom, the tutor provided stu-
dents with the Participant Information Statement and the consent form, if they agreed to
participate.

The enacted case was assessed separately by the tutor during and after the role-
play and then by the consumer and student (self-assessment) immediately after the role-
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play. After assessing performance using the rubric, on-the-spot performance feedback
discussions, and debrief between the tutor, mental health consumer educator, participating
student, and observing students occurred.

This study was approved by The University of Sydney Human Research Ethics Com-
mittee (Project Number: 2015/626).

2.1. Rubric

The original rubric consisted of 12 items, with each item scored from 0 to 2 (0 points
= incorrect, inappropriate, or missing behaviors; 1 point = partial demonstration of ap-
propriate behaviors; 2 points = full demonstration of appropriate behaviors). The rubric
also contained example phrases and actions for items 4, 6, 7, 9, 10, and 12 (Table 1). It
was intended to be used universally to assess MHFA participants’ observed behaviors
during simulated patient role-play assessments across various mental illnesses and crises,
such as depression, suicidal thoughts and behaviors, and anxiety. It has been used in
previous studies to explore pharmacy students’ performance during simulated patient
role-plays [20,21]. Pass/Fail categories can be derived from the rubric. A “Pass” mark is
given when a student’s overall score is 12 or greater, and the student assesses for suicide
(item 5). If the simulated patient was experiencing suicidal thoughts and behaviors, then
the student is required to perform the appropriate actions (item 9), as well, to pass. A “Fail”
mark is given when a student’s overall score is less than 12 and/or the student does not
assess for suicide (item 5). Even if a student receives a score greater than 12 and assesses for
suicide, if he/she does not perform the appropriate actions (item 9) for a simulated patient
experiencing suicidal thoughts and behaviors, then the student would fail the assessment.

2.2. Data Analysis

Interrater reliability (IRR) and test-retest reliability analyses were conducted using
IBM SPSS Statistics Version 24 [32]. Each of the six cases was analyzed individually, and
data from all cases was also combined and analyzed. Any missing data or data collected
without students’ consent (as they were being marked for the unit of study they were
enrolled in, regardless) were omitted from the analysis. Overall mean scores and pass/fail
rates for each marker were also calculated. Non-parametric tests, namely, the Wilcoxan
Signed Rank Test and McNemar’s Test, were used to determine significant differences
across mean scores and pass/fail categories, across raters, respectively.

2.2.1. Interrater Reliability Analyses

The tutor acted as an observer who only marked the role-play, but did not participate
in the role-play. Marking by the consumer and student was not conducted during the
interaction, to ensure that the consumer and student focused on the role-play interaction
only. Rather, the consumer and student were given the rubric to mark after the conclusion
of the simulated patient role-play assessment when the audio-recording was switched off.
Data collected from the three raters between 2016 and 2018 were used for IRR analyses.
Three types of IRR analyses were conducted, guided by published evidence exploring the
interrater reliability of audio-recordings [33]:

1. Overall percentage agreement of markers, for each item across all combined cases.
2. Intra-class Correlation Coefficient (ICC) test using one-way random effects model,

absolute agreement, multiple raters, to analyze the IRR of overall scores (i.e., marks
out of 24) of the three markers (tutor, consumer, and student),

3. Fleiss’ Kappa was used to analyze the IRR of pass/fail categories across the three
markers, as it is an appropriate measure of IRR for categorical data. Fleiss’ Kappa
was also appropriate as this study involved more than two markers, and because
this statistic “does not assume that the same raters have assessed all items” [34], as
in the current study, different tutors, consumers, and students participated in the
interactions, but each role-play was marked by one tutor, one consumer, and one
student.
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Table 1. Sample rubric (prior to reliability analyses).

Action Yes (2) Partial (1) NO (0) N/A

1 Approaches the patient appropriately

2 Provides a comfortable setting for the patient to talk

3 Listens non-judgmentally

4
Asks appropriate open-ended questions

(e.g., how long have you been feeling this way? Have you
sought any professional help? How are you coping?)

5 Asks if the patient is having suicidal thoughts

6
Asks appropriate follow-up questions

(e.g., do they have a plan? Have they attempted before?
Are they taking alcohol/drugs?)

7

Gives reassurance and appropriate information
(e.g., Tells patient they care and want to help, state

thoughts of suicide are often associated with treatable
mental illness, tells person thoughts of suicide are

common and do not have to be acted on)

8 Displays empathy

9

Takes appropriate action
(does not leave the patient alone, connects with

professional help, such as Lifeline or the Suicide Call Back
Service, connect with a family member to pick up or

immediately see the GP)

10
Encourages self-help

(e.g., looking after self, support groups for those who lost
a partner)

11 Good non-verbal communication

12
Appropriate follow-up actions

(e.g., takes phone number to call for follow-up, continual
willingness to help)

2.2.2. Test Re-Test Reliability Analyses

Test re-test reliability analyses were conducted using available audio-recordings from
the 2017 and 2018 cohorts. One researcher (R.Z.), who was not present during or involved in
the live assessments, listened to and independently marked the student based on the audio
recordings of the simulated patient role-plays at two separate time points, four weeks apart
(December 2018 and January 2019). Item number 11 (Good non-verbal communication) could
not be assessed using audio recordings and was omitted from the test re-test reliability
analyses. Hence, the overall score for this analysis was 22, rather than 24. Test re-test
analyses were conducted using Pearson’s correlation (p < 0.05).

3. Results

Between 2016 and 2018, 528 BPharm students completed MHFA training as part of
their core curriculum. Due to the large number of students enrolled, multiple MHFA
training sessions occurred across the semester. Approximately 1–10 weeks post-training,
102 simulated-patient role-plays assessing MHFA skills were conducted, of which 96
were considered eligible for inclusion in this study as students had provided consent for
participation (94.1% consent rate). Students were randomly allocated to one of six MHFA
cases. Table 2 illustrates the overall percentage agreement among markers for each item,
across combined cases. Item 12 (“Appropriate follow-up actions”) had the lowest percentage
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agreement at 39.93%, while item 5 (“Asks if the patient is having suicidal thoughts”) had the
highest percentage agreement at 94.45%.

Table 2. Percentage agreement for each item among three markers.

Item Number Overall Percentage Agreement

1 (Approach) 74.30%

2 (Setting) 60.77%

3 (Listen) 75.70%

4 (Ask) 57.99%

5 (Suicide assessment) 94.45%

6 (Suicide follow-up) 64.93%

7 (Reassurance) 50.39%

8 (Empathy) 56.59%

9 (Action) 61.46%

10 (Self-help) 52.08%

11 (Non-verbal) 61.81%

12 (Follow-up) 39.93%

Each student was marked by three markers, resulting in 288 rubrics and associated
scores to be used in the IRR analyses. The mean scores were 17.15, 19, and 17.79 out of
24, as marked by tutors, consumers, and students (self-assessment), respectively. Using
Wilcoxon Signed Ranks Tests, significant differences were identified between consumer
and student scores (p = 0.002) and consumer and tutor scores (p < 0.001), but not tutor
and student scores (p = 0.2). The ICCs for overall scores for each individual case, as well
as combined cases, are illustrated in Table 3. These results reflect the level of agreement
amongst the three markers in relation to students’ overall scores, out of 24. As can be seen
in Table 3, Case 3 achieved the highest ICC of 0.80 (CI: 0.56–0.93), while Case 4, had the
lowest ICC of 0.09 (CI: −1.03–0.86). When all cases were combined, the ICC demonstrated
good reliability (0.70; CI 0.58–0.80).

Table 3. ICC values for overall scores, per case.

Total Case N ICC Average 95% Confidence Interval

Case 1 20 0.74 0.46–0.89

Case 2 18 0.75 0.45–0.90

Case 3 16 0.80 0.56–0.93

Case 4 5 0.09 −1.03–0.86

Case 5 19 0.57 0.13–0.82

Case 6 18 0.40 −0.24–0.75

Combined cases 96 0.70 0.58–0.80

Overall, based on tutor, consumer, and self-marked (students) rubrics, 20.8%, 14.6%
and 10.4% of student participants failed the assessment, respectively (n = 96). A significant
difference was found between tutors and students (p = 0.006), but not between consumers
and students (p = 0.29) or tutors and consumers (p = 0.15), in relation to pass/fail categories,
using McNemar’s Test.

Table 4 illustrates the Fleiss’ Kappa statistic for each individual case, as well as
combined cases, across the three markers. Similar to ICC, the value (−0.06–0.82) and signif-
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icance of the Fleiss’ Kappa statistic varied across cases, but was significant for combined
cases (0.57, p < 0.001).

Table 4. Fleiss’ Kappa values for overall pass/fail for each case.

Total Case N Fleiss’ Kappa p Value

Case 1 20 0.82 <0.001

Case 2 18 0.38 0.005

Case 3 16 0.73 0.000

Case 4 5 0.66 0.011

Case 5 19 −0.06 0.675

Case 6 18 −0.04 0.777

Overall 96 0.57 <0.001

Test re-test reliability analyses of 58 role-plays audio-recorded in 2017 and 2018 indi-
cated high agreement across all four cases (2017–2018), as can be seen in Table 5. Analyses
conducted on combined cases resulted in a high correlation (0.87; p < 0.001), indicating the
rubric was psychometrically sound, in terms of its test re-test reliability.

Table 5. Test re-test reliability analyses based on audio-recording of cases 3–6.

Total Case N Mean SD Pearson Correlation p Value

Case 3 test 16 18.69 3.071
0.96 <0.001

Case 3 re-test 16 17.88 2.941

Case 4 test 5 18.00 1.414
0.82 0.093

Case 4 re-test 5 16.80 2.168

Case 5 test 19 17.68 3.019
0.87 0.000

Case 5 re-test 19 17.53 2.547

Case 6 test 18 17.94 1.893
0.77 0.000

Case 6 re-test 18 17.94 1.765

Combined cases test 58 18.07 2.595
0.87 0.000

Combined cases re-test 58 17.69 2.386

4. Discussion

This study explores the reliability of a rubric developed and used in the first and only,
to our knowledge, three studies in the literature which employed observed behavioral mea-
surement post-MHFA training [20,21,29]. Due to the potential for the discrepancy between
self-reported and observed behaviors [21], it is important to assess participants’ ability
to “show how” they apply their newly acquired knowledge and skills post-training [35].
ICC demonstrated poor-to-good reliability for four cases, poor-to-excellent reliability for
one case, and moderate-to-excellent reliability for one case, as well as for combined cases
overall [36]. Fleiss’ Kappa also varied across cases but was shown to be fair-to-good for
combined cases [34]. Test re-test reliability was high for each individual case and combined
cases, as indicated by r values ranging from 0.77–0.96 [37]. Overall, when cases were com-
bined, the rubric demonstrated good reliability; however, there was variability between
cases highlighting the need for further improvements to ensure clarity and consistency.
Due to the variations in IRR, modifications to the rubric are recommended, such as the
inclusion of clear examples under each item stem, developing a scoring guide, indicating
which items must be performed to pass the assessment, and creating two versions of the
rubric for suicidal and non-suicidal cases.
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Despite sound psychometric properties for combined cases, the IRR analyses indicated
that the reliability of the rubric varies across cases and items. As can be seen in Table 4,
Cases 5 and 6 demonstrated negative Kappa values, indicating that ‘observed agreement
is less than that expected from chance alone’ [34]. Case 2 demonstrated a Kappa value
indicating poor agreement, while fair-to-good agreement was demonstrated for Cases 3
and 4, as well as for combined cases [34]. Only Case 1 had a Kappa value demonstrating
an excellent level of agreement [34]. For the ICC analyses, the values demonstrated
poor-to-good reliability for Cases 1, 4, 5, and 6, poor-to-excellent for Case 2, and moderate-
to-excellent for Case 3, as well as for combined cases [36]. It is also evident from Table 2
that the percentage agreement greatly varies depending on the item (39.93–94.45%). These
variations may be attributed to a lack of examples as to how each item may be performed
by the participant. Rubrics can be a reliable tool to measure performance when they are
accompanied by examples [38]. As can be seen in Appendix B and Appendix C, which
illustrate two modified versions of the rubric, examples are recommended under all 10
items of the rubric to ensure clarity among assessors for each item. The item with the lowest
percentage agreement, “Appropriate Follow-up Actions” (39.93%), was removed from both
rubrics, and the required follow-up actions were incorporated as examples within the item
“Takes appropriate action” in the modified rubrics, where relevant. Other modifications
were incorporated to ensure the rubric reflected the current MHFA Australia guidance. For
example, item 3 was changed to “Listens and communicates non-judgmentally” to align with
ALGEE in the fourth edition of the MHFA manual [9].

Prior research on the development of rubrics to assess pharmacy students’ asthma first
aid skills post-training has indicated the importance of including and highlighting items
that students must perform to pass a case [17]. However, due to the nature of Asthma First
Aid simulation exercises, there is debate regarding the minimum standards a student is
required to perform during simulated assessment [17]. Unlike Asthma First Aid whereby
the signs of an acute exacerbation of asthma symptoms may be immediately apparent,
the signs of a mental health crisis, such as suicidal thoughts and behaviors, may not be
immediately apparent, and the MHFAider often needs to ascertain whether the person
is experiencing a mental health crisis by asking appropriate questions, such as asking
about suicidal thoughts and behaviors directly [9]. Therefore, if a person displays potential
suicide warning signs, such as the verbal cues, social or medical history, and physical
signs or symptoms described in the suicidal cases in Appendix A, then an MHFAider
should assess for suicide by asking directly, as per the MHFA manual [9]. Furthermore,
an MHFAider needs to demonstrate that they have picked up these cues, and accordingly
assessed for suicide by asking directly [9]. Therefore, item 5 (Table 1) must be performed, for
the student to pass if the simulated patient displays signs, symptoms, and cues indicating
that they may be experiencing thoughts of suicide, as is the case for all the scenarios
included in this study (Appendix A). It is evident from Table 2, that there was a high
percentage agreement (94.45 %) for item 5 regarding assessing for suicide, in that it is clear
to assessors whether the MHFAider has done this or not. However, the appropriate action
to take, afterward, indicated in item 9 is not as clear to assessors, as indicated by a lower
percentage agreement of 61.46%. This may be because the appropriate action is dependent
on whether the person responds that they are having suicidal thoughts or not. If the person
expresses current suicidal thoughts, then a MHFAider is required to keep them safe, by not
leaving them alone (e.g., staying with them, calling family member/friend/partner), and
connecting them to immediate professional help (e.g., doctor, mental health crisis team or
ambulance) [9]. If a student does not perform this action, then they have not cared for the
suicidal simulated patient appropriately. However, if the simulated patient responds that
they are not having current suicidal thoughts, while it is still important to provide MHFA
and follow ALGEE, it is not necessary to stay with the person and ensure they receive
immediate professional help, as they are not experiencing a mental health crisis [9]. The
original rubric (Table 1) did not differentiate between these two scenarios. The modified
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rubrics (Appendix B and Appendix C) differentiate between these two scenarios and clearly
indicate the barrier items that must be performed to pass the case.

Furthermore, the analyses also indicated that students may not have always been
aware of what constituted a pass or fail for the assessments, as they were significantly
less like to score themselves in a manner indicating that they had failed the case, when
compared to tutors. Moreover, the consumer was found to provide significantly higher
scores across all cases, in comparison to the tutor and student, indicating that they may
have been less familiar with what constitutes appropriate MHFA actions. While it may
have been clear to the tutor, who is often an accredited MHFA instructor, which items
must be performed to ensure the simulated patient’s health and safety, and ultimately
pass the case, it may be less clear to consumers and students when marking. As can be
seen in Appendix B and Appendix C, it is recommended to highlight these barrier items
by shading and providing clear instruction, such as ‘Participant MUST assess for suicide
risk to pass the case’. Furthermore, to ensure clarity and simplicity of the rubric, it is also
recommended that the examples under each item are adapted depending on the nature
of the case. Hence, two different versions of the rubric were developed to be used for
suicidal and non-suicidal cases (Appendix B and Appendix C). Both rubrics contain 10
items; however, the rubric in Appendix B contains an item (6) relating to appropriate
follow-up questions for a person experiencing thoughts of suicide, but does not contain
an item relating to encouraging self-help as this is less relevant for a person experiencing
a crisis, such as suicide. The rubric in Appendix C, which is to be used when a person
responds that they are not experiencing thoughts of suicide, does not contain an item
relating to asking appropriate follow-up questions about suicide as this is not relevant,
but does contain an item relating to encouraging self-help. All other items in both rubrics
are similar and contain examples that are relevant to providing MHFA to a person who is
(Appendix B) and is not (Appendix C) experiencing thoughts of suicide.

The addition of scoring guides may improve the clarity of the rubric, which may,
in turn, highlight expectations to educators and students and reduce ambiguity among
diverse participant populations [39]. Furthermore, the scoring guides provide instructions
to assessors, regarding the meaning of different colors, fonts, and superscripts within the
rubric. In addition to its main function in assessing performance, the rubric can also be used
to stimulate conversation around key points during the on-the-spot performance feedback
discussion [39]. Feedback that is individualized, collaborative, and supportive of self-
awareness “works best” in medical education, and immediate feedback is recommended
for difficult tasks [19]. Providing MHFA to a person with lived experience in mental
illness during role-play assessments has been described as a “challenging” and “scary”
assessment, although “rewarding” [29], indicating that immediate feedback is an important
and necessary part of the assessments.

The simulated patient role-plays have the potential to benefit participating and observ-
ing students, due to their relevance to future practice as frontline healthcare professionals
and by providing students with opportunities to practice important MHFA skills, as demon-
strated by a qualitative evaluation of these assessments [29]. When students perceive their
assessments to be relevant to their future practice, the assessments have the potential
to motivate students to learn [19]. This is further supported by the fact that students
who participate in and observe the simulated patient role-plays are more likely to have
sustained improvements in confidence post-training in comparison to students who com-
pleted MHFA training, but did not participate in or observe the role-plays [7]. Given that
MHFA training is often delivered to healthcare students, including medicine and nursing
students [8], this rubric has the potential for widespread use among MHFA participants
and in healthcare curricula to promote learning and to assess participants on their ability
to provide MHFA. By ensuring that the rubric is reliable across assessors and over time, we
can ensure that assessments are standardized and facilitate comparisons across study sites
and populations.
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Strengths and Limitations

This study describes the reliability testing of the only rubric designed to assess actual,
observed behaviors post-MHFA training during simulated patient role-plays. There is
evidence to support the effectiveness of MHFA in improving mental health knowledge
and literacy, as well as self-reported helping behaviors, recognition of mental illness, and
confidence and intentions relating to MHFA provision [10,11]. This study is among the first
to explore actual, observed behaviors post-training and starts to fill the gaps in the literature
by exploring methods to facilitate the assessment of how MHFA skills are actually used by
participants post-training. Nonetheless, despite these strengths, certain limitations require
that the findings of this study be interpreted with caution. The demographic characteristics
of participating students were not captured during data collection, as the study involved
education and training that is integrated into the pharmacy curriculum. To minimize
disruptions to students’ learning, data were collected during routine classroom activities,
and no further information was requested from students. Hence, future research exploring
differences in students’ skills based on demographic characteristics may be warranted. It is
also important to note that multiple consumers participated in this study and may have
not strictly followed the case script, at times, or had to improvise, due to questions by the
student which were not anticipated. In general, the cases described in Appendix A were
performed consistently; however, even minor individual variations may have impacted
assessors’ marking of the rubric. Another potential limitation that may have affected the
IRR of the rubric was the tutor’s knowledge and familiarity with professional standards
and MHFA course content in comparison to students and consumers, as he/she was
an MHFA instructor and/or pharmacist who had completed MHFA training and may
have had certain expectations, due to his/her familiarity with the profession and MHFA
training, which may not be as well-known to students and consumers. However, through
the recommendations made in the Discussion, it is anticipated that these differences will be
minimized by adding a scoring guide, pass/fail barrier items, and item-specific examples.
Given that the rubrics in Appendix B and Appendix C are modified, they also warrant
further psychometric testing to ensure reliability. Furthermore, given that some cases
involved in this study were role-played by limited sample size (e.g., Case 4), the IRR
findings for these cases may not be accurate. It should also be noted that the Pearson’s
correlation for Case 4 was not significant. Hence, it may be beneficial to conduct further
reliability testing on a larger sample size using the modified rubrics. Regarding the test
re-test reliability analyses, a limitation of this study is that these analyses were conducted
using the audio-recordings. The study could have been strengthened by conducting these
analyses using video-recordings, which would have enabled the assessment of non-verbal
communication skills. Whilst video-recording should be considered in future research, the
researchers should take into consideration that consumers and students may have lower
acceptance of this data collection method and attempt to provide flexibility with respect
to the recording. It is important to note that a strength of the study lies in the fact that
an independent rater marked the audio recordings at two time points for the test re-test
reliability analyses. Finally, it is important to recognize that not all people experiencing
mental health problems and crises require suicide assessment, as was the case for the
scenarios used in this study. Future scenarios may not require the MHFAider to assess for
suicide, as the appropriate actions to be taken when caring for someone experiencing other
mental health problems or crises (e.g., mania or a panic attack) differ and may not always
involve assessment of suicidal thoughts, as required in this study for the six depression
and anxiety scenarios developed for this purpose (Appendix A). The modified rubrics in
this study are recommended for use in scenarios where suicide assessment is required
by the MHFAider, and future research exploring the development of assessments and
rubrics for SP cases relating to other mental health problems (e.g. substance use) and crises
(e.g. panic attacks) is warranted. Furthermore, further research exploring their reliability
across different settings and populations is also needed to allow for comparisons with the
current findings.
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5. Conclusions

MHFA training is available internationally and has been shown to improve self-
reported knowledge, attitudes, and behaviors in relation to people living with mental
illness. Research focusing on post-training observed behavioral measurement is limited.
A rubric was developed to assess participants’ observed MHFA skills during simulated
patient role-plays, thereby contributing to the evidence base surrounding observed be-
havioral measurement post-MHFA training. This study has reported on the psychometric
testing of this rubric and found that while its test re-test reliability is relatively stable, its
IRR varies across cases. This has led to evidence-based recommendations to improve clarity
and the reliability of the rubric across assessors. Future studies exploring the reliability
and validity of the modified rubrics, across diverse participant populations, are warranted.
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Appendix A

Table A1. Simulated patient cases scenarios.

Case Number (Year) Case 1 (2016) Case 2 (2016) Case 3 (2017) Case 4 (2017) Case 5 (2018) Case 6 (2018)

Topic Depressive symptoms without
suicidal thoughts.

Depressive symptoms with
suicidal thoughts.

Depressive symptoms with
suicidal thoughts.

Anxiety/depressive symptoms
without suicidal thoughts.

Depressive symptoms with
suicidal thoughts.

Anxiety/depressive symptoms
with suicidal thoughts.

Reason for pharmacy visit Feeling depressed for the past
two months.

Request to fill
antidepressant repeat.

Request multivitamin
for energy.

Request sleeping tablet
for insomnia.

Request multivitamin
for energy.

Request to fill
antidepressant repeat.

Symptoms

Teary and stressed.
Severe sleep deprivation (first
baby, three months old, unable

to sleep for more than half
an hour).

Deteriorating mood for the past
two months after taking

antidepressant (fluoxetine).
Stopped taking fluoxetine a few

days ago.
Poor appetite.

Little motivation for
daily activities.

Flat and lethargic since
recent divorce.

Unable to get out of bed in
the morning.

Little motivation to work.

Insomnia.

Flat and lethargic.
Low energy to get out of bed in

the morning.
Little motivation to go to work.

Feeling worse over the past few
weeks and questioning whether

life is worth it.
Low motivation for self-care.

Poor appetite.

Medical history

Previous depression diagnosis
at 21.

History of antidepressant use
& psychotherapy.

Recent diagnosis of depression.
Doctor prescribed fluoxetine

last month to help with
the mood.

No significant medical history. Had panic attacks as a teenager.

History of depression in early
20s.

Went through psychological
therapy for months.

Citalopram for anxiety disorder
for years.

Social history

New immigrant from America.
Social isolation.

Little support from partner
(at work).

Recent financial struggles due
to job cuts three months ago.
Social isolation (partner at
work; two daughters have

moved out).

Divorced three months
ago.Close to sister.

Has two young children (12
months and 22 months).

Supportive parents and partner
(working two jobs).

Recent divorce.
Closer to sister.

Recent financial issues (house).
Recent loss of employment

(isolation).
Supportive partner but rarely

home (work).

Suicidal thoughts No.
Current suicidal thoughts with

no current plan.
No previous attempt.

Current suicidal thoughts with
no current plan.

No previous attempt.
No.

Current suicidal thoughts with
plan (considers jumping off

the balcony).
No previous attempt.

Current suicidal thoughts with
plan (taking all citalopram

at once).

Alcohol/drug use 1
2 bottle of red wine each night.

Taking sleeping tablets
(doxylamine) every night.

A whole bottle of wine on some
nights.

Recent increase of
alcohol intake 1–2 glasses of wine each night.

Recent increase of alcohol
intake (one bottle of wine

per night).

Taking sleeping tablets
(doxylamine) every night.
Recent increase in alcohol

intake (2–3 of partner’s beers
every day).

Says
“I can’t do this anymore”, “My

baby would be better off
without me.”

“Everyone would be better off
without me. I don’t see a point

in living anymore.”

“I just feel like it’s not worth it
anymore”, “There’s no point

in life.”

“It’s just too hard”, “I don’t
know if I can keep doing this.”

“I just feel like it’s not worth it
anymore”, “There’s no point

in life.”

“Everyone would be better off
without me. I don’t see a point

in living anymore.”
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Appendix B

Scoring Guide:

• Actions shaded in GREY must be performed by the participant to pass the case.
• The participant must receive a score of at least 10/20 AND perform all actions shaded

in GREY to pass the case.
• Phrases and actions that are italicized are merely suggestions and examples, and do not

need to be articulated by the participant word-for-word.
• Phrases and actions that are underlined must be performed by the participant, to pass

the item.

Table A2. Modified rubric for suicidal case.

Item Action Full Marks (2) Partial Marks (1) NO Marks (0)

1
Approaches the consumer appropriately

• Introduces self
• Greets consumer

2
Provides a comfortable setting for the consumer to talk

• Negotiates privacy
• Ensures the consumer is comfortable

3

Listens and communicates non-judgmentally

• Does not blame the consumer
• Does not use words like “alcoholic”, “druggie”
• Non-judgmental attitudes displayed

4

Asks appropriate open-ended questions

• How can I help?
• How long have you been feeling this way?
• What type of support have you sought?
• How are you coping?
• Who have you spoken to about your emotions?

5

Asks if the consumer is having suicidal thoughts
• Asks directly (e.g., Are you thinking of killing yourself/ending your life/suicide?).
If the participant asks using indirect language, only, (e.g., harming/hurting yourself), then
only give partial marks (1).
* Participant MUST assess for suicide risk to pass the case.

6

Asks appropriate follow-up questions in relation to consumer’s suicidal thoughts

1. Do they have a plan? (e.g., how/when they will suicide)
2. Have they attempted suicide before?
3. Are they using alcohol/drugs?

Note: participants MUST enquire about a “plan”, otherwise “0” marks for this item.
If the participant asks about the plan, only, give one partial mark.
If the participant asks about the plan, and at least one other question, give the full two marks.

7

Gives reassurance and appropriate information

• They care and want to help
• Thoughts of suicide are often associated with treatable mental illness
• Thoughts of suicide are common and do not have to be acted on
• Mental illness is common
• Effective psychological/pharmacological treatment for mental illness exists

8

Displays empathy

• Uses empathetic language (e.g., “I can see that this is a difficult time for you”)
• Does not use sympathetic language (e.g., “I feel sorry for you”)
• Demonstrates continual willingness to help

9

Takes appropriate action

1. Does not leave the consumer alone (e.g., connect with family member/friend to pick up,
calls Mental Health Crisis Team/ambulance to pick up)

2. Connects the consumer with appropriate professional help (e.g., Calling Mental Health
Crisis Team/Ambulance, Lifeline/Suicide call back service or immediately see the doctor)

* Participant MUST do both of these actions to pass the case and receive full marks (2) for
this item.
Additional examples of follow-up actions

• Takes phone number to call for follow-up
• Provides pharmacy number for consumer to call back

10

Good non-verbal communication

• Open body language
• Appropriate eye contact
• Non-judgmental facial expressions

TOTAL (out of 20)
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Appendix C

Scoring Guide:

• Actions shaded in GREY must be performed by the participant to pass the case.
• The participant must receive a score of at least 10/20 AND perform all actions shaded

in GREY to pass the case.
• Phrases and actions that are italicized are merely suggestions and examples, and do not

need to be articulated by the participant word-for-word.

Table A3. Modified rubric for non-suicidal case.

Item Action Full Marks (2) Partial Marks (1) NO Marks (0)

1
Approaches the consumer appropriately

• Introduces self
• Greets consumer

2
Provides a comfortable setting for the consumer to talk

• Negotiates privacy
• Ensures the consumer is comfortable

3

Listens and communicates non-judgmentally

• Does not blame the consumer
• Does not use words like “alcoholic”, “druggie”
• Non-judgmental attitudes displayed

4

Asks appropriate open-ended questions

• E.g., “How can I help?”
• E.g., “How long have you been feeling this way?”
• E.g., “What type of support have you sought?”
• E.g., “How are you coping?”
• E.g., “Who have you spoken to about your emotions?”

5

Asks if the consumer is having suicidal thoughts

• Asks directly (e.g., “Are you thinking of killing yourself/ending your life/suicide?”).

If the participant asks using indirect language, only, (e.g., harming/hurting yourself ), then only
give partial marks (1).
* Participant MUST assess for suicide risk to pass the case.

6

Gives reassurance and appropriate information

• They care and want to help
• Mental illness is common
• Effective psychological/pharmacological treatment for mental illness exists

7

Displays empathy

• Uses empathetic language (e.g., “I can see that this is a difficult time for you”)
• Does not use sympathetic language (e.g., “I feel sorry for you”)
• Demonstrates continual willingness to help

8

Takes appropriate action

• Offers a range of professional services (e.g., GP, Beyondblue, Black Dog Institute, psychologist,
psychiatrist)

• Encourages discussing with family member/friend/partner
• Takes phone number to call for follow-up
• Provides pharmacy number for consumer to call back

9
Encourages self-help

• Lifestyle recommendations (e.g., exercise, eating well)
• Relevant support groups (e.g., widowers, carers, divorcees, new mothers)

10

Good non-verbal communication

• Open body language
• Appropriate eye contact
• Non-judgmental facial expressions

TOTAL (out of 20)
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