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Introduction

The Government Performance and Results Modernization Act of 2010 (GPRA Modernization
Act) requires that Federal programs provide information about program goals, performance
relative to program goals, and results regarding program effectiveness and cost efficiency in the
spending of Federal funds. In order to support the ability of the Office of Minority Health (OMH),
U.S. Department of Health and Human Services (HHS) to comply with the GPRA Modernization
Act and to demonstrate “returns on the investment” for its grant programs, all grantees must be
able to produce documented results that demonstrate whether and how the strategies,
practices, and interventions funded contribute to improvements in the health of racial and ethnic
minorities, reductions in health disparities that place a greater burden of preventable disease or
disability and premature death on such populations, and/or improvements in systems
approaches for addressing these problems. To this end, OMH requires the inclusion of
evaluation plans in all new grant applications and the implementation of such plans by grant
awardees so that the results of OMH-funded grant efforts can be better identified.

The steps outlined in this document are intended to provide guidance to OMH grant applicants
on the development of an evaluation plan and the key components for identifying how proposed
projects and activities will be evaluated to determine if intended results have been achieved
(see Appendix 1 for a brief glossary of terms). Following these steps will help promote more
systematic and consistent processes for grantee evaluations of efforts that are linked to OMH’s
overall approach to its mission. This approach is presented in the document entitled A Strategic
Framework for Improving Racial/Ethnic Minority Health and Eliminating Racial/Ethnic Health
Disparities (the Framework), developed by OMH (and available online at:
http://www.minorityhealth.hhs.gov/templates/content.aspx?Ivi=1&Ivlid=44&id=8842).

The Strategic Framework

In January 2008, OMH released a strategic framework for guiding and organizing the systematic
planning, implementation, and evaluation of efforts to improve racial and ethnic minority health,
reduce racial and ethnic health disparities, and affect systems approaches to such problems.
Through a review and synthesis of current science and knowledge, the Framework provides the
rationale for:

* Examining the long-term problems that OMH is trying to address;
* Focusing on the major factors known to contribute to or cause the long-term problems;

* Identifying promising, best, and/or evidence-based strategies and practices known to impact
the causal or contributing factors;
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* Presenting the kinds of outcomes and impacts that might be expected from the strategies
and practices, and focusing attention on how such outcomes and impacts are being or
should be measured; and

* Assessing the extent to which the long-term objectives and goals toward which OMH’s and
other efforts contribute are being achieved.

In this way, the Framework can help OMH, its grantees, and other partners strengthen planning
and evaluation efforts in line with established objectives and goals; promote strategies and
practices that are more evidence-based and that use available resources effectively and
efficiently; and assess whether funded efforts are really making a difference and producing
meaningful results. Achieving results that improve the health of racial and ethnic minorities,
reduce racial and ethnic health disparities, and promote systems approaches toward these ends
supports the overarching goals of Healthy People, the set of disease prevention and health
promotion objectives for the Nation developed each decade. In Healthy People 2020 (HP2020),
the four overarching goals are to:

* Attain high-quality, longer lives free of preventable disease, disability, injury, and premature
death;

* Achieve health equity, eliminate disparities, and improve the health of all groups;

* Create social and physical environments and promote good health for all; and

* Promote quality of life, healthy development, and healthy behaviors across all life stages.

(For additional information, see http://www.healthypeople.gov/).

Evaluation Planning Steps

Guided by the Framework, the seven steps below present a systematic process for identifying
the problem (or problems) to be addressed and the key contributing or causal factors; matching
proposed project strategies, practices, and interventions to this problem (or problems) and
factors; identifying related outcomes and impacts for the proposed efforts; selecting
performance measures to assess the outcomes and impacts; and implementing evaluation and
data analysis methodologies that provide the highest level of rigor possible. OMH grant
applicants/awardees and others engaged in minority health-/health disparities-related
programmatic efforts should address each of these steps in their evaluation plans.

OMH Evaluation Planning Guidelines for Grant Applicants Page 2


http://www.healthypeople.gov/

Step 1: Identify and define the problem and factors contributing or
causing the problem that will be addressed by the proposed project
and interventions

* Identify the problem. Grant applicants should specify the particular problem(s) that they are
proposing to address (e.g., diabetes, heart disease and stroke, HIV/AIDS, motor vehicle
accidents, methamphetamine abuse, lack of access to health care, lack of infrastructure,
language barriers).

* Review and use available data about the problem. As much as possible, review and use
data to support knowledge and understanding about the particular health condition(s),
racial/ethnic minority or other target population(s), health disparities problem(s), and/or
systems issue(s) to be addressed. In some cases, the problem that the proposed strategy,
practice, or intervention may be aiming to address is a gap or weakness in data to inform
program and policy decision-making (e.g., lack of data on health care access and utilization
by members of a particular Tribal community to ensure adequate and appropriate diagnosis
and treatment of chronic health conditions). The point here is to provide objective evidence
of the nature and extent of the problem. Some examples of potential data sources that may
be useful in describing racial/ethnic minority health or systems problems, and factors
contributing to such problems, are provided in Appendix 2.

* Focus on priority issues. Using available data, describe the importance of the particular
problems to be addressed and why the problems are priority issues for the State, region,
Tribal area, or community within which the proposed funded effort will take place. The
extent to which addressing the particular priority issues will contribute to the objectives and
goals of the grant program, the National Partnership for Action to End Racial and Ethnic
Health Disparities (NPA), and HP2020 should also be described. (For reference, see the
items below).

o The program-specific objectives are listed in the grant program announcements and
guidelines.

o The goals of the NPA are provided at Appendix 3 as well as at
http://www.minorityhealth.hhs.gov/npa/templates/browse.aspx?Ivi=1&Ivlid=11#goal.

o All HP2020 objectives are identified by focus or topic area at Appendix 4 as well as on
the Healthy People website (see
http://www.healthypeople.gov/2020/topicsobjectives2020/.) Grant applicants are
strongly encouraged to take special note of those Healthy People objectives and sub-
objectives that are related to health and systems issues that disproportionately impact
racial/ethnic minority group(s).

* Identify contributing or causal factors to be addressed. To the extent known by available
data, identify the factors contributing or causing the long-term problems that are being
addressed in the proposed project or activities. For e.g., factors contributing or causing
diabetes may include, but are not limited to: lack of awareness and knowledge about the
connections between diet, exercise, obesity, and diabetes; lack of healthy food choices in
local grocery markets and restaurants, or lack of safe venues in the neighborhood to engage
in physical activity, sports, and recreation; or the lack of language assistance services in
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health care settings to minimize systems barriers to access and utilization for limited-
English-proficient individuals at risk for diabetes.

Step 2: Specify “best” or “evidence-based” strategies and practices
being used in proposed project interventions in relation to the
problem and factor(s) to be addressed

* Specify proposed project activities to be conducted or implemented. Based on the priority
health or systems issues—and factors causing or contributing to these issues—identified
above, specify the project activities and/or interventions that will be conducted to influence
or impact the factors and, ultimately, to resolve the issue(s).

* Draw from existing science or knowledge about “what works”. As much as possible,
proposed activities and/or interventions should build upon existing science and knowledge
about “promising,” “best,” or “evidence-based” practices (or “what works”). The questions
that grant applicants should answer are: What is the basis for believing that the project and
proposed interventions are likely to be effective in addressing the priority problem(s) and
contributing/causal factors identified? What evidence exists from expert consensus panels,
peer-reviewed scientific journals, findings from research or evaluation studies to suggest
that the proposed strategy or practice has promise or may/will yield a meaningful result?
For example, the recommendations of the U.S. Preventive Services Task Force, at
http://www.ahrqg.gov/clinic/uspstfix.htm#Recommendations, and those of the Task Force on
Community Preventive Services, at http://www.thecommunityguide.org, are drawn from
existing scientific evidence of effective clinical and community-based prevention practice.

Other sources of “evidence-based” programs and “best” practices include, but are not limited
to: the Substance Abuse and Mental Health Services Administration’s (SAMHSA’s) National

Registry of Evidence-Based Programs and Practices, a database of interventions for the
prevention and treatment of mental and substance use disorders, at
http://nrepp.samhsa.gov, and the “Community Toolbox” at the University of Kansas on
community health and development practices, at http://ctb.ku.edu.

* Organize proposed project activities and interventions. Organize selected project activities
and interventions to facilitate a clear link between the activities, the contributing/causal
factors and priority problems being addressed by the activities. This will help in addressing
subsequent steps.
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Step 3: Identify Outcomes, Impacts, and Performance Measures for
the Proposed Interventions

Specify expected outcomes or impacts for project activities and interventions (i.e., the results).
As grant applicants consider and plan their proposed activities and interventions, they need to
identify the outcomes and/or impacts (i.e., the results) that might be expected to take place
following implementation of their projects and such activities and interventions. The
outcomes/impacts identified will guide the design and selection of methods for evaluating the
effectiveness of project activities and interventions.

Once expected outcomes/impacts are identified, it is then necessary to determine how
“success” in achieving these outcomes and impacts will be measured. The questions to
consider include: how project managers or staff will know if their intended outcomes or impacts
have been achieved; what will be counted; and what will be the ‘indicators’ or measures of the
change or progress that occurred as a result of project efforts. In evaluation, typical measures
reflect inputs, outputs, processes, outcomes, and impacts (see definitions below).

* Input Measure: a measure of what an agency or manager has available (e.g., funding, staff,
facilities or equipment, supplies, etc.) to carry out the program or intervention to produce an
output or outcome

* Qutput Measure: a measure of a product, service, or result of a particular intervention (e.g.,
number of people vaccinated with the influenza vaccine, number of personnel trained;
number of phone calls processed by the OMH Resource Center); this type of measure
provides information about the activity or intervention, not the success in achieving the
objectives and goals of the program/project

* Process Measure: a measure of the procedures, tasks, or processes involved in
implementing program or project interventions and activities to produce an output or
outcome (e.g., availability of trained medical interpreters at the time of a doctor’s visit by a
patient with limited-English-proficiency)

* Qutcome Measure: a measure of an event, occurrence, condition, or result of a program or
project that indicates achievement of objectives and goal(s); this type of measure is used to
measure the success of a program, project, or system (e.g., the percentage of people who
do not get influenza); typically, an outcome measure reflects short- and intermediate-term
results (as compared to impact measures)

* Impact Measure: a measure of the direct or indirect long-term effects or consequences of
the outcomes (in terms of overall effectiveness or efficiency), resulting from achieving
program or project objectives and goals (e.g., reduction in the rate of diabetes in the general
population)
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The type(s) of measures identified will inform the evaluation plan and data collection procedures
in support of evaluation.

In order to ensure that performance results from OMH-funded projects are linked and contribute
to program-wide, OMH-wide, and Healthy People objectives and goals, all OMH grantees must
include performance measures that are clearly linked to the set of measures or indicators used
by OMH for its own performance monitoring and reporting purposes. This set of measures is
provided at Appendix 5. All grantees are required to use performance measures that are
clearly linked to the first 7 performance measures as well as at least 2 of the next 3 core
measures identified in the Appendix. Grantees are also strongly encouraged to select
additional measures or indicators from the list towards the expected outputs, processes, and
outcomes of their project efforts contribute. Depending upon the nature of the funded activities
and other desired results, OMH grant applicants may develop and include additional measures.

Step 4: Tie Outcomes/Impacts and Measures to Long-Term
Objectives and Goals

Effectively addressing racial and ethnic minority health problems and systems approaches to
such problems supports the previously referenced goals of the NPA and HP2020. The results
of OMH-funded projects and activities must also contribute not only to relevant grant program-
specific and OMH-wide objectives and priorities, but also to the long-term objectives and goals
of the NPA and HP2020. Consistent with information provided in Step 1, grant applicants
should identify and describe how the outcomes, impacts, and performance measures for their
proposed efforts will contribute to relevant program, OMH, NPA, and HP2020 objectives and
long-term goals.

Step 5: Develop a Logic Model for the Proposed Project and Activities

A logic model is simply a tool, often used by program planners and evaluators, to help identify
planned activities for the program, and how such activities relate to the problem being
addressed and the anticipated results. Logic models can be very useful in organizing the
thinking and clarifying the “logic” behind what is being done and how programs should work.
The University of Wisconsin-Extension web site at http://www1.uwex.edu/ces/Imcourse is an
excellent resource for more information on logic models. Other logic model planning resources
and guidance are also available at:

* http://www.uidaho.edu/extension/LogicModel.pdf

* hittp://www.wkkf.org/knowledge-center/resources/2006/02/WK-Kellogg-Foundation-Logic-
Model-Development-Guide.aspx

* http://www.cdc.gov/eval/resources/index.htm#logicmodels
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In order to ensure a rational approach to OMH-funded grant efforts that will clearly link grant
activities to broader program- and OMH-wide objectives and goals, each grant applicant is
expected to develop and submit a logic model for the proposed project and activities. Such a logic
model should be able to guide subsequent plans for collecting data on and evaluating the project
and activities to determine whether expected outcomes and impacts have, in fact, been achieved.
Examples of a logic model template, a logic model worksheet, and a completed logic model
template for broad-based diabetes activities are provided for this purpose (see Appendices 6, 7,
8, and 9). In addition, see Appendix 10 for actual examples of logic models from selected OMH
grantees.

Step 6: Obtain Appropriate Evaluation Expertise and Determine
Evaluation Types and Methods

Involve individuals who know about evaluation, the community, and the project. Grant
applicants should include individuals on their project teams with expertise to identify and
select the evaluation methods and design needed to determine whether expected results
have been achieved. Good evaluators will also be able to help with:

o The development of the logic models themselves;

o Identification and selection of evaluation methods and design;
o Data collection methods appropriate for the evaluation;

o Design of data collection procedures and forms; and

o Analysis and reporting of the results.

Some grant applicants may wish to enlist external evaluators for this purpose. Local
colleges and universities with faculty, staff, and graduate students who are engaged in
academic research are often good sources for such expertise. However, it is critical for such
individuals and/or other members of the project team to also have knowledge and
experience with the populations and health issues being addressed. In addition to trained
evaluators or researchers, involvement of project participants and practitioners will help
ensure that the evaluation is informed by those who have first-hand knowledge about the
project and its participants as well as a stake in the project and its outcome. If interviews or
surveys will be conducted, persons who understand the culture and who speak the language
of the target population may also need to be included. The purpose of the evaluation
expertise is to help grantees, the project team as a whole, and, ultimately, OMH, produce
meaningful results of the project(s) and program(s) being funded.

Identify evaluation types and methods. Different types of evaluation and methods are
available for assessing the effectiveness of parts and/or all of the proposed project or
program. There are benefits and drawbacks to each type of evaluation and method.
Working with individuals who have the needed expertise, grant applicants should identify the
proposed evaluation type and methods for determining the effectiveness of the strategies,
interventions, and activities to be funded. A list of the types of evaluations generally used is
provided in Appendix 11.
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Step 7: Develop Data Collection Plan, Protocols, and Forms Needed
to Implement the Evaluation

* Develop Data Collection Plan. Once the evaluation design, methods, and measures for
assessing program or project results (outcomes and impacts) are clear, the kinds of data to
be collected and analyzed—and a plan for such collection and analysis—can be determined.
A data collection plan specifies in precise, clear, and unambiguous terms the data that must
be collected, the frequency of collection, the instruments for collection, the sources of the
data, the location of the data, and who will be responsible for collecting the data. This plan
should assist in organizing and coordinating the data collection process. The kind of data to
be collected may differ considerably from activity to activity, and the data source(s) selected
will depend on the kinds of measures selected and the relative feasibility of obtaining the
needed data. Data can be obtained from a variety of sources (such as, state agencies,
hospitals, community health centers, program or project staff, etc.), and through a variety of
means, including surveys or instruments administered to patients, trainees, health care
providers, and other populations targeted or participating in planning and implementation of
project activities. In the diabetes example, one of the measures is the “number/percent of
individuals with increased awareness and knowledge,” for which an appropriate source of
this information may be the participants themselves who received an educational or training
intervention. (See Appendices 12 and 13 for a sample data collection plan template and
examples of actual data collection plans from selected OMH grantees, respectively).

Grant awardees will be expected to implement their evaluation and data collection plans at
the beginning of their projects in order to capture and document activities and actions
contributing to relevant project outcomes/impacts.

* Develop Data Collection Procedures and Forms. Standard forms, questionnaires, other
instruments, and databases—as well as standard procedures for using such tools, and staff
training on these procedures—will facilitate the systematic data collection needed to
effectively implement the data collection plan and conduct the requisite evaluation of
program or project activities. These tools may include, but are not limited to:

o Activity records or tracking forms. These forms document the activities conducted and
provide the basis for assessing connections between the program or project and its
outcomes/impacts. The recording and tracking of basic process data is often necessary
in order to evaluate all activities.

o Outcome/impact data collection procedures and forms. Based on the selected
outcomes/impacts and performance measures to be used, forms need to be developed
and a database (e.g., Microsoft ACCESS) established for recording and storing
performance- or results-oriented data. Relevant forms may include, for example,
surveys or questionnaires used to assess knowledge and attitudes before and after a
program/project intervention, or forms that record changes in organizational linkages or
services provided as a result of a community coalition.
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Appendix 14 includes some examples of data collection forms for recording processes and
outcomes of a few sample activities. In the diabetes example, the types of data that might
be collected include: educational sessions conducted, number of people trained, evidence
of change in awareness or knowledge, records of strategic planning documents and other
products produced by community-based task forces, etc.

Conclusion

Upon award, additional steps will be needed by grantees to implement the evaluation plan,
including training program/project staff to follow data collection protocols, enter data, analyze
data, prepare reports, submit data and disseminate reports to OMH and others, as appropriate.
Grantees need not include information about these steps in the evaluation plan at this time.
However, by following the steps outlined above, OMH grant applicants and other users will be
guided through a careful evaluation planning process designed to increase the ability of OMH-
funded activities to produce meaningful results in return for the public’s investment in OMH’s
grant programs and other efforts. The ultimate goal is to improve the health and well-being of
racial and ethnic minorities in the U.S.; reduce and, ultimately, eliminate the disparate burden of
preventable disease, disability and premature death on such populations; and facilitate systems
approaches to addressing these problems.
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Glossary of Terms

For reference, the following is a brief glossary of terms.

Best Practices: Program models or activities for which effectiveness in achieving specified
goals or objectives has been demonstrated or suggested through a number of evaluations

Cost-Benefit Analysis: A process of measuring the expected cost of an effort or action against
the expected benefit in order to evaluate the desirability of the effort

Cost-Effectiveness Analysis: A comparison of the relative costs and benefits of two or more
approaches to a problem

Evaluability Assessment: A systematic process used to determine the feasibility of a program
evaluation. It also helps determine whether conducting a program evaluation will provide useful
information that will help improve the management of a program and its overall performance.

Evidence-based: Based on scientific evidence or the best possible knowledge that is available

Experimental Design: A method of research in which individuals in the target population are
randomly assigned to an experimental group receiving the intervention (project activities) or a
control group that does not receive the intervention, and data are collected from both groups
throughout the project. The overwhelming benefit of experimental designs is the ability to
attribute the cause of the observed changes in the experimental group to the intervention rather
than to something else. Because of random assignment to the two groups, the two groups are
assumed to be equal in all relevant characteristics except the presence of the intervention. This
“randomized controlled trial” produces stronger evidence, but it can be expensive and potentially
difficult to implement in a community setting.

Formative Evaluation: A type of evaluation that is typically conducted during the development
(or formation) of a strategy, program, or product (including trained personnel) to assess (or
‘test’) their strengths and weaknesses before implementation. Such evaluations permit
necessary revisions and improvements that enable planned efforts to be tailored to the target
audience(s), as in the case of campaign strategies, products, or messages that are ‘pre-tested’
by a small group before they are implemented on a large scale. They can also be used for
observing, monitoring, and providing feedback on student, staff, or trainee performance to
improve skills. The basic purpose is to maximize the chance for program, project, or trainee
success before full implementation of the activity starts. Unlike summative evaluations,
formative evaluations are primarily prospective, shape program/project direction, and provide
feedback towards improvement. Examples of formative evaluations are needs assessments,
evaluability assessments, and process evaluations.

Goals: Broad statements (i.e., written in general terms) that convey a program's overall intent
to change, reduce, or eliminate the problem described. Goals identify the program's intended
short- and long-term results.
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Impact Evaluation: A type of evaluation that focuses on the long-range results of the program
or project, and changes or improvements as a result (for e.g., long-term maintenance of desired
behavior, reduced absenteeism from work, reduced morbidity and mortality). Because such
evaluations are the most comprehensive and focus on long-term results of the program and
changes or improvements in health status, they are the most desirable. However, impact
evaluations are rarely possible because they are frequently costly and involve extended
commitment. Also, the results often cannot be directly related to the effects of a program,
project, or activity because of other (external) influences on the target audience, which occur
over time.

Impact Measure: A measure of the direct or indirect long-term effects or consequences of the
outcomes (in terms of overall effectiveness or efficiency), resulting from achieving program or
project objectives and goals (e.g., reduction in the rate of diabetes in the general population)

Input Measure: A measure of what an agency or manager has available (e.g., funding, staff,
facilities or equipment, supplies, etc.) to carry out the program or activity to produce an output or
outcome

Logic Model: A tool for planning, implementing, and evaluating programmatic efforts, by
mapping out the theory or rationale that supports what is being done. Logic models typically tie
together: long-term problem(s) to be addressed; factors that must be addressed that contribute
to the problem(s); strategies and practices, and supporting resources, that can be mobilized to
address the factors and the problems; and measurable impacts and outcomes that can be
expected to result from implementing the strategies and practices — as these relate to the long-
term problem(s).

Meta-Analysis: A technique for summarizing and reviewing research on a topic

Needs Assessment: A method of collecting information on the needs, wants, and expectations
of a community or other group of people to gain a picture of the strengths and weaknesses of
the community or group for program planning and resource allocation purposes

Non-experimental Design: A type of research method in which only one group receiving the
intervention is being observed or studied without the use of a comparison group to control for
outside factors. Thus, such designs generally involve less data collection and are easier to plan
and carry out. They typically involve observing and/or collecting all relevant data—including data
on key performance measures—on participants at selected points in time during the project.
Examples of such design include, but are not limited to, case studies, structured interviews,
surveys, pre-/post-tests, ethnographic studies, and document reviews (e.g., medical records,
intake and discharge forms). Because non-experimental designs have only one group, they are
infrequently used to evaluate whether particular interventions are effective in producing
specified outcomes, because causality (i.e., whether outcomes are the result of the intervention)
cannot be established. However, if conducted properly, this type of design can be just as
informative as the two previously discussed designs.
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Objectives: Statements derived from the program goals which explain how the program goals
will be accomplished. Objectives are well-defined, specific, quantifiable statements of the
program's desired results. They should include the target level of accomplishment, thereby
further defining goals and providing the means to measure program performance.

Outcome Evaluation: A type of evaluation used to obtain descriptive data on a program or
project and to document (typically) short- and intermediate-term results. Task-focused results
are those that describe the output of the activity (e.g., the number of public inquiries received as
a result of a public service announcement). Shorter-term results describe the immediate effects
of the project on the target audience (e.g., percent of the target audience showing increased
awareness of the subject). Information from such evaluation can show results such as
knowledge and attitude changes, short-term or intermediate behavior shifts, and policies
initiated or other institutional changes.

Outcome Measure: A measure of an event, occurrence, condition, or result of a program or
project that indicates achievement of objectives and goal(s); this type of measure is used to
measure the success of a program, project, or system (e.g., the percentage of people who do
not get influenza).

Output Measure: A measure of a product, service, or result of a particular activity (e.g.,
number of people vaccinated with the influenza vaccine, number of personnel trained; number
of phone calls processed by the OMH Resource Center); this type of measure provides
information about the activity, not the success in achieving the objectives and goals of the
program/project.

Performance Data System (PDS): OMH’s current web-based system for collecting and
reporting standardized performance data across all OMH-funded programs and projects. The
PDS is organized to reflect the logic depicted in the Strategic Framework for Improving
Racial/Ethnic Minority Health and Eliminating Racial/Ethnic Health Disparities, and, to the extent
possible, includes not only output and process measures but also outcome measures on which
OMH regularly reports for GPRA and performance planning and budgeting purposes.

Performance Measures/Performance Indicators: Particular values or characteristics used to
measure program toward goals, and also used to find ways to improve progress, reduce risks,
and/or improve cost-effectiveness. They represent the actual data/information that will be
collected at the program or project level to measure the specific outcomes/impacts or results
that a program is designed to achieve.

Process Evaluation: A type of evaluation that examines the tasks and procedures involved in
implementing a program or activities, including the administrative and organizational aspects of,
and delivery procedures involved in, the efforts. Such evaluations enable monitoring to ensure
feedback during the course of the program or project.

Process Measure: A measure of the procedures, tasks, or processes involved in implementing
program or project activities to produce an output or outcome (e.g., availability of trained
medical interpreters at the time of a doctor’s visit by a patient with limited English proficiency)
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Program: A group of individual (in this case, grantee) projects, unified by a set of goals, health
issues of focus, recommended types of activities, eligible grant recipients, etc.

Project: An individual project (grantee), usually within an overall program, addressing one or
more specific target populations or communities, and health issues

Quasi-experimental Design: A research method in which data are collected and compared
over the course of the project between an experimental group receiving the intervention (project
strategies or practices) and a similar population (control or comparison group) not receiving the
intervention. Such an approach can help assess whether the intervention was responsible for
outcomes/impacts, even though it will not be as rigorous as a randomized controlled trial. A
guasi-experimental design is usually more feasible than the experimental approach, and is ideal
when randomization is not possible or is not appropriate.

Statistical Significance: A conclusion after statistical analysis of research data signifying that
the result is not likely to have occurred by chance. It confirms a relationship or difference
between variables.

Summative Evaluation: A type of evaluation that looks at a combination of measures and
conclusions for larger patterns and trends in performance, to assess, in summary, whether the
program or project overall did what it was designed to do. Compared to formative evaluations,
summative evaluations are primarily retrospective, document evidence, and show results and
achievement. Examples of summative evaluations include outcome and impact evaluations,
cost-effectiveness and cost-benefit analyses, and meta-analyses (which integrate outcomes
from multiple studies to determine an overall judgment or summary conclusion about a
particular research or evaluation question).
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Examples of Types and Sources of
Data to Guide Planning

The following types and sources of data may be useful in describing racial and ethnic minority
health or systems problems, and factors contributing to such problems:

Demographic data. These data can provide information on certain population characteristics
within a State, Tribal area, or region, such as race, ethnicity, gender, age, geographic location,
education, income, and primary language spoken at home (i.e., English versus another
language). Demographic data can be obtained from the U.S. Census Bureau at
http://www.census.gov/. These data can help answer questions about the racial and ethnic
minority populations in a particular State, region, or community.

Population and community health data. Excellent Federal sources for national and, in some
cases, State or local health data include the CDC “Wonder” system at http://wonder.cdc.gov/,
the Morbidity and Mortality Weekly Report data at http://www.cdc.gov/immwr/, and data from the
National Center for Health Statistics at http://www.cdc.gov/nchs/. Racial and ethnic minority
health data can be accessed from such sites as
http://minorityhealth.hhs.gov/templates/browse.aspx?Ivi=1&IvIID=2 or, by State, at Kaiser Family
Foundation’s http://www.statehealthfacts.org/, or from national minority health organizations.
State health departments and State offices of minority health are also good sources for data
about the populations in their jurisdictions. In addition, Inter-Tribal Council Epidemiology
Centers are designed to provide access to health data for member Tribes. These data can help
answer questions about the key health problems and risk factors for the selected populations.

Systems data. This category refers to information on the kinds of broad systems
characteristics that might promote or inhibit the ability to address racial and ethnic minority
health problems in a State, another geographic area, or an organization (e.g., whether
infrastructure and staff are available to address identified problems; whether strategic plans
have been developed to guide progress toward goals and objectives; whether task forces or
other coordinating bodies exist to identify and pool resources, expertise, and other talent;
whether data/information and communication systems support needed functions; whether
services provided are client-, patient-, or user-centered). These systems characteristics are not
limited to health care or public health systems alone. Health systems-related information may
be found through the Web sites of State health departments and other health-oriented task
forces or organizations . For example, the American Public Health Association has a link on its
website for information on selected State and local health departments (at
http://www.apha.org/about/Public+Health+Links/LinksStateandLocalHealthDepartments.htm).
There is also a directory of official state, county, and city government websites at
http://www.statelocalgov.net/50states-health.php. In addition, the aforementioned Kaiser Family
Foundation website (http://www.statehealthfacts.org/) includes individual state health profiles
and a feature that enables comparisons between state and U.S.-wide demographic and health
data. These data may help answer questions about key systems issues that make an impact on
the health of selected populations.
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Health care coverage, access, and utilization data. One Federal source for such data is the
Agency for Healthcare Research and Quality’s Healthcare Cost and Utilization Project
Databases, at http://www.ahrg.gov/data/hcup/. This particular site includes State-level data,
though such data vary in terms of what is reported. The Centers for Medicare & Medicaid
Services is another Federal source of data, particularly on enrollees in Medicare, Medicaid, and
the Children’s Health Insurance Programs, at http://www.cms.hhs.gov/home/rsds.asp. State
departments of public health may also have data on health insurance coverage within the State.
In addition, the Commonwealth Fund at http://www.cmwf.org/ tracks trends in health coverage,
access, and quality and provides data on State health policy and underserved populations.
These data can help answer questions about the nature and extent of health care access and
usage for a selected population (or populations).
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Healthy People 2020 Topic Areas

There are a total of 42 topic areas for 2020. Twenty-nine were continued from Healthy People 2010, and 13 were added for 2020.

Access to Health Services

Adolescent Health*

22.

HIV

Arthritis, Osteoporosis, and Chronic Back Conditions

23.

Immunization and Infectious Diseases

Blood Disorders and Blood Safety*

24.

Injury and Violence Prevention

Cancer

25.

Lesbian, Gay, Bisexual, and Transgender Health*

Chronic Kidney Disease

26.

Maternal, Infant, and Child Health

Dementias, Including Alzheimer’s Disease*

27.

Medical Product Safety

Diabetes

28.

Mental Health and Mental Disorders

O N g~ Wi

Disability and Health

29.

Nutrition and Weight Status

=
o

. Early and Middle Childhood*

30.

Occupational Safety and Health

=
=

. Educational and Community-Based Programs

31.

Older Adults*

[EnY
N

. Environmental Health

32.

Oral Health

[EnY
w

. Family Planning

33.

Physical Activity

[EnY
I

. Food Safety

34.

Preparedness*

[EnY
a1

. Genomics*

35.

Public Health Infrastructure

=
(o))

. Global Health*

36.

Respiratory Diseases

=
\'

. Healthcare-Associated Infections*

37.

Sexually Transmitted Diseases

=
(o]

. Health Communication and Health Information Technology

38.

Sleep Health*

=
©

. Health-Related Quality of Life & Well-Being*

39.

Social Determinants of Health*

N
o

. Hearing and Other Sensory or Communication Disorders

40.

Substance Abuse

N
iy

. Heart Disease and Stroke

41.

Tobacco Use

* New Topic Area for 2020
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OMH Performance Measures/
Indicators for Grantees

Once grantees identify the outputs, processes, outcomes, and other results expected from the
strategies, practices, or interventions to be conducted as part of their OMH-funded projects,
they will then need to determine what measures to use as indicators of progress towards such
results. OMH recognizes that some desired results -- such as long-term progress towards the
goals of the National Partnership for Action to End Health Disparities (NPA) and the goals and
objectives of Healthy People 2020 (HP2020) -- will have fairly straightforward performance
measures or indicators (e.g., the number of NPA or HP2020 objectives towards which a grant-
funded program or project contributes). Other intended outcomes (such as increased
coordination and collaboration for greater effectiveness and efficiency) currently lack precise
methods or means for measuring progress and, thus, may require greater flexibility and/or be
tailored to specific grant activities (e.g., the number of formal written agreements established
between organizational partners, or the number of links and cross-references among a network
of organizations identified on web pages or in resource or referral guides).

It is critical, however, for OMH grantees to keep in mind that their OMH-funded projects must
use performance measures or indicators that are linked and contribute to grant program-wide,
OMH-wide, and NPA and Healthy People objectives and/or goals.

Grantees are required to identify performance measures or indicators
clearly linked to the following OMH or HHS-wide performance
measures.

* Number of measurable Healthy People 2020 objectives towards which OMH-funded project
and programmatic efforts contribute (see Healthy People website at
http://www.healthypeople.gov/)

* Number of OMH-funded projects, programs, and initiatives that contribute towards each of
the goals of OMH’s National Partnership for Action to End Health Disparities (see
http://www.minorityhealth.hhs.gov/npa/)

* Number of grantee and partnering organizations with strategic plans and/or formal strategic
planning processes to guide and monitor progress towards organizational goals and
objectives, including those plans and planning processes specific to racial/ethnic minority
health improvement and/or health disparities reduction

* Number of full-time equivalents (FTES) on grant project staff supported with OMH funding

* Number of partnerships facilitated and/or established to enhance coordination and
collaboration of efforts to address racial/ethnic minority health/health disparities problems

*  Amount of funding, staffing, and other resources ‘leveraged’ through partnerships to more
efficiently and effectively address racial/ethnic minority health/health disparities problems of
mutual interest
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o At the grantee organization level
o At the grant project level

* Number of individuals participating in OMH-funded project and programmatic strategies,
practices, and interventions being implemented or conducted

o Total participants

o Participants by race, gender, and age

Grantees are required to identify performance measures or indicators
clearly linked to at least two of the following OMH-wide performance
measures.

* Number of OMH-funded strategies/practices or interventions addressing individual-level
factors (e.g., individual awareness/knowledge, attitudes/perceptions, satisfaction, skills,
behaviors)

* Number of OMH-funded strategies/practices or interventions addressing community- or
environmental-level factors (e.g., air and water pollution, sanitation, crime and violence,
safe parks and playgrounds, community awareness/knowledge, community horms and
values, access to and availability of goods and services in the community (including health
care), social capital and community support groups, policies supportive of community health
and well-being)

* Number of OMH-funded strategies/practices or interventions addressing systems-level
factors (e.g., infrastructure, resources, and capacity; leadership, commitment, and
sustainability; coordination and collaboration; user-centered design such as culturally and
linguistically appropriate services or enhanced workforce diversity; improved data collection,
analysis, and use for planning and decision-making; research coordination and
transdisciplinary research to address gaps and weaknesses in science and knowledge;
dissemination and use of research and evaluation results)

Grantees are encouraged to identify performance measures or
indicators that clearly link the expected outputs, processes, and
outcomes of their project activities to the following OMH performance
measures.

* Number of individuals who participated in OMH-supported one-on-one education, training,
technical assistance, mentoring, counseling, consultation, or case management sessions
conducted

o For patients, clients, customers, their families, or other individuals
o For health care providers, other service providers, or other professionals

* Number of individuals who participated in OMH-supported group education, training, TA,
mentoring, counseling, consultation, or case-management sessions conducted
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o For patients, clients, customers, their families, or other individuals
o For health care providers, other service providers, or other professionals

Number of individuals who received OMH-funded language interpretation and/or other
verbal language assistance in clinical and/or other service encounters

Number of individuals who received OMH-funded printed/written instructional or educational
materials, forms, and other documents translated into languages other than English

Number of individuals who received OMH-funded, English-language instructional or
educational documents or other print materials to address health needs for themselves, their
families, or, in the case of service providers, their patients or clients

Number of individuals who received OMH-funded community-based health screenings

Number of individuals who received health referrals based on the results of OMH-funded
community-based health screenings

Number of individuals who sought and were provided with health care as a result of OMH-
funded screenings and referrals

Number of individuals who participated in OMH-funded conferences or other large-scale
meetings (e.g., town hall meetings, community listening sessions)

Number of individuals who participated in OMH-funded community-based health fairs,
expositions, and other similar public events

Number of unique visitors (not hits) to grantee organizational websites and OMH-funded
project-specific web pages

Number of unique visitors and total interactions using social media forums, applications, and
outlets (e.g., blogs, message boards) in support or as a result of OMH-funded projects or
programs

Number of texts, manuscripts, or other articles about OMH-funded projects published in
peer-reviewed journals or other venues

Estimated audience reach (in thousands of individuals) by a particular broadcast (e.g., radio,
television) or print (e.g., newspaper, magazine) media outlet (as documented by that outlet)
for informational and educational interventions conducted as part of OMH-funded project
and program efforts

Number and percent of individuals with increased awareness and knowledge of racial/ethnic
minority health problems and how to address such problems as a result of OMH-funded
project participation

Number and percent of individuals with positive changes in attitudes/ perceptions that will
improve racial/ethnic minority health and reduce health disparities

Number and percent of individuals with improved skills that will contribute to improved
racial/ethnic minority health and reduced health disparities

Number and percent of individuals with increased satisfaction as a result of
strategies/practices and interventions provided
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* Number and percent of limited-English proficient individuals who, as a result of OMH-funded
strategies/practices or interventions, are offered improved language assistance through their
usual source of health care

* Number and percent of racial/ethnic minority individuals seeking or obtaining clinical or
hospital services who have improved communications with doctors and other staff and/or
improved experiences of care as a result of OMH-funded activities

* Number and percent of doctors, nurses, and other clinical or hospital staff who have
improved communications with -- and/or improved experiences providing care to --
racial/ethnic minority individuals seeking or obtaining health services as a result of OMH-
funded activities

* Number and percent of persons with increased participation in OMH-supported “pipeline’
programs that promote racial/ethnic diversity in the public health, health care, and/or
research workforce

* Number and percent of persons who demonstrate positive changes in behaviors and/or
lifestyles for greater health and well-being

* Number of public policies (e.g., laws, regulations, budget priorities, formal guidelines or
standards of practice) developed, adopted, implemented, enforced, or changed with regard
to racial and ethnic minority health and health disparities issues as a result of OMH-funded
projects, programs, and initiatives

* Number of OMH-funded interventions and other programmatic efforts evaluated for
effectiveness in achieving desired outcomes and subsequently identified as “best” or
“evidence-based”

OMH grantees may develop and include additional measures depending upon the nature
of the funded interventions/activities and desired results.
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Logic Model Template

This template is based on the Strategic Framework for Improving Racial/Ethnic Minority Health
and Eliminating Racial/Ethnic Health Disparities developed by OMH. The template depicts four
of the five steps in the Framework, aligned in a row from left to right, with each step identified in

a logical progression necessary to effectively address the long-term racial/ethnic minority health
problems identified.
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Contributing factors are factors contributing to or causing long-term problems that are being
addressed in the proposed project or activities. It is recommended that grantees identify the
factors at the individual level, environmental-/community-level, and systems-level, as
appropriate for their projects. Individual-level factors include knowledge, attitudes, skills,
behaviors, and biological and genetic risks. Community- or environmental-level factors are
related to the physical environment, the social environment, or economic barriers, with the
social environment subdivided into community values, community assets, or community
involvement. Systems-level factors include the kinds of systems that a community, State, tribal
entity, region, or nation might have (or not have), and the approaches used (or not used) for
identifying the problems or needs in their respective jurisdictions and for directing resources to
address the problems or needs. They are organized into five major categories: components and
resources; coordination and collaboration; leadership and commitment; user-centered design;
and science and knowledge.

Strategies and practices are those specific intervention activities, including processes, tools,
events, technology, and actions, that are an intentional part of the program implementation.
They are used to bring about the intended program changes or results. Approaches that
address individual-level factors include efforts to increase knowledge, promote attitudes, and
improve skills that affect decisions about health-related behavior. Strategies for addressing
community-or environmental-level factors extend beyond individuals and include efforts to
promote a healthy physical or social environment and to address economic barriers. Systems-
level strategies include efforts that seek to increase and strengthen system components and
resources; promote coordination, collaboration, and partnerships; foster and ensure leadership
and commitment; promote user-centered design to address racial/ethnic minority needs; and
improve science and knowledge about successful strategies and practices.

Outcomes and impacts refer to specific changes occurring in individuals, groups,
organizations, communities, or systems, and are often specified as short-, intermediate-, and
long-term outcomes. Short-term outcomes are immediate effects of the program and usually
include changes in program participants’ knowledge and skills. Intermediate outcomes and
long-term outcomes or impacts involve behavioral, normative, and system changes in the
individuals, communities and systems. Individual-level outcomes and impacts include increased
awareness and knowledge about health issues, increased skills for racial/ethnic minorities to
adopt healthy lifestyle behaviors, increased patient adherence to prescribed treatment
regimens, etc. Community- or environmental-level outcomes and impacts include decreased
exposure to health risks in the community, increased health care access and appropriate
utilization, increased health-conducive changes in community attitudes, values and norms, etc.
Systems-level outcomes and impacts include increased formal partnerships and collaboration
leading to coordination or leveraging of resources for greater efficiency and effectiveness of
individual and collective efforts, increased strategic planning and implementation of plans,
increased knowledge development and science base about successful strategies and practices
for improving racial/ethnic minority health and reducing health disparities, etc.
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Performance measures are specific and measurable indicators used for tracking and
documenting the progress of the program towards achieving program objectives. There are
different types of performance measures, including input measures, output measures, process
measures, outcome measures, and impact measures (see Step 3 in the Evaluation Planning
Guidelines for details). The grantee needs to align performance measures with OMH required
and optional performance measures (see Appendix 5 for details).

Long-term objectives and goals are the long-term results towards which program and project
achievements contribute, including those of the NPA and HP2020. These objectives can be set,
if desired, for the individual, community and/or systems level(s). See Appendix 3 for the NPA
goals and Appendix 4 for the HP2020 objective topic areas.
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Logic Model Worksheet

The logic model should lay out the logical relationship between the factors causing or contributing to the long-term problem or problems the program
is attempting to address, the strategies and practices being employed, and the outcomes and impacts to be achieved that will contribute towards
longer-term objectives and goals for OMH and the Nation as a whole. It is a description of what the program will do and how the program will work
to improve racial/ethnic minority health and eliminate racial/ethnic minority health disparities.

Project Name:

Long-Term Problem(s) to be Addressed:

Long-Term Objectives and Goals to be Achieved:

Performance Measures for
Contributing Factors Strategies and Practices Outcomes and Impacts All Grantees Optional Measures
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Logic Model Worksheet: Diabetes Project

The logic model should lay out the logical relationship between the long-term problem being addressed, the factors that cause or contribute to the
long-term problem, the strategies and practices to be employed to affect the factors, the outcomes and impacts to be achieved if the strategies and
practices are effective, and the longer -term objectives and goals towards which the shorter- term outcomes contribute. It is a description of what
the program will do and how the program will work to improve racial/ethnic minority health and eliminate racial/ethnic health disparities.

Project Name:

Long-Term Problem to be Addressed:
Long-Term Objectives/Goals to be Achieved:

Community Programs to Improve Minority Health

High rate of preventable morbidity and premature mortality in relation to diabetes

Reduce prevalence of diabetes in minorities

Contributing Factors

Strategies and Practices

Outcomes and Impacts

Performance Measures for
All Grantees

Optional Measures

Lack of awareness and knowledge
about the connections between diet,
exercise, obesity, and diabetes

Lack of public awareness about risk
factors related to diabetes

Lack of community assets, such as
healthy food choices in local grocery
stores and restaurants

Lack of safe venues to engage in
physical activity, sports, and recreation

Lack of strategic planning to guide
leadership action and assess progress
towards established diabetes
prevention and management objectives
and goals

Lack of language assistance services in
health care settings to minimize
systems barriers to access and
utilization for limited-English-proficient
individuals at risk for diabetes

Provision of individually-oriented health
education through tailored channels
(e.g., health providers or faith-based
organizations)

Conduct of community-based health
education or communication campaigns
through local media channels, schools,
and community organizations

Partnerships among local leaders in the
restaurant, grocery, and exercise/
fithess industries, local health and other
city officials, and representatives of
communities at risk for diabetes

Development and implementation of a
strategic plan that identifies diabetes
prevention and management as a
priority, and sets benchmarks and
targets to guide action towards
established objectives and goals that
can strengthen leadership effectiveness

Introduction of linguistically appropriate
services, such as properly translated
written materials and medical
interpreters during clinical encounters
to promote health care access and
utilization for limited-English-proficient
patients who may be at risk for or have
diabetes

Increased awareness/knowledge
about the link between diet, exercise,
obesity, and diabetes

Increased healthcare provider skills in
educating and counseling their
patients about diabetes prevention,
treatment, and management

Increased patient adherence to
prescribed diet, exercise, and
treatment regimens for diabetes

Increased public awareness about
diabetes and related risk factors

Increased plans and policies that
promote healthier dietary choices and
safe places for exercise and sports in
the community

Increased health care system design
characteristics, such as the provision
of trained medical interpreters or
bilingual health care providers, to
facilitate access and use of the
system by racial, ethnic, and linguistic
minority patients with diabetes

Number of diabetes-related Healthy
People objectives addressed, e.g.
proportion of adults with diabetes whose
condition has been diagnosed, proportion
of adults with diabetes who have an
annual dilated eye examination,
proportion of adults with diabetes who
have at least an annual foot examination

Number of diabetes-related Healthy
People objectives addressed that are not
making progress, e.g. proportion of
persons with diabetes who receive formal
diabetes education, promotion of adults
with diabetes who perform self-blood-
glucose monitoring at least once daily

Number of individuals participating in
OMH-funded diabetes activities per year

Number/percent of individuals with
increased awareness and knowledge of
diabetes and how to address it as a result
of OMH-funded program participation

Number of strategic planning documents
developed to guide progress towards
diabetes prevention, treatment, and
management goals and objectives

Number of partnerships to enhance
coordination and collaboration on
diabetes treatment and control

Number of training and TA events

Number of evidence-based practices
on diabetes treatment and control
identified to inform planning and
evaluation of minority health/health
disparities efforts and systems
approaches
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Project Name:
Long-Term Problem:

Long-Term Objectives & Goals:

Logic Model Examples — Diabetes

Community Programs to Improve Minority Health
High rate of preventable morbidity and premature mortality in relation to diabetes

Reduce prevalence of diabetes in minorities

Contributing Factors

=

Strategies and Practice

=

Outcomes and Impacts

Lack of awareness and knowledge
about the connections between diet,
exercise, obesity, and diabetes

Lack of public awareness about risk
factors related to diabetes

Lack of healthy food choices in local
grocery stores and restaurants

Lack of safe venues to engage in
physical activity, sports, and
recreation

Lack of strategic planning to guide
leadership action and assess
progress towards established
diabetes prevention and
management objectives and goals

Lack of language assistance
services in health care settings to
minimize systems barriers to access
and utilization for limited English
proficient individuals at risk for
diabetes

Individually-oriented health education
through tailored channels (e.g., health
providers or faith-based organizations)

Community-based health education or
communication campaigns through
local media channels, schools, and
community organizations

Establishment of partnerships among
local leaders in the restaurant, grocery,
and exercise/fitness industries, local
health and city officials, and
representatives of communities at risk
for diabetes

Development and implementation of a
strategic plan that identifies diabetes
prevention and management as a
priority, and sets benchmarks and
targets to guide action towards
established objectives and goals that
can strengthen leadership
effectiveness

Introduction of linguistically appropriate
services, such as properly translated
written materials and medical
interpreters during clinical encounters
to promote health care access and
utilization for limited English proficient
patients who may be at risk for or have
diabetes and to provide user-centered
care

Increased awareness/knowledge
about the link between diet, exercise,
obesity, and diabetes

Increased healthcare provider skills in
educating and counseling their
patients about diabetes prevention,
treatment, and management

Increased patient adherence to
prescribed diet, exercise, and
treatment regimens for diabetes

Increased public awareness about
diabetes and related risk factors

Increased plans and policies that
promote healthier dietary choices and
safe places for exercise and sports in
the community

Increased system design
characteristics to minimize barriers for
racial/ethnic minority users, such as
the provision of trained medical
interpreters or bilingual health care
providers to facilitate health care
access and use by limited-English-
proficient patients with diabetes

il

Performance Measures for All Grantees

Number of diabetes-related Healthy People objectives
addressed, e.g. proportion of adults with diabetes
whose condition has been diagnosed, proportion of
adults with diabetes who have an annual dilated eye
examination, proportion of adults with diabetes who
have at least an annual foot examination

Number of diabetes-related Healthy People objectives
addressed that are not making progress, e.g. proportion
of persons with diabetes who receive formal diabetes
education, proportion of adults with diabetes who
perform self-blood-glucose monitoring at least once
daily

Number of individuals (unduplicated) participating in
OMH-funded diabetes activities per year

Number and percent of individuals with increased
awareness and knowledge of diabetes and how to
address it as a result of OMH-funded program
participation

Number of strategic planning documents developed

Number of partnerships to enhance coordination and
collaboration on diabetes treatment and control

Optional Performance Measures*
Number of training and TA events

Number of evidence-based practices on diabetes
treatment and control identified to inform planning and
evaluation of minority health/health disparities efforts
and system approaches

*Grantees are encouraged to identify additional performance measures or indicators that clearly link the expected outputs,
processes, and outcomes of their funded-efforts to other OMH performance measures
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Grant program: Curbing HIV/AIDS Transmission among High Risk Minority Youth and Adolescents (CHAT)

Grantee organization name: Cascade AIDS Project

Grantee project name: CHAT PDX
Best practice: Developing a logic model based on OMH’s strategic framework
Long Term Problems |—e| Contributing Factors |—# Strategies and Practices |  Outcomes and Impacts  |—w Long Term
i 9 - Objectives and Goals
Individual Level Individual Level Individual Level
w HIW knowlede iall zimed at increasing = Increased knowledge of
« Attitudes and balisfs kniowiledge, skills and HI'V serostatus
& Skill attiudes) = [Ncreased general e iy
Health of At-fisk » HIV rakated behaviors s Peer education knowledge of HIVIAIDS disparities far at-
Youth « Testing » Increased seff-efficacy of e
HIV skt « Technology yauth — to modify their Fisk minarty youth
¥ behaviors
« HIV-related health « Enhanced social skills to
KEsparkies use in peer education on
HIW risk
Community Level Community Level Community Level
« Physical emviranment + Liein 1 o chan » Established network via
Erﬁl'ilﬂ"m”"ﬂm. r'n:lrn15|5p@EI = techneology to allow instant
havsing, ete.) = Effarts to address a"}':e's'*;ttf'_" BAtAY o
« Zocial envirarmment racism, homophabia information
(narms, ete.) and economic barriers = Use of technalogy and peer b AV
Systems Issues s« Economic barriers « Promating services that education to address social Ir:?rjuur:‘til-ﬁh
Lack of » Racism are aimed at cresting a Nofms on tesing and ¥
s « Homophabia healthy physical awareness an HIV
coordinated Srkormmat disparities
appraach
» Iradequate
FRSOUIoRS System Level Systems Level Systems Level
» Financial resowrces « INcreasing rescurces z ?;;Tgr:fﬁﬁﬁ:fma
= Collaboration « Fromating participation feiiih it daned
« Community-driven af at-risk youth (racial g in Imprave systems
design and sexual minorites pavinSnsiiips And panning approach ta
and homeless youth) to reduce barriers o eliminate
« Strenglhening a i Tt disparities
eollabarations i i i
peer education programs
« Imtegrated services among
yauth service providers
+ Expanded HIY testing
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Grant program:

Youth Empowerment Program (YEP)

Grantee organization name:

Swarthmore College

Grantee project name:

Blueprints (Phase 1)

Best practice:

Developing a logic model that links process and outcome measures to project activities

Contributing Factors to be

Addressed

Strategies, Practices & Output Measures

Outcomes & Impacts
(Outcomes & Impacts Measures)

Performance Measures

Contributing Factors
Directly Addressed:

Antisocial benefits and
attitudes toward targeted
risk-taking behaviors
related to interpersonal
violence, sexual activity,
and use of alcohol, tobacco
and other drugs

Low levels of community
participation / engagement

Poor academic
performance, attendance &
educational expectations

Low levels of school
connectedness

Lack of connection to
prosocial peers and adults

Contributing Factors not
Directly Addressed:

Availability of drugs

Community norms
favorable to drugs and
crime

Community & school
district disorganization

Residential transitions and
mobility

Extreme economic
deprivation

Community norms against
commitment to education

Academic Enrichment:

1) Swarthmore students provide curriculum-
based remediation in math and reading

Life Skills:

2) Wellness Center trains participants to be peer
educators (community service component)

3) Mentoring/Role Modeling provided by
Swarthmore students

4) Participants are held accountable to meet
program standards and requirements

5) College Access Center teaches skills to
navigate career exploration and college
access

Personal Development/Wellness:

6) Participation offers positive use of time

7) Participants learn risk-reduction lesson plans
to be taught to younger students via
community service component

8) Youth take part in team building activities to
promote bonding with other participants and
staff

9) Youth participate in recognition events and
receive incentives for effort and achievement

Cultural Enrichment:

10) Participation in Saturday Cultural Institute
presented by Swarthmore students

Career Development:

11) College Access Center aids students in
identifying careers of interest;

12) Wellness Center places students in job
shadowing experiences

Key Output Measures:

13) # Youth for whom each data collection activity
has been completed by activity, by due date;
# hours of youth contacts, by type; # parent
contact, by type

Key Process Measures:

14) Please see Timeline, Appendices

Academic Enrichment:

1) Increased reading and math levels (% with increase of
2 or more levels)

2) Increased / sustained year-end promotion to next
grade (% promoted)

3) Increased commitment to education (and with
increased scores, baseline vs. post-test)

Life Skills:

4) Increased knowledge and skills required for peer
educator role (% with increased assessment scores,
baseline vs. post-test)

5) Increased attainment of social and workforce skills
(% with increased assessment scores, baseline vs.
post-test)

6) Increased knowledge of college application & financial

aid process (% who complete college application
checklist in full)

Personal Development/Wellness:

7

8)

9)

Increased connection to prosocial peers and adults
(% with increased assessment scores, baseline vs.
post-test)

Increased commitment to community service/civics
(% with increased assessment scores, baseline vs.
post-test)

Enhanced view of one’s value to the community
(% who self-report enhanced view retrospectively)

Cultural Enrichment:
10) Enhanced view of self as part of African-American

community (% who self-report enhanced view
retrospectively)

Career Development:
11) Increased participant knowledge of career interests

and completion of job shadowing (% who complete at
least one shadowing experience in career of interest)

Risk Behaviors:
12) Decreased participation in ATOD use, risky sexual

behaviors, and interpersonal violence (% active in

program for duration with decreased participation in at

least one risk behavior previously reported)

For All OMH Grantees:

1) Number of HP 2010 objectives for priority
racial/ethnic minority health & systems
issues that are being addressed by the
OMH grantee

2) Number of measurable, racial/ethnic
minority-specific HP2010
objectives/subobjectives that have not
made progress towards (or are moving
away from) their targets that are being
addressed by the OMH grantee

3) Number of unduplicated individuals
participating in OMH-funded grant program
activities per year

4) Number and % of individuals with
increased awareness and knowledge of
racial/ethnic minority health problems and
how to address such problems as a result
of OMH-funded program participation

5) Number of racial/ethnic minority health
improvement- and/or disparities-related
strategic plans developed to facilitate
leadership and organizational
effectiveness

6) Number of partnerships facilitated and/or
established to enhance coordination and
collaboration on racial/ethnic minority
health/ health disparities problems.

Optional OMH Grantee Measures:

7) Number of FTEs on program/project staff
supported with OMH funding

8) Number and % of individuals trained
through OMH-supported activities

9) Number of “best practices” or “evidence
based strategies” identified as a result of
OMH-funded efforts

Optional Additional OMH Grantee Measures

are listed parenthetically to the left

(Outcomes & Impact Measures)
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Grant program:

State Partnership Program to Improve Minority Health (SP)

Grantee organization name:

Oregon Department of Health Services, Public Health Division

Grantee project name:

Promoting Health Equity through Regional Equity Coalitions

Best practice:

Developing a logic model that focuses on community- and systems-level changes

Contributing
Factors

Strategies and
Practices

Outcomes

Performance Measures

Long-Term Objectives and
Goals

Lack of coordination
between health
providers, public
health, policy makers
and community
organizations.

Establish 3 cross-
jurisdictional Regional
Equity Coalitions,
organized to prioritize
health disparities as a
regional problem and
advance policy that
promotes racial and
ethnic health equity and
addresses social
determinants of health.

Develop three regional
strategic/work plans to
address social
determinants of health
and equity.

Increased
collaboration between
public health, non-
traditional community
partners.

Regional agreement
on local health
priorities.

Best practices created
to address social
determinants of health
and equity.

Locally-driven
strategies and
objectives created and
implemented.

Number of strategies/workplans
created that specifically address
social determinants of health and
equity.

Distribution and type of racial and
ethnic health disparity activities
carried out by partners annually.

Models for equitable practices in
health equity created at local level
(example health equity assessment
tool for policy development).
Number of recommendations that
contribute to policy changes or
action by local, state, tribal, or
federal agencies and/or private
sector organizations.

Number of equity policy initiatives
adopted at the local level.
Number of reports/publications

created and disseminated to state
and local officials.

Comprehensive structure for
awareness, action, and
accountability in efforts to end
racial and ethnic health
disparities and achieve health
equity across Oregon.

Best practice models for
coalition-building, planning
processes and health equity
practices established.

Improved health of racial and
ethnic minorities and
elimination of racial and ethnic
health disparities (Healthy
People 2010, Goal 2).

Ending health disparities
becomes a priority on local,
tribal, state and federal level
health agendas.
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Contributing
Factors

Strategies and
Practices

Outcomes

Performance Measures

Long-Term Objectives and
Goals

Lack of capacity of
community-based
organizations to
participate in the
design and
implementation of
programs addressing
health equity and/or
policy development.

Provide funding,
training and technical
assistance to Regional
Equity Coalitions to
engage in policy
development and
conduct local/regional
activities addressing
racial and ethnic health
disparities and equity.

Increase in
local/regional
participation in health
equity planning at the
state level.

Improved coordination
between local
statewide efforts to
end health disparities.

Increase in local and
regional
representatives from
racial and ethnic
minorities engaged in
data collection,
evaluation, and
research.

* Number of regional partner

representatives serving on local,
state, national health equity
councils, committees, task forces.

% increase in number and type of
health equity activities carried out
by partners annually.

% increase in dollar amount of
funding leveraged to address
health disparities and health equity.

Increased strength and
breadth of leadership to
address health disparities at
all levels.

Increased funding targeted at
equity initiatives and regional
approaches to addressing
racial and ethnic disparities.

Focus on health care
delivery and/or
intervention strategies
rather than
addressing social
determinants of
health.

Develop at least five
regional policy
recommendations
and/or actions that are
advanced to policy
makers at the local,
tribal, state, and/or
federal level.

Policy
recommendations
developed that
improve equity and
reduce racial and
ethnic health
disparities.
Adoption and
implementation of
local policies that
improve equity and
reduce racial and
ethnic disparities.

Number of recommendations that
contribute to policy changes or
action by local, state, tribal, or
federal agencies and/or private
sector organizations.

Number of equity policy initiatives
adopted at the local level.
Number of reports/publications

created and disseminated to state
and local officials.

Improved health of racial and
ethnic minorities and
elimination of racial and ethnic
health disparities (Healthy
People 2010, Goal 2).

Ending health disparities
becomes a priority on local,
tribal, state, and federal level
health agendas.
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Contributing
Factors

Strategies and
Practices

Outcomes

Performance Measures

Long-Term Objectives and
Goals

Lack of knowledge of
factors that promote
equity and positive
health outcomes,
effective collaboration
practices, media
literacy and
communications and
policy development.

Convene Regional
Equity Coalitions in a
minimum of two
statewide events for
training, and to share
strategies, successes
and challenges for
learning, information
sharing and community
building.

* Stronger and broader

leadership for
addressing racial and
ethnic health

disparities at all levels.

Increased knowledge
of social determinants
of health and equity,
effective collaboration,
policy development
and implementation
and effective
communication
strategies.

Policymakers and
senior health officials
informed about
regional efforts and
recommendations to
impact equitable
policy change and
improvements for
equitable health
outcomes.

Number of individual partners
receiving training on the social
determinants of health, health
equity, elements of successful
collaborations, and messaging and
media engagement.

Number and type of organizations
and individuals represented at
statewide events.

Greater community
awareness of health
inequities.

Senior health officials and
policymakers advance health
equity policy agendas and
policies.

Ending racial and ethnic
health disparities becomes a
priority on local, tribal, state
and federal level health
agendas.

Lack of coordinated
communication
framework and
messaging to engage
and educate
community and policy
makers.

Create messages
targeted to specific
audiences on the
impact of health
disparities in local
regions and utilize
OMHS-sponsored web
pages to maintain
communication across
regions and access
tools, resources, and
best practices.

Leverage local and
regional media outlets
using traditional and
new media
approaches as well as
information
technology to reach a
multi-tier audience to
compel action and
accountability.

Content of updates and formal
communications issued by regional
coalitions.

Number of web visits/hits to
Regional Equity Coalition web
pages.

Number of fact sheets
uploaded/downloaded from
website.

Number of trainings and
educational events presented to
community members.

Increase the awareness of the
significance of racial and
ethnic health disparities, their
impact on the region and the
state, and the actions
necessary to improve health
outcomes for racial and ethnic
minority populations.

Appendix 10: Example of Completed Logic Models from Selected OMH Grantees

Page 5




Contributing
Factors

Strategies and
Practices

Outcomes

Performance Measures

Long-Term Objectives and
Goals

Insufficient data that
ties social
determinants of
health with equity
outcomes.

Increase local/ regional
capacity to collect data
related to racial and
ethnic health disparities
and equity.

* Improved data

collection systems
and efforts to increase
accuracy and
consistency for how
data about race,
ethnicity, and effects
of social determinants
of health are utilized.

Support the
legitimization of
including community
stakeholders,
particularly from racial
and ethnic minority
populations in all
aspects of the
research process.

Number of data reports focused on
equity disseminated to regional
coalitions.

Number of evaluation measures
overseen by regional coalitions.

Number of racial and ethnic
minority community members
engaged in research process.

Number of community based
participatory research strategies
applied.

* Improved coordination and
utilization of research and
evaluation outcomes.
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Types of Evaluations

Generally, the types of evaluations used to provide information to program or project managers,
staffs, funders, and other stakeholders about the results of their efforts are categorized as
formative or summative evaluations, which may also be process, outcome, or impact
evaluations — described briefly below:

Formative evaluations are typically conducted during the development (or formation) of a
strategy, program, or product (including trained personnel) to assess (or ‘test’) their
strengths and weaknesses before implementation. Such evaluations permit necessary
revisions and improvements that enable planned efforts to be tailored to the target
audience(s), as in the case of campaign strategies, products, or messages that are ‘pre-
tested’ by a small group before they are implemented on a large scale. They can also be
used for observing, monitoring, and providing feedback on student, staff, or trainee
performance to improve skills. The basic purpose is to maximize the chance for program,
project, or trainee success before full implementation of the activity starts. Unlike summative
evaluations, formative evaluations are primarily prospective, shape program/project
direction, and provide feedback towards improvement. Examples of formative evaluations
are needs assessments, evaluability assessments, and process evaluations.

Process evaluations examine the tasks and procedures involved in implementing a
program or activities, including the administrative and organizational aspects of, and delivery
procedures involved in, the efforts. Such evaluations enable monitoring to ensure feedback
during the course of the program or project.

Summative evaluations look at a combination of measures and conclusions for larger
patterns and trends in performance, to assess, in summary, whether the program or project
overall did what it was designed to do. Compared to formative evaluations, summative
evaluations are primarily retrospective, document evidence, and show results and
achievement. Examples of summative evaluations include outcome and impact evaluations,
cost-effectiveness and cost-benefit analyses, and meta-analyses (which integrate outcomes
from multiple studies to determine an overall judgment or summary conclusion about a
particular research or evaluation question).

Outcome evaluations are used to obtain descriptive data on a program or project and to
document (typically) short- and intermediate-term results. Task-focused results are those
that describe the output of the activity (e.g., the number of public inquiries received as a
result of a public service announcement). Shorter-term results describe the immediate
effects of the project on the target audience (e.g., percent of the target audience showing
increased awareness of the subject). Information from such evaluation can show results
such as knowledge and attitude changes, short-term or intermediate behavior shifts, and
policies initiated or other institutional changes.
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Impact evaluations focus on the long-range results of the program or project, and changes
or improvements as a result (e.g., long-term maintenance of desired behavior, reduced
absenteeism from work, reduced morbidity and mortality). Because such evaluations are
the most comprehensive and focus on long-term results of the program and changes or
improvements in health status, they are the most desirable. However, impact evaluations
are rarely possible because they are frequently costly and involve extended commitment.
Also, the results often cannot be directly related to the effects of a program, project, or
activity because of other (external) influences on the target audience, which occur over time.
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Data Collection Plan Template

OMH Grant Program:

Grantee Name:

Grant Project Name:

Measures for All OMH
Grantees Linked to OMH
Measures Instrument/Data Source

Optional Measures for All
OMH Grantees Linked to OMH
Measures Instrument/Data Source

Additional Measures Used by
OMH Grantee Instrument/Data Source

Appendix 12: Data Collection Plan Template

Location of Data

Location of Data

Location of Data

Frequency of Collection

Frequency of Collection

Frequency of Collection

Person Responsible
for Collection

Person Responsible
for Collection

Person Responsible
for Collection
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Data Collection Plan — Actual Example of Completed Plan
(an OMH Evaluation Planning “Best Practice”)

OMH Grant Program:

Curbing HIV/AIDS Transmission (CHAT) Program

Grantee Name:

Alternatives for Girls

Grant Project Name:

Community and Online Female Youth Peer Education and Outreach Initiative

Best Practice:

Aligning data collection plan with HP2010 objectives and OMH performance measures

Measures
Measures for all OMH Grantees

Healthy People 2010° objectives for priority racial/ethnic
minority health and systems addressed: 1) Increase the
proportion of HIV-infected adolescents (aged 13 years
and older) and adults who receive testing, treatment,
and prophylaxis consistent with current Public Health
Service treatment guidelines (13.13)

Healthy People 2010 objectives not meeting progress
being met: 1) 25-11c Respons ble adolescent sexual
behavior - Students who used condoms at last
intercourse (grades 9 through 12) [New] - Black or
African Americans not Hispanic. 2) 09-03 Contraceptive
use - Females at risk of unintended pregnancy (aged
15-44 years) - Black or African American not Hispanic

Number of individuals (unduplicated) participating in
OMH-funded, grant program activities per year

Number and percent of individuals with increased
awareness and knowledge of racial/ethnic minority
health problems and how to address such problems as
a result of OMH-funder program participation

Instrument/Data
Source

State of Michigan
required Counseling,
Testing, Referral (CTR)
service Delivery Forms;
State of Michigan HIV
Event System (HES) log

Online screening form
and demographic forms
from community
outreach

Sign in sheets and
various internet tracking
devices

Online surveys, session
evaluations, and pre
and post tests

Location of Data

Horizons Project (HP) will maintain all
CTR and HES forms at their east
Detroit facility in their state-approved
filing system and will complete reports
based on forms for Alternatives for
Girls (AFG) and Detroit Department of
Health and Wellness Promotion
(DDHWP) as needed

HP will maintain all demographic and
evaluation data from internet and
community outreach activities; AFG
will have software for data review and
analysis

AFG will maintain hard copy forms of
sign-in sheets and print outs as
available of online tracking devices

HP will maintain all demographic and
evaluation data from internet and
community outreach activities; AFG
will have software for data review and
analysis

Frequency of Collection

During community outreach
activities, approximately
once per month; CTR data
is reported to the State of
Michigan every 14 days

Internet outreach will occur
multiple times a week once
in implementation phase

Gathered after each
scheduled outreach activity
and summarized monthly

Outcome data will be
collected after each
scheduled outreach activity
and be reviewed quarterly
by team

Collection Responsibility

HP Outreach Worker

AFG Peer Educator Outreach
Coordinator, HP Outreach
Worker, and HP Evaluator

AFG Peer Educator Outreach
Coordinator and HP Outreach
Worker

AFG Peer Educator Outreach
Coordinator, HP Outreach
Worker, HP Evaluator

' The required versus optional measures in this example from an FY 2009 grantee may differ slightly from those identified for FY 2010 or subsequent grantees.

2 Evaluation plans for OMH grantees funded prior to FY 2011 used HP2010 goals and objectives since HP2020 was not released until December 2010.
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Measures

Number of racial/ethnic minority health improvement-
and/or health disparities related strategic plans
developed to facilitate leadership and organizational
effectiveness

Number of partnerships facilitated and/or established to
enhance coordination

Optional Measures (Two Chosen by Potential
Grantee)

Number of full-time equivalents (FTEs) on
program/project staff supported with OMH funding

Number of OMH-supported training and technical
assistance events

Process Measures

Development of recruitment

materials, hours of training, case management hours,
completion of initial and subsequent bi-annual
assessment tools

Number of ‘hits’ to a page (website), friends on a page
(social networking site), responses to ad (Craigslist),
number of followers (Twitter); number who complete
screening tools; number who participate in online
scheduled activities, number who participate in
scheduled testing events

Number of training hours, number of attendees at
trainings, number of completed pre and post tests

Number of training hours provided, number of attendees

at trainings, completed session evaluations, completed
follow-up services (such as getting HIV test results,
accessing case management services, etc.), HIV CTR
forms completed on site

Instrument/Data
Source

Post-tests at community
outreach activities
targeting staff of high-
risk minority youth

Signed Memorandums
of Agreement (MOAS)

Employment and payroll
records at AFG, HP,
and DDHWP

Sign-in sheets

Flyers, Peer

Educator activity logs
(time sheets), case
notes, participant
assessment intake
forms and assessment
tools

Online tracking tools
(vary by site)

Sign-in sheets,
agendas, and pre and
post tests

Sign-in sheets,
agendas, session
evaluations, CTR
Forms, HES Forms,
Referral Completed
Forms

Location of Data

AFG will maintain hard copies of all
MOAs

At respective sites, but with AFG
receiving monthly billing from HP and
DDHWP stating number of FTEs to hill

AFG will maintain hard copy forms of
sign-in sheets and print outs as
available of online tracking devices

AFG will maintain
all Peer Educator files

AFG will maintain hard copy forms of
sign-in sheets and print outs as
available of online tracking devices

AFG will maintain hard copy forms of
sign-in sheets and agendas; HP will
maintain a database for all evaluation
data with AFG having software for
shared analysis and review

AFG will maintain hard copy forms of
sign-in sheets and agendas; HP will
maintain a database for all evaluation
data with AFG having software for
shared analysis

and review; HP will maintain all CTR
and HES forms as needed by the
State of Michigan
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Frequency of Collection

Outcome data will be
collected after each
scheduled outreach activity
and be reviewed quarterly
by team

As new partnerships
develop

Monthly

Gathered after each
scheduled outreach activity
and summarized monthly

Flyers will occur

as needed; activity logs are
completed weekly; case
management meetings
happen monthly and as
needed; and assessments
are completed at intake and
every 6 months

Once implemented, internet
outreach will occur multiple
times during the week and
data will be collected with
every separate event

Gathered after each
scheduled outreach activity
with hours and attendees
summarized monthly and
pre and post test data
reviewed quarterly

Gathered after each
scheduled outreach activity
with hours and attendees
summarized monthly and
pre and post test data
reviewed quarterly; CTR
data is reported to every 14
days

Collection Responsibility

AFG Peer Educator Outreach
Coordinator, HP Outreach
Worker, HP Evaluator

AFG Case Planner

AFG OES Director

AFG Peer Educator Outreach
Coordinator and HP Outreach
Worker

The AFG Peer

Educator Outreach Coordinator
will generate publicity materials
and maintain activity logs, and
the AFG Case Planner will
complete and maintain
participant files and
assessments.

AFG Peer Educator Outreach

Coordinator and HP Outreach
Worker

AFG Peer Educator Outreach
Coordinator, HP Outreach
Worker, HP Evaluator

AFG Peer Educator Outreach
Coordinator and HP Outreach
Worker
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Measures

Outcome Measures (short and intermediate term)

Number of training attendee quota reached, Percentage
of Peer Educators are able to demonstrate skills and
knowledge learned in training, goals completed, positive
behavior modifications adopted, and identified skills
learned as a peer educator

Number youth who indicate HIV testing completed/
report status; Number of youth who can tell one another
testing resources in the community through discussion
boards, wall posts, status updates/comments, and
more; Number of youth access testing/ case
managements services of partner agencies and site
internet outreach as referral source

Percent of staff who indicate increase of skills and
knowledge demonstrated between pre and post tests

Number of HIV test results discussion forms completed;
Percent of youth indicate on source learned;
Percentage of youth indicate intent to utilize skills
learned; Number of youth access testing/case
management services of partner agency and

site internet outreach as referral source

Impact Measures (long-term)

Increase in perception of risk of HIV/AIDS transmission,
increase in knowledge of HIV transmission, increase in
use of safer sex practices

Increase in access to youth knowing serostatus through
counseling/testing resources

Enhanced infrastructure of alternative education/
residential facilities to address HIV/AIDS among
minority and high-risk youth

Increase of intent to modify behaviors to incorporate
more risk reduction strategies; Increase access to HIV-
counseling and testing services

Instrument/Data
Source

Sign in forms; skill and
knowledge tests/
demonstrations; Goal
forms; behavior
assessments

Online surveys; online
monitoring tools; referral
forms and specific-
agency forms

Pre and Post tests

CTR forms and HES
forms; session
evaluation forms;
referral forms

Assessment tools

Online surveys and
discussion monitoring
tools

Pre and post tests

Session evaluations;
CTR and HES forms

Location of Data

AFG will maintain all Peer Educator
files

HP will maintain all demographic and
evaluation data from internet and
community outreach activities; AFG
will have software for data review and
analysis

“ o«

HP will maintain a database for all
evaluation data with AFG having
software for shared analysis and
review; HP will maintain all CTR and
HES forms as needed by the State of
Michigan

AFG will maintain all Peer Educator
files

HP will maintain a database for all
evaluation data with AFG having
software for shared analysis and
review

“ o«

HP will maintain a database for all
evaluation data with AFG having
software for shared analysis and
review; HP will maintain all CTR and
HES forms as needed by the State of
Michigan
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Frequency of Collection

Peer Educator training
happens twice per year and
as needed, goals are
review at monthly case
meetings; assessments are
completed at intake and bi-
annually thereafter

Data to be collected during
every scheduled outreach
activity

Data to be collected during
every scheduled outreach
activity

Gathered after each
scheduled outreach activity
session evaluation data
reviewed quarterly; CTR
data is reported to the state
every 14 days

Competed at intake and at
6-month intervals of
participation

Gathered after each
scheduled outreach activity
session evaluation data
reviewed quarterly

Data to be collected during
every scheduled outreach
activity

Gathered after each
scheduled outreach activity
session evaluation data
reviewed quarterly; CTR
data is reported to the state
every 14 days

Collection Responsibility

AFG Peer Educator
Coordinator and AFG Case
Planner

AFG Peer Educator Outreach
Coordinator, HP Outreach
Worker, HP Evaluator

AFG Peer Educator Outreach
Coordinator, HP Outreach
Worker, HP Evaluator

AFG Peer Educator Outreach
Coordinator, HP Outreach
Worker, HP Evaluator

AFG Case Planner

AFG Peer Educator Outreach
Coordinator, HP Outreach
Worker, HP Evaluator

AFG Peer Educator Outreach
Coordinator, HP Outreach
Worker, HP Evaluator

AFG Peer Educator Outreach
Coordinator, HP Outreach
Worker, HP Evaluator
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Data Collection Plan — Actual Example of Completed Plan

(an OMH Evaluation Planning “Best Practice”)

Grant program:

Partnerships Active in Communities to Achieve Health Equity (PAC) Program

Grantee organization name: The Cambodian Family

Grantee project name:

FY10 Partnerships Active in Communities to Achieve Health Equity - Healthy Changes PAC Program

Best practice:

performance measures

Detailed data collection plan aligned with Healthy People 2010 (HP2010) objectives and OMH

Measures for All OMH Grantees Linked to OMH Measures

Number of HP2010° objectives for priority OMH issues:

Increase proportion of Cambodian and Latino adults with diabetes who
receive diabetes education. (5.1)

Reduce and prevent morbidity and mortality associated with diabetes
among Cambodians and Latino adults. (5.2-4, 5.7, 5.12, 5.17)

Reduce coronary heart disease death among Cambodian and Latino
adults.(12.1)

Increase the proportion of Latino adults who are at a healthy weight and
reduce proportion who are obese (19.1-2)

Number of HP2010 objectives addressed that are not making progress:

Rates of new diabetes cases among Asian and Latino populations. (5.2-3)
Health behaviors to prevent, monitor and manage diabetes among Asian,
Pacific Islander and Latino Populations. (5.12, 5.14-15, 5.17)

Deaths resulting from coronary heart disease among Asians and Pacific
Islanders. (12.1)

Proportion of Mexican Americans of healthy weight, and proportion who are
obese.(19.1-2)

Other Performance Measures to other
OMH-wide performance measures

Number or strategic planning documents developed

Number of FTE staff supported
Number of partnerships facilitated or created

' The required versus optional measures in this example from an FY 2009 grantee may differ slightly from those identified for FY 2010 or subsequent grantees.

Instrument/Data Source

Sign-in sheets; Health Ed. Pre-post
tests

Health Accessing/Healthy Changes
Surveys; OCHCA

Health Accessing/Healthy Changes
Surveys

Health Accessing/Healthy Changes
Surveys

Health Accessing/Healthy Changes
Surveys OCHCA

Health Accessing/Healthy Changes
Surveys

Health Accessing/Healthy Changes
Surveys

Health Accessing/Healthy Changes
Surveys

Instrument/Data Source

(1) Surveys conducted at town hall

meetings and other community forums.

(2) Interviews with Network Partners.
CF Payroll Records
Signed MOAs

Location of Data

CF PAC database

CF PAC database

CF PAC database

CF PAC database

CF PAC database

CF PAC database

CF PAC database

CF PAC

Location of Data

CF PAC database

HR database
CF Files

Frequency of
Collection

Each class
Bi-Annually
Bi-Annually

Bi-Annually

Bi-Annually
Bi-Annually
Bi-Annually

Bi-Annually

Frequency of

Collection

(1) Each forum;

(2) bi-annual

Weekly
As developed

2 Evaluation plans for OMH grantees funded prior to FY 2011 used HP2010 goals and objectives since HP2020 was not released until December 2010.
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Person Responsible for
Collection

Project Coordinator/ Staff
Health Director/Staff
Health Director/Staff

Health Director/Staff

Health Director/Staff
Health Director/Staff
Health Director/Staff

Health Director/Staff

Person Responsible for
Collection

Health Director

Finance Manager
Health Director
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Other Performance Measures to other
OMH-wide performance measures

Amount of resources leveraged through partnership
Grantee level; Partnership level

Total number of unduplicated participants (by demographics) participating
in all strategies, practices, and interventions

Individual-level Factors

Number of strategies to improve individual health behaviors (health
education, health accessing, stress reduction support groups)

Community-level Factors

Number of strategies to build community capacity to reduce disparities
(community assessments, town hall meetings, capacity-building training,
empowerment facilitation sessions, and information-sharing forums)

Systems-level Factors

Number of strategies to create an integrated network of partners to provide
a full continuum of preventive, medical, and psychosocial services

Optional Measures for All OMH Grantees Linked to OMH Measures

Individual-level Outcome Measures

Number/percent of unduplicated individuals who increase knowledge of
disease-related risk factors and preventative behaviors

Number/percent of unduplicated individuals who increase awareness of
their personal health risks

Number/percent of unduplicated individuals who improve attitudes towards
making a change in their health behaviors

Number/percent of unduplicated individuals who indicate improved access
to and utilization of health of social services

Number of health care providers who report improved abilities to
communicate with Cambodian and Latino patients

Individual-level Impact Measures

Number/Percent of unduplicated individuals who make a behavioral change

to improve their health (improved diet, increased exercise; reduction in
stress and worry, etc.)

Number/percent of unduplicated individuals who identify a consistent health
care provide, complete regular doctor visits and more timely follow-up care,
adhere to medication regimens, and obtain support services

Number of health care and social service providers who report improved
ability to care for and serve their clients

Community-level Outcome Measures

Number/percent of community partners/participants who report increased
awareness of racial/ethnic health disparities

Number/percent of community participants who rate equity in health-related
services a priority within their agency-specific strategic plans

Instrument/Data Source

CF Accounting Records Progress
Report

Sign-in sheets; Partnership Progress
Reports; surveys for case mgt. and
health accessing

CF and PAC staff reports

CF and PAC staff reports

CF and PAC staff reports

Instrument/Data Source

Health Ed & Healthy Changes surveys
Health Ed & Healthy Changes surveys
Health Ed & Healthy Changes surveys
Health Accessing surveys

Training post-test

Healthy Changes survey

Health Access and Healthy Changes
survey

Training follow-up survey; PAC partner
survey

Community forum post-tests; PAC
partner survey

Community forum post-tests; PAC
partner survey
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Location of Data

CF Accounting
Database CF Files

CF database

CF PAC database

CF PAC database

CF PAC database

Location of Data

CF PAC database
CF PAC database
CF PAC database
CF PAC database

CF PAC database

CF PAC database

CF PAC database

CF PAC database

CF PAC database

CF PAC database

Frequency of
Collection

Monthly
Quarterly

Daily

As implemented

As implemented

As implemented

Frequency of
Collection

Daily
Daily
Daily
Daily

Daily

Daily

Daily

As implemented

As implemented

As implemented

Person Responsible for

Collection

Finance Manager/Health

Director

Health Director

Health Director

Health Director

Health Director

Person Responsible for

Collection

Health Director/Staff
Health Director/Staff
Health Director/Staff
Health Director/Staff

Health Director/Staff

Health Director/Staff

Health Director/Staff

Health Director/Staff

Health Director/Staff

Health Director
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Optional Measures for All OMH Grantees Linked to OMH Measures
Community-level Impact Measures

Number of community members who report enhanced self-efficacy for
contr buting to the elimination of health disparities

Number/percent of community partner/participants who report increased
capacity to eliminate health disparities in future

Systems-level Outcome Measures

Number of venues encouraging discourse about racial/ethnic health
disparities (county-level meetings, newspaper/journal articles)

Number of cross-agency referral mechanisms/procedures developed

Number of cross-agency mechanisms/opportunities developed to share
health-related data

Systems-level Impact Measures

Number/percent of community partners/participants who report improved
linkages between community resources (improved access to data and
ability to provide and obtain referrals)

Number of Network partners who can demonstrate enhanced
coordination/continuum of care for their clients

Number of Network partners who can demonstrate newly-formed
policies/procedures/approaches to enhance awareness of racial/ethnic
health disparities

Instrument/Data Source

Community forum post-tests; PAC
partner survey, PAC partner progress
reports

Community forum post-tests; PAC
partner survey, PAC partner progress
reports

CF and PAC partnership staff reports;
print and electronic media

PAC partner progress reports

PAC partner progress reports

PAC partner progress reports

PAC partner progress reports

PAC partner progress reports

Appendix 13: Examples of Completed Data Collection Plans from Selected OHM Grantees

Location of Data

CF PAC database

CF PAC database

CF PAC records

CF PAC records

CF PAC records

CF PAC records

CF PAC records

CF PAC records

Frequency of

Collection

As implemented

As implemented

As developed
Monthly

Monthly

Monthly

Monthly

Monthly

Person Responsible for
Collection

Health Director/Project
Coordinator

Health Director/Project
Coordinator

Health Director

Health Director/Project
Coordinator

Health Director/Project
Coordinator

Health Director/Project
Coordinator

Health Director/Project
Coordinator

Health Director/Project
Coordinator
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Technical Assistance (To Individuals) Activity Record

Date

Recipient

Race

Ethnicity

Gender

Age

TA Type

Comment
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Technical Assistance (To Organizations) Activity Record

Date

Organization

Type of Organization

New or
Existing

TA Type

Comment
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Linkage-Building Activity Record

Type of Type of New/Existing Role in Grant Number of
Organization Organization Agreement Agreement Activity Meetings/Activities Comments
Appendix 14: Sample Data Collection Forms Page 3
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Frequently Asked Questions on
Evaluation Planning

1. What is evaluation?

Evaluation is a way of assessing how well a program, project, or some other activity is
achieving or has achieved its objectives.

2. Why is evaluation important?

Good evaluation enables program and project managers and staffs, program
administrators, funders, policymakers, and others to know whether their efforts are
effectively accomplishing desired or expected results. With such knowledge, program
and project activities can be adjusted and improved to better serve clients and
communities, scarce resources can be used more effectively and efficiently, and results
of challenges and accomplishments can be shared with others so that everyone can
learn about and from their experiences. Without evaluation, it cannot be determined in a
meaningful way whether a program, project, or activity is succeeding or failing and why.

3. Why is OMH requiring evaluation?

First of all, OMH is committed to evaluations that will demonstrate the effectiveness of
the strategies, practices, and interventions that are supported by OMH funds, and that
will ‘grow the science’ regarding ‘what works’ in improving the health and well-being of
racial and ethnic minorities. Secondly, the Government Performance and Results Act of
1993 (GPRA) requires that Federal programs provide information about program goals,
performance relative to program goals, and results regarding program effectiveness and
cost efficiency in the spending of Federal funds. When OMH grantees are able to
produce documented results showing how strategies and activities being funded
contribute to OMH’s objectives and goals, they support OMH’s ability to comply with
GPRA and demonstrate “returns on the investment” in the Office’s grant programs. This
further enables OMH to justify continued support for its grant programs and grantee
efforts.

4. Are the steps and components outlined in OMH’s evaluation planning
guidelines required?

OMH'’s evaluation planning guidelines consist of very basic evaluation steps for
developing an effective evaluation plan. The Guidelines were developed to help grant
applicants improve the evaluation plans submitted as part of their grant applications.
The fact that review of these plans is a part of the grant award decision-making process
— and comprises 25% of the total score — reflects the importance of evaluation planning
and implementation to OMH.
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5. What is Healthy People 20207

Healthy People 2020 (HP2020) is a set of health objectives for the Nation to achieve
over the second decade of this century (2011-2020). It can be used by many different
people, States, communities, professional organizations, and others to help them
develop programs to improve health. Like its predecessors, Healthy People 2010,
Healthy People 2000, and the disease prevention/health promotion objectives laid out in
the 1979 Surgeon General's Report, HP2020 was developed through a broad
consultation process, built on the best scientific knowledge, and designed to measure
programs over time. More information about HP2020 is available at
http://www.healthypeople.qov/2020/.

The goals, objectives, and priorities established by OMH are intended to support the
goals and objectives of HP2020 and, therefore, where possible, efforts funded by OMH
need to demonstrate their link to the relevant Healthy People goals and objectives.

Lastly, the CDC’s National Center for Health Statistics maintains an online Health
Indicators Warehouse, where you can locate data, per availability, for specific objectives
by topical, geographic, and demographic categories. See
http://www.healthindicators.gov/.

6. What is the National Partnership for Action to End Health Disparities?

* The National Partnership for Action to End Health Disparities (NPA) is an OMH-led
strategy to mobilize, through systematic coordination and collaboration, a broad
network of organizations and individuals to address the persistent health disparities
that place a greater burden of preventable disease and premature death on
racial/ethnic minorities in the U.S. The NPA has five main goals:

* Increase awareness of the significance of health disparities, their impact on the
nation, and the actions necessary to improve health outcomes for racial, ethnic, and
other disparities populations;

* Strengthen and broaden leadership for addressing health disparities at all levels

* Improve health and healthcare outcomes for racial and ethnic minorities and for
underserved populations and communities;

* Improve cultural and linguistic competency and the diversity of the health-related
workforce; and

* Improve data availability and coordination, utilization, and diffusion of research and
evaluation outcomes.

Prospective and current OMH grantees are considered to be part of this network of
partners, and are expected to support selected NPA goals as appropriate.
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7. If objectives are supposed to be measurable, does that mean that they have
to be quantitative (such as numbers of people served, numerical scores on
guestionnaires, or changes in health statistics)?

No. Being “measurable” simply means being able to show, through the collection of data
or information, that something is different from something else or how it has changed
over time. A project objective is measurable if changes from the conditions described in
baseline data can be shown in a convincing way. Some objectives describe things that
can be counted (or that are quantitative), such as numbers of people receiving training;
numbers of people receiving or providing particular kinds of services; numerical scores
on questionnaires about people’s knowledge, attitudes, or behavior; or, the numbers of
people giving similar responses in interviews. Sometimes, however, measuring change
is simply showing that something has been created that did not exist before, such as a
new policy, a new organization, a new source of funding, a new training program, or a
new building.

8. What are baseline data?

Baseline data are basic information or data that are available or can be collected before
a program, project, or activity begins. Such data are used to provide a starting point
against which to compare data collected later in the program, project, or activity in order
to determine if there has been a change in specific conditions over time.

9. What is the difference between an outcome and an impact?

In evaluation, an outcome is generally used to describe a short- or intermediate-term
result of an activity, such as changes in knowledge or attitudes, behavioral change, or
policy changes. An impact is generally a long-range result of an activity and can be a
direct or an indirect consequence of an activity. In evaluation, impacts are more
desirable than shorter-term outcomes because they are more likely to show changes or
improvements in health status.

10. What is a performance measure?

A performance measure is a particular value used to measure progress towards goals,
and also to find ways to improve progress, reduce risks, or improve cost-effectiveness.
A measure should represent the actual data or information that will be collected at the
program or project level to measure the specific outputs, processes, outcomes, or
impacts that the program/project is designed to achieve. Therefore, performance
measures are generally developed for each program or project objective.
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11. Whatis alogic model?

A logic model is a tool that describes how a program or project should work, presents
the planned activities for the program or project, and focuses on anticipated outcomes.
They are called “logic” models because they are very useful in helping program or
project planners and evaluators to identify and clarify the “logic” or rationale behind what
is being done and how programs or projects should work. Logic models typically tie
together: long-term problem(s) to be addressed; factors that must be addressed that
contribute to the problem(s); strategies and practices and supporting resources that can
be mobilized to address the factors and the problems; and measurable outcomes and
impacts that can be expected to result from implementing the strategies and practices —
as these relate to the long-term problem(s).

12. What are the different types of evaluations that should be used?

Generally, there are five major types of evaluations used: (1) process evaluation which
examines the tasks and procedures involved in implementing a program, project, or
activities, including the administrative and organizational aspects of, and delivery
procedures involved in, the efforts; (2) outcome evaluation which is used to obtain
descriptive data on a program or project and to document (typically) short- and
intermediate-term results; (3) impact evaluation which focuses on the long-range results
of the program or project, and changes or improvements as a result (for e.g., long-term
maintenance of desired behavior, reduced absenteeism from work, reduced morbidity
and mortality); (4) formative evaluation which is typically conducted during the
development (or formation) of a strategy, program, or product (including trained
personnel) to assess (or ‘test’) their strengths and weaknesses before implementation;
and (5) summative evaluation which looks at a combination of measures and
conclusions for larger patterns and trends in performance, to assess, in summary,
whether the program or project overall did what it was designed to do. A good evaluator
can help grant applicants identify and select the types of evaluations and related
methods needed to determine whether expected results have been achieved.

13. Although pre- and post-activity assessments have been used in past or
current evaluation efforts, it is often difficult to see evidence of
achievement. Are there better ways to use such assessments for
evaluation purposes?

Many times when responding to a pre-activity questionnaire or test instrument, people
try to present the best possible image of themselves. As a consequence, the post-
activity test instrument may show very little change. Such results are fairly common in
evaluations of activities seeking changes in behavior. To be able to measure changes
with less bias, an alternative approach may be to use the pre-activity survey
retrospectively. That is, the pre-activity survey is not given until after the activity, and
people are asked to recall their opinions or behavior before the activity. Then, the post-
activity test instrument is administered. With this technique, the ability to identify and
measure change may be improved.
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14. What is the difference between a best practice and an evidence-based
practice or strategy?

A best practice is a program, process, method, technique, or other activity for which
effectiveness in achieving specified outcomes/impacts or objectives/goals has been
demonstrated or suggested across a number of implementations and evaluations. A best
practice may also refer to a way of accomplishing a task that has been determined to be
most efficient (least effort or expenditure for result desired) or most effective (best
result), based on repeated use of the practice for large numbers of people over time. An
evidence-based practice or strategy is one in which the best scientific or research
evidence of what is effective for a desired result has been integrated into the effort.

15. Obtaining evaluation expertise to prepare the grant application may be
difficult. Is it really necessary?

Yes. Grant applications are more likely to be successful if proposals demonstrate that
adequate and appropriate expertise will be available to the project to ensure that
expected results can be identified, measured, and achieved. External evaluators are not
required, but may be useful in the preparation of evaluation plans. Local colleges and
universities with faculty, staff, and graduate students who are engaged in academic
research are often good sources for such expertise. However, it is important for such
individuals to also have knowledge and experience with the populations and health
issues being addressed. Depending upon the culture or the primary language spoken by
the target population(s) involved in the project, it may be necessary for the evaluators to
also understand that culture and speak the language of the population(s) in question.
Grant applicants should note that evaluation training and targeted technical assistance
on evaluation are provided to new grantees by OMH contractors shortly after award.

16. Do evaluation results need to be submitted to OMH? If so, how are such
results submitted?

All OMH grantees are required to submit program/project data and results via OMH’s
Performance Data System (PDS) and through requested reports. The PDS is OMH’s
web-based system for collecting and reporting performance data across all OMH-funded
programs and projects. It is organized to reflect the logic depicted in the Strategic
Framework for Improving Racial/Ethnic Minority Health and Eliminating Racial/Ethnic
Health Disparities, and emphasizes outcome-oriented measures that are more clearly
linked to OMH-wide outcomes and longer-term objectives and goals. Further details and
training on the PDS and OMH reporting requirements will be provided to all new
grantees at a time specified by OMH following grant awards.

17. Arethere other resources that OMH would recommend to guide the
development of our evaluation plan?

OMH'’s evaluation planning guidelines suggest several resources for more information
on logic models. These include, but are not limited to:

* The University of Wisconsin-Extension web site at:
http://www1.uwex.edu/ces/Imcourse

* http://www.uidaho.edu/extension/LogicModel.pdf
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* http://www.wKkkf.org/knowledge-center/resources/2006/02/\WK-Kellogg-Foundation-
Logic-Model-Development-Guide.aspx

* In addition, the Centers for Disease Control and Prevention provides a set of
evaluation resources in a variety of topical areas, available at:
http://www.cdc.gov/eval/resources/index.htm.

Appendix 15: Frequently Asked Questions Page 6


http://www.wkkf.org/knowledge-center/resources/2006/02/WK-Kellogg-Foundation-Logic-Model-Development-Guide.aspx
http://www.wkkf.org/knowledge-center/resources/2006/02/WK-Kellogg-Foundation-Logic-Model-Development-Guide.aspx
http://www.cdc.gov/eval/resources/index.htm

	Introduction
	The Strategic Framework
	Evaluation Planning Steps
	Step 1: Identify and define the problem and factors contributing or causing the problem that will be addressed by the proposed project and interventions
	Step 2: Specify “best” or “evidence-based” strategies and practices being used in proposed project interventions in relation to the problem and factor(s) to be addressed
	Step 3: Identify Outcomes, Impacts, and Performance Measures for the Proposed Interventions
	Step 4: Tie Outcomes/Impacts and Measures to Long-Term Objectives and Goals
	Step 5: Develop a Logic Model for the Proposed Project and Activities
	Step 6: Obtain Appropriate Evaluation Expertise and Determine Evaluation Types and Methods
	Step 7: Develop Data Collection Plan, Protocols, and Forms Needed to Implement the Evaluation
	Conclusion



