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Monday, June 18, 2001 

On Monday, June 18, 2001, Health Department Guidance 101 Training took place, and 
registration began for the actual 2001 HIV Prevention Program Evaluation Meeting. 

The actual deliberations of the training session were not captured. However, there were 
handouts and other collateral materials which may be referred to for an overview of the content 
of the presentations. 

Plenary sessions were convened on both June 19th and June 20th, though not all were captured in 
their entirety. In addition to the full assembly coming together during the 19th and 20th, they also 
convened into smaller groups to deliberate specific topics. 

For ease of reading, and given that some groups were convened twice but on different days, the 
reports of all concurrent sessions have been combined, and follow the plenary session report of 
Wednesday, June 20, 2001. 

——— 
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Tuesday, June 19, 2001 

Opening Plenary and Concurrent Session Information 

The 2001 HIV Prevention Program Meeting was convened on Tuesday, June 19, 2001. Carl 
Hill, Centers for Disease Control and Prevention (CDC), moderated the Opening Session. 
Robert Janssen, CDC, and Lynne Greabell, National Alliance of State and Territorial AIDS 
Directors (NASTAD) delivered the welcoming remarks. The following presentations were 
delivered: 

Status Report 

‘	 Marlene Glassman, CDC 
Evaluation Guidance Updates 

‘	 Choi Wan, CDC and 
Xen Santas, CDC 
Evaluation Reporting and Analysis System 

Keynote Address 

The keynote address was delivered by Laura Leviton of the Robert Woods Johnson Foundation 
(RWJ). 

Concurrent Session One 

‘ Translation Issues/Taxonomy

‘ Intervention Quality/Scientific Basis

‘ Data Collection, Reporting, and Quality Assurance

‘ Translation Issues/Translation Interventions
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Concurrent Session Two 

‘ Translation Issues/Taxonomy

‘ Intervention Quality/Scientific Basis

‘ Data Management

‘ Translation Issues/Translation Interventions


2001 HIV Prevention Program Evaluation Swap Meet 

On the afternoon of June 19, 2001, meeting participants engaged in the 2001 HIV Prevention

Program Evaluation Affinity Swap Meet. The HIV Prevention Program Evaluation Affinity

Swap Meet afforded health department jurisdictions and others the opportunity to share

innovative tools, documents, and processes with their colleagues. Health departments have

worked very hard to develop evaluation tools and user friendly evaluation methods for their

health department staffs, community based organizations, and community planning groups in

order to implement the evaluation guidance. 


There is a need to ensure that the successes of one can be shared by all. Each health department

that participated in the Swap Meet sent a representative who was present during the entire

session to exchange ideas, answer questions, and provide meeting participants with copies of

great materials. The HIV Prevention Program Evaluation Swap Meet was a special time to

“shine” for those who give countless hours and hard work in program evaluation and the fight

against the epidemic. Participating health departments showcased materials on the following

topics:


‘ Data Collection and Reporting

‘ Outcome Evaluation/Outcome Monitoring

‘ Data Management

‘ ERAS: Questions and Answers and Demonstration

‘ Intervention Plan Reports


———
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Wednesday, June 20, 2001 

Opening Plenary Session 

Gary Uhl, Moderator

Centers for Disease Control and Prevention


Gary Uhl welcomed the participants to the final day of the meeting. He explained that the 
plenary session would include an open forum for health departments to react to the Health 
Department Guidance. 

He then described an ongoing project being conducted in the Program Evaluation Research 
Branch at CDC. This project is an assessment of the evaluation capacity of health departments 
funded for HIV prevention, with St. Louis University as a contractor and various other 
collaborators involved as well. The project has three main purposes which are to: 

‘	 Get a better understanding of what health departments are doing related to program 
evaluation; 

‘	 Collect models of successful approaches that health departments have used to evaluate 
their HIV prevention programs; and 

‘	 Make recommendations to CDC from health departments that reflect what they need to 
conduct program evaluation better. 

Gary Uhl indicated that an expert panel, comprised of representatives of health departments and 
specialists in program evaluation and capacity-building from across the country convened in 
Atlanta to inform the program on the appropriate research questions and data-analytic 
methodology. CDC chose the case study approach for the project because it is highly 
exploratory and flexible. That approach will also highlight the different contexts of how health 
departments conduct evaluation in their jurisdictions. Six health departments have been invited 
to participate in the project. Site selection was based on a variety of factors, including 
HIV/AIDS disease burden and racial and ethnic and cultural diversity. 

Data collection will begin in Atlanta with a review of all existing documents from these six sites 
all over the country. On-site visits will include structured interviews with health department 
evaluators, AIDS program directors, and other health department program staff. Because of their 
methodology, case studies will help highlight the strengths and challenges of each health 
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department individually and in an aggregate sense. The information gathered will help CDC 
learn what health departments need to conduct program evaluation better. Specific 
recommendations in the report will include: 

‘	 Health departments’ descriptions of needed financial and other resources for evaluation 
capacity; 

‘ What health departments need regarding training and technical assistance needs; and 

‘ Technology needs. 

The report is expected to be completed in early winter 2002, and it will be shared widely with 
health departments across the country and to the division at CDC. The program evaluation 
assessment will include broad activities, not just those included in the Evaluation Guidance. 

Marlene Glassman

Centers for Disease Control and Prevention

Impact of the HD Evaluation Guidance


Marlene Glassman spoke of an ongoing project with ORC MACRO on assessment of the impact

of CDC’s Evaluation Guidance on health departments and their grantees. They also worked with

a panel of experts. The evaluation design incorporates a case-study approach in six different

health department jurisdictions. Qualitative and quantitative data will be collected, and

ultimately will be analyzed to assess how planning and programming have changed as a result of

implementation of the guidance. Unintended consequences will also be explored.


Initial positive impacts identified by the expert panelists and other health department staff

included:


‘ Enhancing intervention planning

‘ Revised RFP’s on intervention quality

‘ Adding CDC taxonomy so that there is standardization in reporting

‘ Raising the level of the quality of interventions

‘ Enhanced quality of interventions in general

‘ Enhanced communication between health department grantees and community planning


groups 
‘ Enhanced data collection and management of information systems 
‘ Integration of CDC, state, and other evaluation requirements 
‘ Enhanced understanding of, and commitment to, evaluation 
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Identified challenges in Guidance implementation included: 

‘ Scarcity of staff and resources to carry out evaluation and to implement the Guidance 
‘ Capacity-building in evaluation as well as data collection and management, client 

tracking, and other areas 
‘ Securing buy-in from grantees 
‘ Translating local definitions into the Guidance taxonomies and populations and 

interventions 
‘ Mechanisms for client tracking 
‘ Collecting and managing data 

There are a great deal of impacts that have come about as a result of the Guidance, Dr. Glassman 
concluded, and they look forward to sharing the information that they gather. 

Charles Collins

Centers for Disease Control and Prevention

HD Evaluation Guidance TA


Charles Collins reflected on the previous comments of Laura Leviton concerning the imperfect

data received from Medicaid. The lesson from the Medicaid experience was that data that is not

used drifts and may not be valid when needed. He urged the participants to make sure their data

are solid so that they can be used to improve their programs, and he discussed the issue of

inflation of outcome indicators.


When CDC began providing technical assistance to different jurisdictions regarding the

Evaluation Guidance, they had two goals which were to:


‘ Be customer-oriented and to answer the questions that needed answering; and

‘ Ensure that they were building evaluation capacity.


A three-person team worked in technical assistance. Of the 65 funded health departments, 58 of

them requested technical assistance. The questions that came in fell into one of five broad

categories:


‘ Interpretation of the guidance

‘ Data collection and management, how to collect and report data from CBO’s

‘ Behavioral science theory and intervention issues

‘ Local diffusion, training, and buy-in

‘ Outcome evaluation
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One of the major lessons learned from their technical assistance experiences was the need for 
software for data management. Charles Collins acknowledged that CDC should have given 
health departments software a year previously, and he stressed that they had learned from this 
mistake. With that in mind, the upcoming CBO Evaluation Guidance will include adequate 
software up-front. 

In the area of behavioral science, their most-asked question was, “At what point does street-level 
outreach become an individual-level intervention?” From the definitions in the Guidance, they 
are able to say, “Ensure that there is a skill component and individualized risk assessment.” It 
became evident from the questions that CDC heard that they should move toward creating 
intervention standards. Different states are establishing intervention standards for their CBOs, 
and unless the CDC works together with the states, there will be 65 different standards for 
behavioral interventions. 

There were a variety of questions in the category of outcome evaluation, from questions about 
appropriate interventions to design questions. Charles Collins thought the most interesting 
questions regarded ethical and appropriate comparison groups. Health departments informed 
CDC that community-based organizations will not use wait-list or no-treatment control groups. 

From communicating with health departments, Charles Collins and the technical assistance team 
learned that there is a need for evaluability assessment techniques, “How do you choose the 
interventions that are the best candidates for your outcome evaluation?” There is a need for 
continued technical assistance as the health departments continue to develop, implement, and 
assess outcome evaluations. 

In conclusion, Charles Collins assured the participants that CDC will remain available for this 
assistance, and will work together with departments to discover whether the programs work, and 
how to improve them. 

Gary Uhl then turned the participants’ attention to the Open Forum Session. This session was 
moderated by Randy Pope of National Alliance of State and Territorial AIDS Directors 
(NASTAD). 
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Open Forum Discussion on the HD Evaluation Guidance 

Randy Pope, Moderator

National Alliance of State and 

Territorial AIDS Directors (NASTAD) 


Randy Pope introduced the panel which included: Robert Komescher, Chalres Collins, Marlene 
Glassman, Gary Uhl, and Deputy Chief of the Program Evaluation and Research Branch of 
CDC, Bob Moran. 

Before beginning the session, Randy Pope announced the formation of a web-based listserv to 
communicate about evaluation issues created by Jim Luther, and which is as follows: 

subscribe: evaluationguidance-subscribe@yahoogroups.com 
web: http://groups.yahoo.com/group/evaluationguidance 

Randy Pope indicated that the panel would welcome questions of a broad range, including 
evaluation in general, the future of the Evaluation Guidance, and any other issues. He explained 
that the opportunity for open dialogue with colleagues at CDC is an important part of the fight 
against the AIDS epidemic. He then introduced David Napp who acted as facilitator for the 
group, who first set the ground rules and then opened the floor for discussion. 

Discussion Summary: 

˜	 An inquiry was posed as to whether CDC had begun a discussion, or come to any 
conclusions about, what portion of grant awards should be dedicated to various 
components of evaluation, to data collection, to capacity-building, etc. Also asked was 
whether there would be technical assistance to grantees as movement was made toward 
standardized approaches (e.g., Will there be any funds to support it?). 

˜	 Marlene Glassman replied that CDC had not discussed additional funding. She reminded 
the group about the supplemental funding that is available for evaluation. She stressed 
that how that is parceled out among the various activities is left to the discretion of the 
health departments. Charles Collins added that many questions have centered around 
whether health departments can purchase computers for CBO’s that do not have them as 
part of evaluation capacity-building. He said that they could do so. 
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˜	 Gary Uhl added that the Cooperative Agreement had not specified what proportion of 
funds should or could be used for evaluation. He wondered whether it was possible with 
these prevention dollars to designate a percentage for evaluation overall, and then 
individually for different tasks. He suggested that it would be a topic worth discussing as 
the next Cooperative Agreement was created. Bob Moran commented that serious 
discussions would begin in January, 2002 and that issue would be part of the 
deliberations. 

˜	 Charles Collins was asked what role he envisioned for CDC Prevention Training Centers 
for grantees and subcontractors in the area of behavioral science, particularly given the 
comment that behavioral interventions had not been evaluated or emphasized. 

˜	 Charles Collins responded that training in the Guidance had been conducted for health 
departments when the Guidance was distributed a year previously. This meeting is the 
first “booster session” for the training. Before this meeting, they received calls from six 
health departments indicating that the staff who had gone through the initial training were 
no longer working with them. Regarding the Prevention Training Centers, their goal is 
that they use the same language as the Evaluation Guidance. He acknowledged that CDC 
had been criticized for being slow at diffusing behavioral interventions into the field. 
Therefore, a major initiative has been included in the current year budget. The AIDS 
Community-Based Demonstration Project is one of the four interventions that will go 
into the field first. He stressed that CDC is committed to community-level interventions. 

˜	 It was noted that the case studies in evaluation capacity would be helpful if they included 
descriptive information about the exact evaluation questions states are asking and their 
methods. Sharing of basic ideas could be done via conferences and phone calls as well. 

˜	 Gary Uhl responded that the study of the six health departments’ evaluation capacity 
would include specific, successful strategies and models that the departments use for HIV 
prevention program evaluation. The ensuing report will detail successful approaches. 
Marlene Glassman commented that the other study on the impact of the Guidance is not 
designed to yield details on how the Guidance is being carried out; however, they are 
developing a resource manual with examples of evaluation strategies. Bob Moran added 
that sharing creative approaches in a timely way is an important part of what CDC can 
do. 

˜	 Regarding the issue of outcome evaluation and monitoring, a participant noted that CDC 
was revising those guidelines and pointed out that outcome monitoring fit into the logic 
model of most community-based agencies which “bought into” the technique. There are 
ethical issues, but the results can build capacity. 

˜ Marlene Glassman answered that reconciling the issues with outcome evaluation has 
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presented the opportunity to talk with NASTAD and health departments to re-frame 
requirements and to put emphasis on outcome monitoring. Outcome monitoring often 
yields immediate results for the community-based organizations, said Charles Collins, 
which can lead to program improvement and motivation to continue. 

˜	 Gary Uhl added that the Evaluation Guidance started four years ago, and there were 
suggested requirements in the initial document. As the process was built on consensus, 
and because of space considerations, that chapter was not considered to be a requirement. 
With regard to the new Cooperative Agreement, there will be discussions about whether 
including outcome monitoring for health departments is appropriate. 

˜	 Lisa Randall, from Michigan, commented that her department had spent a great deal of 
time and expertise setting the parameters for evaluation, which is important. She asked 
what sort of consideration CDC is giving to some concrete and technical guidance, and 
for support around actually using the evaluation. She pointed out that there was not 
much discussion about how the data that they are generating will be used for program 
management at the state level, or to improve the quality of programs at the local level. 

˜	 Marlene Glassman agreed, pointing out that they have conducted a number of sessions at 
various conferences about use of data, and that there is a chapter on that topic in the 
resource manual. She said they should consider other ways to convey the message of the 
utility of data and how it can be used to improve planning and programs. 

˜	 Charles Collins added that using the data means it is continually improved. The 
capacity-building branch has learned that training is needed in how to use data for 
program improvement. ORC MACRO is helping them design a curriculum around the 
use of data for program improvement. When the curriculum is created, there will be 
three pilots to test it, and then it will be distributed. The technical assistance system 
needs to focus on this topic as well, he said. 

˜	 It was noted that the focus of the Evaluation Guidance, and of the data being collected, 
should be on use and the utility of that data The questions asked around evaluation drive 
the data variables. There are different purposes for different audiences. In preparation 
for the meeting, they asked the jurisdictions how they were using their data, and some 
very good strategies emerged. CDC should, therefore, unify how health departments use 
the data. 

˜	 Bob Moran said that the data collected from surveys of community-based organizations 
will help CDC project officers work with the CBO’s to discover whether the populations 
that need to be reached are being reached, or whether populations that are just there and 
are easy to reach are being accessed. 
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˜ David Napp pointed out that the two breakout sessions would address the use of data. 

˜	 Kristy Benton of Arizona asked about the evaluation capacity of health departments. The 
Guidance had led her state to focus on increasing their evaluation capacity. In increasing 
their capacity, and in receiving further updates on CDC requirements, they had difficulty 
when they were called on for technical assistance, as they did so without compensation. 
She also inquired about capacity-building assistance to respond to new CBO Guidance 
Guidelines. Supplemental money received represents a percent of their budget for 
evaluation, she said, and they are strained. 

˜	 Marlene Glassman commented on the pending CBO Guidance, noting that it will consist 
of two major chapters (e.g., Implementation Planning and Process Monitoring). The 
structure is the same as the Health Department Guidance, so she did not anticipate that 
there would be problems with the health departments understanding the Guidance. 
Moreover, CDC plans for regional trainings for CBO’s. 

˜	 Charles Collins recognized that the over-350 directly-funded organizations would have a 
number of questions when they received their Evaluation Guidance. CDC is beginning to 
plan for these needs, putting together a team to help with the CBO Evaluation Guidance. 
They have four capacity-building providers, and they are working to build their capacity 
to assist CBO’s. 

˜	 Marlene Glassman was asked to reflect on the basic question that the Evaluation 
Guidance is trying to answer. There do not appear to be any measures to identify the risk 
levels of the people who interventions reach. For instance, more “risky” people may be 
included in a late-night, group-level intervention. It is not clear in the evaluation project 
whether there are indicators in prevention case management. 

˜	 Marlene Glassman noted that the Resource Manual will address risk assessments and 
include sample forms to identify levels of risk. It is up to the health departments to work 
with grantees to ensure that they are reaching people at high risk to use resources more 
effectively. Charles Collins agreed, encouraging work with CBO providers to see what 
form of risk assessment is being done with clients, particularly with the target 
populations of group-level interventions. The CDC planning representative noted that 
many applicants assume that just because a population is sexually active, they are at risk, 
which is not necessarily the case. Such aspects as whether the clients are a sexually 
active population in a population with a high rate of sexually-transmitted diseases must 
be considered, he said. 

˜	 A question was posed about CDC’s growing emphasis on prevention interventions, and 
whether they anticipated collecting data on these interventions in the future, and what 
they are doing to disseminate information to people who are infected. 
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˜	 The CDC planning representative said that when they review applications for continued 
funding, they do not see many interventions that include dissemination to infected 
persons. They have an upcoming conference that will address the issue of interventions 
with people who are infected, and he expected much more emphasis on it in the future. 

˜	 Marlene Glassman added that the Guidance did not include data on risk behavior because 
it is not behaviorally-based. She encouraged community-planning groups to make HIV-
positives a priority population and to do appropriate interventions for them. She 
encouraged the attendees to inform CDC about their work in this population. There is a 
new table that asks about groups’ allocations for interventions for HIV-positive persons. 

˜	 A participant noted that a number of health departments and CBOs participated over a 
several-month period in the development of a “how-to” manual for the CBO Guidance. 
During that period, some valuable bits of information related to the implementation of the 
Guidance emerged. This information included areas of consideration for revisions in the 
future. With that in mind, an inquiry was posed as to how that information will be made 
available to CBOs and health departments. With regard to new standards, an inquiry was 
posed as to how many jurisdictions have developed and implemented very good 
standards for their programs (which should be taken into consideration). 

˜	 The CDC planning representative noted that there would be a session on the CBO 
Guidance that day, and that drafts of the “how-to” Manual would be available. He 
assumed that once the draft is approved and revised, then they would be made available 
to health departments who are working closely with CBO’s that are funded by health 
departments and/or CDC. Suggestions for revising the Health Department Guidance will 
be taken systematically, along with notes from the meeting, will be taken as 
recommendations and examined. 

˜	 Marlene Glassman commented that a project was examining intervention quality 
standards that could lead to those issues, and to sharing information with health 
departments and CBOs. 

˜	 A participant noted that with regard to the local health departments’ electronic reporting 
systems, their department had developed its own system that will be online in six to nine 
months. An inquiry was posed as to whether they should use their system, or wait for 
the CDC ERAS system. This participant indicated that he was puzzled by the timing of 
the rollout of the ERAS system. Many local health departments have invested resources 
in their own electronic systems and are not sure how best to report the data, whether their 
systems will be compatible with ERAS, whether the ERAS will one day become 
mandatory, et cetera. He expressed concern that many of the local health departments are 
in a “holding pattern.” 
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˜	 Marlene Glassman agreed, acknowledging that not developing software for health 
departments earlier was a mistake. The software would be developed in collaboration 
with health departments to ensure that it would fulfill their needs as well as requirements 
of the Evaluation Guidance. ERAS is a different approach and can accept data from a 
variety of sources. 

At the close of this session, the participants reconvened in the following concurrent sessions: 

Concurrent Session One: 

‘ Outcome Evaluating/Outcome Monitoring 
‘ Data Collection, Reporting, and Quality Assurance 
‘ Building Infrastructure for Evaluation 
‘ Use of Data/Fostering Buy-in 

Concurrent Session Two: 

‘ Outcome Evaluation/Outcome Monitoring

‘ Data Management

‘ CBO Evaluation Guidance

‘ Use of Data/Fostering Buy-In


Closing Plenary Session 

The participants reconvened for a Closing Plenary Session moderated by Aisha Gilliam of CDC. 
The following presentations were delivered: 

‘	 Francisco Sy, CDC 
CBO Evaluation Guidance and the “How To” Manual 

‘	 Carl Hill, CDC and David Napp, Practical Applications for Public Health 
HD EG Peer Resource Manual 

‘	 Michael Hughes, CDC 
Future Directions for the Evaluation Guidance 

Following the acknowledgments by Romel Lacson, CDC, Aisha Gilliam delivered the closing 
remarks and officially adjourned the meeting. 
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———


Concurrent Sessions 

———


Translation Issues/Taxonomy Populations 

Facilitators: Nikki Economou, Kira Sloop

CDC Representatives: Kata Chillag, Kelly Bartholow, Tippavan Nagachinta

Health Department Peer: Marquietta Alston, VA

CBO Peer: Rev. Tommie Watkins


These sessions focused on the Guidance taxonomy and how jurisdictions can use it with local

populations. Questions addressed included whether or not a jurisdiction can use non-risk-

behavior defined populations that are not in CDC’s taxonomy, and if so, how this can be done. 

What are some ways of translating local population to CDC’s taxonomy when reporting data?  It

has been argued that some target populations have been excluded. What can be done to make

sure that populations are not overlooked? How does CDC’s taxonomy minimize (or aggrandize)

the burden on contractors?


The topic was the same for both Sessions. While the presenters delivered virtually the same

information, the dynamics of each group were somewhat different. Therefore, more information

has been provided in the presenter’s summary portion of the document for Session One, while

Session Two includes only an introductory paragraph regarding these presentations. The

discussion is documented separately. 
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Concurrent Session One – Translation Issues/Taxonomy Populations 

Kira Sloop Facilitator 
ORC Macro 

Ms. Sloop called the session to order. She explained the purpose and the format of the session, 
and then introduced the panel members who delivered overview presentations, and/or engaged in 
deliberations with the participants. 

Kelly Bartholow

CDC/PERB

CDC Representative


Kelly Bartholow presented the categories of populations that interventions are designed to 
address: 

‘	 Men who have Sex with Men (MSM) covers both men who report sexual contact with 
men and men who report sexual contact with both men and women. 

‘ MSM-IDU is the MSM population that also reports injection drug use. 

‘	 Injection Drug Use (IDU) are people who are at risk for HIV infection through the use of 
equipment used to inject drugs. 

‘	 Heterosexual covers people who have had heterosexual contact with people at increased 
risk for HIV infection. 

‘	 Mothers With or At Risk for HIV targets women who are pregnant and either at risk of 
being HIV-infected or who are HIV-infected and risk transferring HIV to the infant. 

‘	 General population interventions are not particularly directed toward people at risk, but 
to the population as a whole. 

Tippavan Nagachinta

CDC/CBB

CDC Representative


Tippavan Nagachinta, of the Science Application Team, spoke to the group about available 
technical assistance (TA) for them. She indicated that technical assistance comes from three 
sources: 
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‘ NASTAD, which offers peer-to-peer technical assistance for health departments; 
‘ MACRO, which provides TA to states in the area of evaluation; and 
‘ CDC, which offers TA to states via the Science Application Team and the Program 

Evaluation and Research Branch. 

To access technical assistance, she said it is recommended that health departments contact their

Project Officer, who sends requests to the appropriate TA provider according to the request. The

types of available technical assistance are:


‘ Interpretation of the Health Department Evaluation Guidance;

‘ Clarification of terms and CDC expectations;

‘ How to ascertain the scientific basis of prevention programs;

‘ Process monitoring and process evaluation;

‘ Outcome monitoring and evaluation;

‘ Data collection and management procedures; and

‘ Strategies to improve quality assurance.


There are some limitations to technical assistance, which include:


‘ Data management software;

‘ CDC cannot do evaluations or analyze data for health departments;

‘ CDC cannot come to states and conduct basic training on the Evaluation Guidance to


CBOs and contractors; however, CDC can offer nationally-distributed trainings on 
evaluation to increase health department evaluation capacity; 

‘ CDC can only provide TA and cannot do the work. 

She reinforced that health departments should seek assistance via their Project Officers. 

Reverend Tommie Watkins

CBO Peer

Greater Bethel AME Church


Reverend Tommie Watkins, from the Greater Bethel AME Church in Miami, Florida, is the 
Program Director of an HIV Prevention Education Program that works with the health 
department. He explained that their faith-based initiative began about six years ago. In 
communities of people of color, the church is the most powerful entity; therefore, they moved 
toward a program that is progressive and that addresses the needs of their community. They 
accomplish this goal through the HIV Partnership Prevention Plan. In Miami/Dade County, the 
main target population is Black MSMs and their partners, and the second target group is Black 
women, which includes Creole, Haitian, and African-American groups. 

They reach their populations through prevention education, going to schools and other churches, 
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where they make condoms available. They also conduct a two-hour weekly group-level 
intervention that helps their populations empower themselves. The curriculum lasts for twelve 
weeks, and its goal is to encourage men to talk about all issues that they encounter, including 
their sexuality. A women’s group meets twice a month called “Self Help and Empowerment 
Group,” or “The SHE Hour.” In addition, they have a street and community outreach 
intervention, wherein they conduct risk and needs assessments in the field and invite members of 
the target population into their Prevention Case Management component. They link their clients 
with other case management agencies, but they mainly focus on prevention case management. 

Reverend Watkins encouraged the group to consider faith-based initiatives and to look at 
progressive churches as sources for help. His program has found that in the faith community, 
there are many pastors who want to address HIV, but they do not want to talk about sex and 
sexuality. Two Sundays a month, they have a program called “The Ministry of Reconciliation,” 
where the church opens its doors to people who have HIV and who identify as having different 
sexual orientations. It is a non-threatening, inclusive, and affirming environment from an 
African-American perspective in a traditional denomination. It helps people heal who have been 
marginalized from the Black church. They use the book Black Church and Sexuality by Dr. 
Kelly Brown Douglas, which includes a twelve-week curriculum, and then follow the book study 
with a traditional worship service. They also use The Good Book, by Reverend Peter J. Gomes, 
an African-American Baptist who identifies himself as a homosexual. His book takes the Bible 
from an historical, critical perspective, because traditionally, barriers to faith-based initiatives 
have included the interpretation of Scripture. 

In conclusion, Reverend Watkins said that they collaborate with the health department and other 
CBOs to try to meet the needs of the people. 

Discussion Summary: 

˜	 An audience member asked Reverend Watkins to what extent they were able to engage 
MSMs who do not identify themselves as gay; and if so, how they are able to do so. 

˜	 Reverend Watkins responded that Miami is unique in that its population is segmented 
due to its cultural and ethnic differences. The Black gay community is nearly invisible in 
the county. Many people commute to Ft. Lauderdale and to other cities that have a more 
inclusive environment. Their approach is to go to straight bars and to distribute their 
empowerment and support group information. When people see a church that is open 
and affirming about sex and sexuality, they often open a dialogue about being tested and 
other issues. The church also has a media campaign, which has resulted in people 
contacting the church for services. They have also addressed the barrier of traditional, 
Biblical rhetoric to MSMs by moving to publish a pamphlet that addresses those 
Scriptures that many people say are damning to MSMs or WSWs. This pamphlet will 
give perspective on what the Bible really says and what the Bible really means. Their 
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initiative is to include this pamphlet in a packet with a condom and their empowerment 
information. People may not adopt their theology. He stressed that they are not out to 
convert people. All they want is to educate people, which is why their interventions are 
aimed at prevention education. 

Marquietta Alston

Health Department Peer

Virginia Health Department 


Marquietta Alston spoke about how their department included the CDC-identified risk behavior

populations with the state’s taxonomy. Before the Guidance, Virginia collected mostly process

and monitoring data. This data included gender, types of sessions, and evaluation. The

contractors were required to apply some of their budget to evaluation, reinforcing the importance

of evaluation. With this preparation, the Guidance was not foreign to them. The Guidance still

raised many questions concerning the populations about which they would be collecting

information. A formula was already in place for prioritizing populations, which included factors

such as:


‘ Risk

‘ Need

‘ HIV/AIDS statistics for specific populations, which were then compared to the general


population 
‘ Funding directed to certain populations 
‘ Information gathered from town meetings 
‘ Other factors 

At the outset, the contractors wanted to keep their initial populations. After the initial resistance,

though, they were able to work together to make the two languages mesh. 


After looking at CDC’s definitions and comparing them to Virginia’s definitions, they found

commonalities and used CDC’s definitions to define their priority populations. Finally, they

were able to combine the languages. The categories included:


‘ Racial/ethnic minorities

‘ MSMs

‘ Women

‘ Youth

‘ PWAs

‘ Homeless

‘ Sex workers

‘ Mentally dysfunctional inmates

‘ General population
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Marquietta Alston pointed out that homeless, sex workers, and mentally dysfunctional inmates 
represent “special populations” It is difficult to gather statistics on these populations, but there 
are reasons that they are at-risk, so Virginia still wanted to include them in their taxonomy. 

Contractors identify their intervention’s target population, the intervention that they are using, 
and then they check each of the categories that applies to their population. They also have to 
specify the risk behavior that they are trying to address. The health department requires 
quarterly reports on which contractors can indicate the total number of people served, their 
progress toward their goals, and the numbers of people that they have reached in each category. 
This method incorporates quality control into the contractors’ system and allows them to make 
changes in their programs if they find that they are not reaching whom they wanted or expected 
to reach. 

She stressed that combining the language does not eliminate all problems. For instance, the 
homeless population’s risk levels and characteristics are difficult to predict, so the health 
department asks its contractors to do their best when making their projections. Many of them 
use past experience for those estimations. The same problems surface with the incarcerated 
population. Sometimes contractors can guess what risk behaviors they will find, and then can 
address those interventions. 

Marquietta Alston said she doubts that in the future they will ever use just the CDC terms. Her 
understanding of the Guidance is that it was not meant to replace or minimize efforts that are 
already in place. CDC merely needs a common language to make national reports of what is 
being addressed in HIV programs. In the prioritization process, the categories may change 
slightly; for instance, the group “women” may be combined with the “heterosexual” category. 
There is no one answer to the problem, she concluded, but the combination of languages has 
made collection easier for their contractors, and they are still able to aggregate the data for CDC 
while satisfying needs at the local level. 

Discussion Summary: 

˜	 A member of the audience asked Marquietta Alston to describe the difference between 
basic street outreach, intensive street outreach, facilitated street outreach, and 
collaborative street outreach. 

˜	 Marquietta Alston replied that Basic street outreach was a means to go into the 
community to distribute information with little engagement – it is not an intervention, but 
a strategy. Intensive street outreach incorporates more contacts and more lengthy 
encounters and may have an informal risk assessment component. It may also include a 
referral. Facilitated street outreach, which follows the other two, involves making an 
appointment for one-on-one with a person. Collaborative street outreach includes more 
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stringent follow-up, which may push the envelope of case management. Essentially, the 
different types of outreach represent different levels of contact. She added that 
collaborative and facilitated outreach may include a transportation component. 

˜	 Another audience member observed that the progression seems to be from outreach into 
individual-level intervention. Collaborative outreach also includes work with other 
agencies. 

˜	 Mary Parsons, also from the Virginia Department of Health, further clarified the 
procedure for making appointments with people encountered during these interventions, 
pointing out that there are multiple contacts with clients, which lead to the more 
formalized “appointments.” 

˜	 Another participant remarked that the idea of specificity in target populations at the local 
level is a good idea. The focus is trying to translate those categories into transmission 
risk. 

˜	 With that in mind, an inquiry was posed as to whether her group had developed a profile 
sheet for contractors to complete at every encounter. 

˜	 Marquietta. Alston replied that the health department had not stipulated the use of a 
certain collection tool. They have provided samples of tools to contractors and samples 
of risk assessment tools, but have left the collection methods up to them. 

˜	 A question was posed as to whether, when they collect data from contractors, it is in 
aggregate form or at the individual level. 

˜	 Marquietta Alston replied that the contractors collect their data by population and by 
intervention. The health department then aggregates the data. 

˜ Another audience member asked about working with trans-genders. 

˜	 Marquietta Alston said that they have addressed the topic, and have encouraged their 
contractors to focus on a particular risk behavior rather than trying to classify the person 
at risk. Work in that population is minimal in her state. 

˜	 An inquiry was posed by a participant, whose CPG has prioritized four categories of 
youth, as to how Virginia classifies youth. 

˜	 Marquietta Alston replied that in some interventions, there might not be direct 
questioning of risk behaviors. The question regards what behaviors are being addresses. 
In Virginia, the focus is on heterosexual and young MSM groups. Rarely do contractors 
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put down IDU. She said that while much of the work is estimated, they try to get self-
reported risk assessments. 

Kira Sloop then had the participants in this session break into smaller groups. She pointed out 
that there are great examples from a variety of sources. Virginia’s strategy of combining 
languages is but one option. Other local departments are opting to use only their own terms, and 
then the state health department translates the data at that level to send to CDC. A third strategy 
is adopting the CDC taxonomy uniformly and requiring contractors to do the same. Any of these 
strategies might apply to a given jurisdiction. She requested that they discuss their options in 
their small groups, and then assign someone to report out to the larger group. The report from 
these breakout sessions included the following feedback: 

Table #1: 

‘	 Washington state totally uses CDC’s risk behavior population, having decided after much 
discussion that it would be easiest to collect information the way it would have to be 
reported to CDC. 

‘ Vermont is also using CDC’s risk behavior population taxonomy. 
‘ Virginia uses a combination of methods, as discussed in the presentation. 

Table #2: 

‘	 Pennsylvania has thirteen different population categories, and Iowa has seventeen 
different population categories. Some programs are doing the translation for the 
grantees, while others are asking the CPG to use the CDC category to prioritize their 
populations, moving toward using CDC categories. 

‘	 One strategy for collecting data is used in Maryland, where all interventions except for 
outreach use some kind of risk assessment tool that is self-administered and turned into 
the health department. 

‘ In Alaska, the approach is to go by the intended population of the intervention. 

Table #3: 

‘	 New York City uses the third strategy, which is having contractors use both CDC and 
their own local terms, which is similar to Virginia’s approach, but more detailed. 

‘	 Utah’s contractors use the CDC taxonomy exclusively, and they have a system whereby 
contractors and sub-contractors can use a website to send their aggregated data directly to 
the health department. 

‘	 Major challenges include getting the local level to come to a uniform language. It was 
the consensus that the health department is the translator of the information to CDC. 
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Table #4: 

‘	 All states at this table (Florida, Georgia, New York State, and the Federated States of 
Micronesia) use a combination of local and CDC taxonomies. Once the CBOs report in 
local terms, the health department translates that information for CDC purposes. 

‘ Challenges arise in risk behaviors and in comparing them to populations. 
‘	 Target populations such as youth and women that are not addressed by the CDC 

terminology are captured in the local taxonomies. 

Discussion Summary: 

˜	 A representative from Alaska noted that according to the CDC Guidance, HIV-positive 
persons are not being captured, despite national attention being directed toward 
interventions in that population. In her state, they completed an RFP process to fund 
grantees to do interventions for HIV-positive persons. They can collect data according to 
the risk factors of that population, which satisfies grant oversight at the local level, but in 
reporting those interventions to CDC, they will be classified by risk populations. The 
current Evaluation Guidance Data System will not be able to provide CDC at the national 
level with information about what interventions and what resources are aimed at HIV-
positive persons. 

˜	 A CDC representative said they appreciated the comment, adding that distinguishing 
between transmission categories and other data sets is an issue to be addressed. It could 
represent an additional data element without changing the data set entirely. 

˜	 Another participant raised the issue of how to place non-identified MSMs in the plan. Is 
it general population work, community-level intervention, or is it reaching MSMs?  Her 
thought was to follow the intent of the intervention. Her group also discussed the risk 
categories for substance use and how to address the risk that comes from use of other 
substances and other contributing factors. They concluded that there is no way to capture 
when the substance use brings the highest risk. 

˜	 Reverend Watkins noted that his table had touched on the same issue, which includes 
topics of cultural sensitivity. With their next round of RFPs, he said they have chosen to 
address men, women, and youth “to include men who have sex with men and women 
who have sex with women.” They are trying to remove stigma from the group and to be 
more inclusive. Their work with the prison population has yielded more open 
identification of risk. He stressed that they must remember that the risk is men having 
sex with men, but the population is Black men. 
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˜	 A participant from New York City remarked that the new reporting tables do not include 
a method to determine the number of non-Hispanic Whites. It is not clear how the CDC 
manages that. There are black Hispanics, et cetera, and a cross-tab is not possible in that 
category. Traditionally, he said that when Hispanic is a co-equal category with other 
races, it is possible to break out non-Hispanic White, non-Hispanic Blacks, et cetera. 
Estimates are possible, but not concrete numbers. Another group member described a 
recent study in which they found that many Latinos did not check any race on their 
forms. After consulting with CBO’s, they discovered that Latinos do not know how to 
identify with a “race” as they have never been defined in such a way. A similar 
confusion, which may come from not educating the community, occurs with Native 
Americans. 

˜	 A participant from Washington, D.C. commented that the age groups are too broad at 
both the young and the elderly ends of the spectrum. 

˜	 Kata Chillag responded that CDC realizes that there are limitations to the categories, 
which are often created by the Office of Management and Budget. They want to know 
the nuances of local situations, but they also want a very basic way to communicate, 
using similar categories. They hope that future activities will give them opportunities for 
cross-tabs. They encourage local, user-defined categories which can be included in the 
narrative sections of the reports. 

˜	 Nikki Economou asked the audience to share their challenges and experiences, including 
how CDC can help them go from where they are to where they need to be. A group 
member commented that conferences and session such as this one are very beneficial and 
that they would appreciate more workgroups with specific agendas that could generate 
recommendations for future changes and work. Then, work at the local level can have an 
impact on the national Guidance and its revisions. 

˜	 A participant noted that consistent communication is the best way that CDC can help the 
health departments. Even a website with questions and answers that are accessible to 
everyone can help with TA. This site could also act as a clearing house for questions and 
comments and a listserv. CDC may not have all the answers. Other jurisdictions may 
have answers from their experiences and successes. Nikki Economou agreed that good 
answers come from the field. 

˜	 It was noted by a participant that materials or TA for the Latino population that could 
then be translated to the CBOs to collect data, would help alleviate the problems that they 
have with collecting information in their population. He also asked about the 
development of software for CBOs to be able to collect their own data. 
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˜	 A CDC representative answered that software for directly-funded CBOs was being 
developed, which would complement the upcoming health department software. 

˜	 An attendee from Georgia commented that CDC had worked with them to modify ERAS 
to be included at the local level, and they would pilot that project in January. 

˜	 Nikki Economou added that health departments want and need information from directly-
funded CBOs so that they can fill in any gaps, and so they can share information. 

˜	 Gary Uhl described a study that would involve going to six health departments and 
asking them what they need to conduct program evaluation better. He said that they 
would try to reach states that had a greater need. 

˜	 Nikki Economou said that they plan to share that information with the Division at CDC 
to help with capacity-building and other resources. Low-incidence states do not get 
enough attention. 

In conclusion, audience members agreed that health departments need the following from CDC: 

‘ Financial resources to set up evaluation systems

‘ Clear guidance

‘ Consistency so that they can catch up


Concurrent Session Two – Translation Issues/Taxonomy Populations 

Kira Sloop

Kata Chillag

Tippavan Nagachinta

Reverend Tommie Watkins

Marquietta Alston


As in the earlier session, which was the identical topic to this, Kira Sloop called the session to 
order. She explained the purpose and the format of the session, and then introduced the panel 
members who delivered overview presentations, and/or engaged in deliberations with the 
participants. Kata Chillag, CDC Representative, reviewed the categories of populations that 
interventions are designed to address. Tippavan Nagachinta then briefly spoke to the group 
about the technical assistance (TA) that is available to them. She reviewed the same information 
she did in the earlier session. As he did in the morning session, the Reverend Tommie Watkins 
addressed the group about his faith-based HIV prevention education program in Miami, Florida. 
Marquietta Alston addressed the group regarding the Virginia Health Department. 
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Discussion Summary: 

Following the Presentations of Kira Sloop, Kata Chillag, and Tippavan Nagachinta 

˜	 A participant asked about the length of time between submitting a request and actually 
receiving the TA. 

˜	 Tippanvan Nagachinta replied that the time frame varies according to the request, and 
that more details would be covered in the morning session. She said that they hoped to 
be able to provide health departments with an idea of the turnaround time to help them in 
their planning. Nikki Economou added that in some cases, the response can come as fast 
as in 48 hours. 

Following Reverend Watkins’ Presentation 

˜ A participant inquired as to how the two books Reverend Watkins described are used. 

˜	 Reverend Watkins replied that the first hour of the service is a book study, while the 
second hour is a traditional church service. The books are special because often in the 
Black church, people with HIV or with different sexual orientations are stigmatized or 
marginalized. They give the books as gifts to local faith-based leaders for them to use. 
They help the clergy address these people and help the church to be more inclusive, he 
said. He feels that the old approach from the church is one of the reasons that HIV has 
such a high incidence in the black community. 

Following Marquietta Alston’s Presentation 

˜	 An inquiry was posed as to why MSMs were included in both “population” and “risk” 
categories. 

˜	 Marquietta Alston replied that when CPG did their prioritization, MSM was identified as 
a target population in and of itself, and it happened that CDC includes that category as a 
risk behavior. The form, then, has space for both. If MSM is marked as a population and 
not a risk behavior, then the state will ask the contractor why. 

˜	 Another audience member noted that his state collects information the same way as 
Virginia, and he encounters problems when asked to sort out, for instance, how many 
Black, MSM, IDUs are reached by a given intervention. 

˜	 Marquietta Alston said that Virginia has not sorted out that problem either, but that there 
is a way that contractors can indicate that they are working with, for instance, PWAs, so 
they can partially answer the question. 
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˜	 A CDC representative asked about trans-genders, which are not included as a population 
group. He also inquired whether the definition of “youth” was according to CDC 
guidelines, or if the state used another definition. 

˜	 Marquietta Alston responded that the trans-gender issue had come up, and so the state 
encourages their contractors to focus on what risk behavior they are trying to reach. 
Also, there is not much work being done in the trans-gender population. The CPG is 
talking about the issue, she said, so some changes are possible. She said that they use the 
CDC’s definition for “youth.” One of their problems is working with inconsistencies in 
age ranges and definitions. 

˜ A participant asked how long it takes to complete the forms. 

˜	 Marquietta Alston replied that she did not know how long it takes to fill out the 
intervention sheets, although she said she has heard no complaints that it takes too long to 
complete them, probably because the contractors have been involved in the process all 
along. 

˜	 It was noted that standardization is difficult when age ranges are different. For instance, 
“youth” is defined as under 24, but the age ranges are “below 19,” and “20 - 24.” In 
academic settings, “outcome” and “impact” evaluations are the exact opposite of what 
CDC uses. There have been conflicts between the language that CBOs use, then, and the 
language that some evaluators use. 

˜	 Kira Sloop acknowledged that that had been a debate for decades. No changes are 
expected becase people in the evaluation field cannot even agree on the issue. 

Kira Sloop then divided the session into smaller discussion groups. She reminded them that

David Napp had identified three strategies for translating local populations into CDC’s data

collection system:


‘ A combination of CDC terms and local terms;

‘ Contractors’ complete adoption of CDC taxonomies; and

‘ Contractors use their own, local terms, and the health department translates the data to


send to CDC. 

As with the earlier session, she asked the small groups to reflect on their systems, their 
challenges and how they have overcome them, whether there are target populations that are not 
being addressed by the CDC categories and how they have coped with that, and how CDC can 
help them with the translations. This group did not report out as did the first group. Instead, 
they engaged in an open discussion period. 
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Discussion Summary: 

˜	 A participant inquired as to how Virginia went about allowing their contractors to use 
their own categories. He described how his CPG had divided his state’s population into 
target populations and then designated interventions for each of them. Each client would 
have fit into several of those categories which made it very confusing. When 
interventions are targeted to a neighborhood, they had to guess what populations lived 
there. He also wondered how many contractors would say that they had an insufficient 
delivery plan for one of their activities 

˜	 Marquietta Alston replied that at the state level, they did not do service delivery for 
contractors. Their work plans were created in-house, and then state staff would evaluate 
them so that their categories were acceptable. They encourage their contractors to 
incorporate behavior theories into their plans, and they also had in-person training 
sessions. 

˜	 A participant from Georgia described her state’s training, which combines in-person 
sessions with follow-up session. Most of their agencies have fairly straightforward target 
populations, she said, but some agencies have had trouble with the new terms – in 
particular, an agency that has group-level, individual, and outreach services to migrant 
farm workers. These people are not allowed out of their camps, so the interventions are 
hit-and-miss. The contractor found that group interventions with the commercial sex 
workers who work with the migrant farm workers were a good way to access that 
population. Another agency that used media such as billboards had trouble linking their 
efforts to the new terms as well, but the state was able to work with them to refine their 
campaigns. They have quarterly meetings. 

˜	 A participant from Oregon, where they initiated a new priority-setting process, said that 
they decided to adopt the CDC taxonomy and then use sub-populations to better define 
the populations. For example, MSM was their top population in both urban and rural 
areas. The first sub-population was MSM of color, followed by young MSM. They tried 
to capture all of the populations that they had accessed in the past and apply them to the 
CDC categories. He believed that there should be an HIV-positive category, as 
interventions are very different for that population. With the CDC’s push toward serving 
persons with HIV, it made sense to add that category. 

˜	 Linda Kay of the Behavioral Intervention Research Branch works on the Prevention 
Research Synthesis Project, and they are collecting information on all HIV interventions 
since 1988, trying to synthesize and categorize the interventions. They have run into the 
same problem trying to get enough information about interventions. She asked if there 
was any thought going toward including six behavior categories to capture risk, but to 
add other, important population characteristics. For instance, the “heterosexual” category 
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is not enough for youth, which gets such different interventions. 

˜	 Nikki Economou commented that those points were consistent with other comments. 
They have to look at the behavioral and then look at contributing factors, which would 
include HIV status, homelessness, incarceration, prostitution, and drug use that is not 
injection drug use. All of these factors contribute to behavior. To capture that 
information, she said they would all have to use their own categories. To work from a 
national perspective, though, there has to be consistency. 

˜	 Another participant commented that the issue of trans-genders has been one with which 
they have struggled. Their CPG has trans-gender representation, and those 
representatives do not want to be categorized as MSMs. They are thinking of sub-
categories, because there are categories even within trans-genders. The relationship 
between the African-American community and MSMs is very strained. They are adding 
HIV status as a category overall and reinforcing with their facilitators to gather that 
information along with basic demographics, anonymously. This information will also 
help guide future services. 

˜	 In speaking with a group of trans-genders, another participant said they discovered great 
variety within that group. Some of them went from being men to being women who are 
having sex with women. The issue has come up in New Mexico, commented another 
attendee. She asked her trans-gender co-chair of her CPG about his feelings, and he 
related to her that the risk issues were not only about with whom people were having sex, 
but also having to do with the “affinity grouping” and the increased isolation that he felt 
within the MSM social network. There is a sense of shame within the more “macho” 
MSM community which points out that risk behavior is defined by a number of issues. 

˜	 Another speaker told the group that his CPG advocated making MSM and gay men two 
separate categories. The idea behind the split is that there are many MSMs who do not 
identify as gay men, and there are gay men who have a culture and a community. They 
are two very different things. MSM was left as the primary category, but they did keep 
gay men as a separate group to target because of the differences in how the two groups 
should be targeted. 

˜	 Kata Chillag commented on the CDC perspective, reminding the group that CDC sought 
a basic set of risk-behavior-based categories. This is not the whole compendium of 
CDC’s interests, she assured them. They know that there are limitations to the 
categories, and they struggle with them, too, but they really want a common language for 
the country. She said they also wanted to hear about other activities in the narrative 
portions of the data collection forms. 
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˜	 Nikki Economou pointed out that, for instance, a gay man who is Latino may identify 
himself first as a gay man, then as a Latino, or vice-versa. The intervention will depend 
on how an individual perceives him- or herself. The interventions are related to the 
populations. 

˜	 Another participant said he appreciated CDC’s dilemma given that at the state level, he 
feels mistrust from people at the local level. It does translate when they miss 
populations, though, and people feel that CDC is not collecting information on a given 
population. If the data is not collected, then people are not going to own the 
responsibility for the epidemic. He realized that it was difficult, but stressed that the 
message has to get from CDC to the community that their HIV concerns are being 
addressed. 

˜	 Kata Chillag said she understood local situations, and added that any national instrument 
will miss data points, which may have real consequences for the interventions that are 
being designed and how agencies deal with their communities. 

˜	 Ms. Kay mentioned her project’s difficulty in linking the mode of transmission to the 
intervention. She realized that they had already made changes to the Guidance, and 
knowing that, she expressed her hope that CDC would consider keeping the mode of 
transmission, but adding another component for the populations. There could be 
consistency with this method. 

˜	 Kelly Bartholow indicated that this process has gone on in consultation with local health 
departments. The Guidance is intended to consolidate the categories, not to eliminate 
variables that are useful at the local level. CDC needs the categories for its minimum 
core data set, but that does not mean that a helpful local process should be ignored or 
replaced completely. In the next funding cycle, she said comments like these would 
probably be incorporated. The Guidance will be revised. She reminded them that they 
are trying to capture contextual issues in the narrative, so health departments and CBOs 
can provide the bigger picture of their work to augment the data points. 

˜ Nikki Economou asked what CDC could do to help them make these translations. 

˜	 A participant from New Mexico commented that the issues of how risk groups are 
described, defined, and prioritized are not just about the epidemic, but also are about 
deciding where money goes. For that reason, the taxonomy becomes even more 
important, especially at the CPG level. Because of this impression that the funding 
channels are related to the taxonomy, the trans-gender issue is a contentious one at the 
community level, she said. 
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˜	 Kelly Bartholow recognized that point, because health departments have to report how 
their funds are tied to the surveillance data. There is a mechanism to address that gap, if 
it exists, but it is a legitimate concern. 

˜	 Nikki Economou pointed out that community planning is included in the process to help 
them direct monies more efficiently and effectively, according to the needs of the 
individual area. The epidemiology alone is not enough, she said. 

˜	 A participant said that he could live with translating up to the CDC categories if there 
were an official way to capture the other information. He expressed hope that people 
would be able to get at the data so that they know that populations are not being missed. 

˜	 A participant from Idaho expressed concern about the evaluation tools not from the 
contractor level, but the feedback from the field was in the area of people who are 
expected to identify those who attend interventions who may not show up on 
epidemiological data. In a rural area, with a limited number of people and limited 
number of meeting places for the gay community, the facilitator can identify respondents 
quickly, even if the information is confidential. More broad categories are better for her 
situation, as self-identifying into even smaller categories will make things even more 
difficult for the people who conduct interventions and outreach. Anonymity is 
impossible in a community like that one, she said. 

˜	 Another participant told the group that he stresses with his contractors to think of the 
intervention first. They should be able to collect the data that they can reasonably collect 
without interfering with their intervention goals. A multiple-session workshop will yield 
a more detailed picture than an outreach activity, he said. Broad categories may be 
easier, but they do not give a full picture of the work that is being done. Perhaps there is 
a way to highlight special programs and disperse information about more specific 
populations. 

˜	 The representative from Georgia said that her epidemiologist meets with the CPG. Based 
on those requests, he highlights special populations within the epi profile. This way, the 
data is captured. They only recently made Asian/Pacific Islander a separate category. 

˜	 A participant suggested that the way that CDC could help the departments of health is to 
give their data back to them in a useful format. Some health departments will conduct 
outcome evaluation to show the effectiveness of their interventions. More detail would 
make those reports more useful. The different branches are working together more 
efficiently at CDC, so they are able to make each others’ jobs better. 

˜ Marquietta Alston inquired about outcome evaluation and what they could do. They are 
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not supposed to do quasi-experimental projects. 

˜	 Kelly Bartholow replied that they are in negotiations with IRBs about what projects are 
appropriate. They should not use prevention money to conduct research. 

At this point, a number of members in the group requested that the remainder of the IRB 
discussion be allowed to take place off the record. Therefore, the rapporteur turned off the 
recording equipment and ceased making notes via laptop computer. 

Data Collection, Reporting, and Quality Assurance 

Facilitators: Tim Quinn, Tom Creger

CDC Representatives: Choi Wan, Xiahong Mao-Davis, Cynthia Prather, Mari Brown,


Winifred King 
Health Department Peer: Hope Cassidy-Stewart, MD 
CBO Peer: Claudia Montagne 

The focus of these sessions was on the data collection and reporting needs of jurisdictions, and 
related quality assurance issues. Discussions focused on questions such as: Is there help for 
jurisdictions to identify their quality assurance TA needs? Is TA available to ensure the system 
can meet CDC, state, and local data collection and categorization needs?  How can jurisdictions 
ensure the transfer of technology to the sub-grantee and subcontractor level? 

Concurrent Session One – Data Collection, Reporting, and Quality Assurance 

Tim Quinn 
Facilitator 
CDC/PPB 

Tim Quinn called the session to order. He explained the purpose and the format of the session, 
and then introduced the panel members who delivered overview presentations, and/or engaged in 
deliberations with the participants. 
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Choi Wan

CDC/PERB

CDC Representative


Choi Wan gave a background presentation on data collection, quality assurance, and data 
reporting. He explained that evaluation data is divided into three major types: 

‘ Quality of interventions being provided by CDC Heath Department grantees 
‘ Characteristics of clients targeted and reached by interventions 
‘ Effects of interventions on client behavior and HIV transmission 

There is a conceptual framework for the Evaluation Guidance, and different components of the 
framework correspond to different evaluation activities. Some of the components are not 
required, for instance, for this funding mechanism, outcome monitoring is not required. Each 
evaluation activity requires a different data collection process, and therefore a different strategy, 
even within a single jurisdiction. 

CDC envisions the ERAS system acting as the reporting system for health departments. He 
expressed his hope that the system would reduce and ease their paperwork load as well as 
improve the quality of their reporting. The ERAS system will be available for health 
departments to use free of charge. 

He said that another way to look at evaluation processes is to examine the data flow from the 
client level to the interventions to the provider to the health department to the CDC. In thinking 
about data collection procedures, Choi Wan urged the group to think about quality assurance 
procedures at each step in the data flow. Quality assurance (QA) includes accuracy as well as 
quality of the reported data. This point is important in understanding the effectiveness of HIV 
prevention efforts conducted by jurisdictions. Quality assurance has to be an ongoing activity 
with data reporting sources. The ERAS provides validation, but quality assurance goes beyond 
the ERAS system, as each part of the data flow must incorporate quality assurance measures. He 
noted that training staff at all levels will help to ensure quality. 
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Winifred King

CDC/CBB

CDC Representative


Winifred King, of the Science and Application Team, described available technical assistance 
(TA) resources as being: 

‘ NASTAD, which offers peer-to-peer technical assistance for health departments; 

‘ MACRO, which can provide TA to the states; and 

‘	 CDC, which offers TA to the states via the Science Application Team and the Program 
Evaluation and Research Branch. 

If TA is needed, Winifred King pointed out that the first step is to call the Project Officer, who

will contact the Science Application Team to handle the request. Types of available TA include:


‘ Interpretation of the Health Department Evaluation Guidance

‘ Ways to ascertain the scientific basis of prevention programs

‘ Process monitoring and process evaluation

‘ Outcome monitoring and outcome evaluation

‘ Data collection and management procedures

‘ Strategies to improve quality assurance


Available TA is not limited to that list, she assured the group. There are, however, limitations to

how CDC can assist health departments. These limitations are due to limited staff resources and

other reasons:


‘ CDC cannot do the evaluation for the health department

‘ CDC cannot analyze data from individual states

‘ CDC cannot come to a state and conduct basic training on the Evaluation Guidance


She indicated that CDC will offer national training sessions on evaluation to health departments

and CBO’s.
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Hope Cassidy-Stewart

State of Maryland Health Department

Maryland’s Data Collection, Reporting, and Quality Assurance


Hope Cassidy-Steward indicated that before the Evaluation Guidance, the Maryland Health 
Department ran monthly and quarterly aggregate data collection for all of their intervention 
types. Hard copies were mailed to the Department, where they were aggregated and then sent to 
the CDC. The data was not meaningful, however, because many of the numbers were estimates. 
July 1, 2000, marked the beginning of the first year of implementing process monitoring in the 
state of Maryland. This process involved data collection tools tailored by intervention type, 
intervention forms, participant forms, sign-in sheets, and centralized data entry, analysis, and 
reporting. Maryland processes all of the data and reports it to its vendors. 

Their two goals for their system were: 

‘ Valid information 
‘ Standardized information 

For valid information, she said they wanted client-level data, including age, race, demographics, 
and risk. Self-reported data was preferable, when possible, to avoid relying on the perceptions of 
facilitators. They hoped to create an accurate picture of HIV prevention in Maryland. Across 
the state, data should be collected in the same way so that the health department could compare 
information from different projects in different settings to create baseline data for evaluations 
and future comparisons. 

Data collection instruments are client-level for all interventions, except for public information 
that comes from sources such as health fairs. The data includes self-reported demographics and 
risk information, when possible and appropriate. The health department had hoped for a single 
data collection tool that could be used all over the state, in every intervention, but they learned 
early on that different intervention types mean that different levels of specificity and information 
are feasible. 

Hope Cassidy-Stewart said that ILI and GLI, the more intensive, skills-based interventions, use 
participant forms in English and Spanish. They include self-reported demographics and risk and 
are confidential. For health communication sessions, they use sign-in sheets, which capture 
some demographic information. Across their interventions, they use intervention forms to look 
at content. The facilitator completes the form, which tries to capture the context in which clients 
are being reached. For outreach activities, there is an outreach form, which is a grid that workers 
can take into the field and note after their encounters such information as perceived risk, the 
content of intervention, whether a referral was made, and the distribution of prevention devices 
or materials. The area of prevention case management, counseling, and testing, has forms and 
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procedures that they have been using for years, and they are still using them. 

A year before implementing the evaluation guidelines, health department staff began to devise 
how to develop the instruments. Some of their challenges included: 

‘	 The instruments have to be used across the state, in diverse settings, with diverse 
intervention types; 

‘	 Collecting sensitive risk information and the accompanying concerns about 
confidentiality; and 

‘ The dramatic change from the previous data collection system. 

After the health department staff created a list of needs for the data collection system, they 
created drafts of systems and piloted them across the state, in different settings and with different 
interventions in different target populations. They sought feedback from both the facilitators and 
the actual participants. Based on this feedback, the revised forms were implemented on July 1st. 
Six months later, they conducted an assessment that included site visits, interviews, and 
collection of more feedback. They have just completed the revision of their forms for the second 
year. 

Confidentiality was a big concern among vendors and participants, she said. Participant forms 
that collect risk information are only used in more intensive interventions. In Maryland, youth 
under fourteen cannot answer these questions, and some school-based settings prohibit those 
questions as well. The forms are anonymous and put in sealed envelopes. They conducted 
statewide training sessions before the first year of implementing the system. The first year was 
still very difficult. Not all vendors complied with the new system, the data quality was not 
consistent, and vendors are still not all “on board.” They have enforced the importance of 
completing the forms, though, and they have conducted updated training sessions. 

The new data collection systems represent a big change for contractors, and they met with a 
great deal of resistance. In their state, their vendors have become very interested in the content 
of the forms. They are very active and vocal in training sessions, which indicates their interest in 
getting the system right. Their biggest challenge has been to create instruments that work in a 
variety of settings, that make everyone happy, and that collect the kind of statewide data that 
they can use. She was heartened by the vendors’ engagement in the process. 

The health department aggregates the data and then sends it back to the vendors, she said. On a 
monthly basis, they send a summary to the vendors, internal managers, the state legislature, and 
CDC. One of their biggest goals for their system is to make the information accessible and to 
actively contribute to program improvement. They compare the results with the design, working 
with individual vendors to understand the importance of the information and see its value in their 
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day-to-day operation. 

At this stage of their instrument, quality assurance is the most difficult aspect. In the first year of 
the system, they understand that the quality of their data is not very high. The information is 
more accurate every month as more vendors report. One of the reasons they do centralized data 
entry is to monitor the quality of the data in the first years. Their vendors vary in technical 
capacities, so the health department can work closely with them. Site visits are a part of their 
system, as it is important to ensure that the forms are being used appropriately and that they are 
being used quickly and accurately. In conclusion, she noted that copies of the instruments would 
be available at the swap meet. 

Tim Quinn thanked the presenters, then broke the large group into three smaller groups. Each 
attendee was asked to write his or her most pressing question about data collection on a 3 x 5 
index card. Then, in the smaller groups, they discussed the questions. A listing of each group’s 
notes follows: 

Group One Notes 

‘ How do you make a data collection form that vendors will understand and use properly? 

º Involve them in the process 

‘	 How do you motivate CBOs to collect the data you want?  What kind of incentives could 
be offered? 

º Funds 
º Feedback 
º Highlighting folks 

‘	 Providers/vendors do not understand: 1) the difference between number of interventions 
the form covers and number of clients or contacts (these numbers are not the same); 
2) how to complete Hispanic/not Hispanic and then do race tablets. 

º One-on-one TA with CBOs 

‘	 Garbage in garbage out: quality of local data collection, quality when aggregating data, 
steps that need to be taken to “raise the bar” or “kick it up a notch.” 

º Start with RFP elements to address QA specific, constant communication 
demystifying the whole process 

º Pay attention to how you communicate data back to contractors 
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‘ How to retain client confidentiality in rural areas with small numbers of clients: 

º In extremely small cities tell contractors not to collect data that would 
compromise confidentiality 

º Consider your system to see who sees data direct submission or through several 
layers 

‘ How do we best do training and provide TA on our new web-based system? 

‘	 Suggestions for improving: CBO and local HD staff having basic computer/data system 
skills: 

º This is difficult often because of turnover/low pay/lack of skills

º Look to see if you have a trained pool available

º Never train just one person in an agency

º Internal state systems have training available, can contracted people sit in on


these 

‘	 Does anyone have experience with unique identification numbers for clients in order to 
un-duplicate clients served by more than one contractor or the same contractor over time? 

º HIV and name to code system in Montana

º In California, tracking referrals use matching criteria like DOB and gender

º Clients don’t have problem usually it’s the advocate who resists collection of


coded information 

‘ How do we validate required data to contractors for buy-in? 

º Timing the question back to the field staff and ask how it can be good for them – 
why is it used? 

º Use data for grant-writing purposes 
º Make it part of RFP process 
º TA on how to collect data (site visits) 

‘	 How do we market the evaluation system, especially the forms to get everybody to use 
them and get information that reflects quantity and quality? 

º Contractor specifically focused on evaluation. Ready to respond and meet 
individually with contractors 

º Contractor very community-friendly could relate to CBO’s 
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º Road show around state trying to discuss with CBO’s what they do/need 
º Connect researchers with CBO’s through local universities 
º Do site visits to CBO’s 

‘	 How do we minimize the time spent collecting and reporting data (and receiving data) 
and still maintain good quality/reliable information? 

º Clerical staff can enter basic data for aggregate data 
º Maine reports go through clerical staff, then data manager – demographic/ 

narrative reports with time-lines, documented written protocol 
º TA and data management at CBO’s can simplify data 
º Provide CBO’s TA on data collection/spreadsheets 

‘	 What would be the minimum requirements for program monitoring?  In small states with 
small programs, it’s difficult to implement elaborate processes due to minimal staff 
available to carry out the workload. 

º CDC example of how western states utilized contract to do monitoring

º Do the best you can with what you have

º Data can be submitted in various ways (i.e. process don’t get caught up in format)


‘	 Training of agency members for data collection – how to fill out the data forms and 
getting agencies to do it: 

º Don’t pay subcontractors without forms properly completed – “form doesn’t 
arrive, check doesn’t go out” 

º Web-based training to help 

‘	 How can we get an accurate number and picture of individuals served during HERR 
activities? (i.e. usually collect data based on CP6 and CDC needs). If we get questions 
that deviate from that hard to answer for education, outreach? 

º Aggregate data can accomplish the evaluation need 
º Don’t necessarily need individual data 

Group Two Notes 

‘ How do we translate our data into those nifty CDC three-way tables? 

‘	 How do we develop a simple, not time-consuming, user-friendly, data collection form 
which captures required data for CDC plus risk behavior? 
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‘	 Sufficient capacity (HD and CBO) to initiate process for data collection/instrument 
development. 

‘	 CBO-level understanding of how their existing programs/interventions relate to the 
evaluation guidance and the impact of confusion on how data is entered. NOTE: we have 
an extensive electronic system already in place. 

‘	 Federated state of Micronesia – no data collection (standardized system in place) – lack 
of resources (instrument, form) database. 

‘	 We are in our second year of using newly created forms for collecting data on small 
group sessions. Problem: CBO translation and use of sign-in sheets in a consistent way 
so that information is translated correctly – sometimes don’t use one sheet. 

‘	 What are the “best practices” being implemented at the provider level – instruments and 
methods for collecting data? 

‘ Must every state “re-invent the wheel?” 

‘ What are some strategies for quality assurance in data collection and reporting? 

‘	 What are some ways to smooth the transition for vendors from group-level aggregate data 
to client-level data for GLI’s ILI’s? 

‘ How do we conduct data collection on a shoe-string budget? 

‘	 Will CDC provide the software for a web-based reporting system and assist HD in the 
installation of the system? 

º 6 - 9 months

º Referred to data management system

º Don’t standardize


‘	 Will CDC fund a position specific for data collection?  Without a position, this task 
would face numerous challenges/barriers related to data reporting (i.e. reporting, 
implementation, etc.?). 

º HD can hire someone 

‘ How do we collect data on GLI # sessions? 

º NY responds 
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Group Three Notes 

‘ What it takes to get started – methodology/spreadsheet: 

º	 Engaging stakeholders in the planning process, achieve buy-in from those 
collecting the data from the field. Encourage stakeholders to provide input into 
what type of data will be collected (bring all stakeholders together) 

º Need to clarify purpose of data. What the data will be used for helps determine 
what type of data to collect 

º Is it possible to collect the data? Attempt to tailor data. 
º Why should specific data be collected? 
º Look at existing evaluation tools to avoid duplication in the jurisdiction – who is 

already collecting similar data locally, within, and across states 
º Look at what you’ve done. 
º Need to establish key data collectors for each organization and establish working 

relationships. 
º Ensure data forms get to the HD. 
º Pilot test tools/train staff to ensure stakeholders understand the instrument. 

‘ Reporting: how do we collect data w/o overburdening the contractors? 

º Is Web-based reporting the answer for CBO’s? 
º CDC or independent jurisdiction WB systems? Hope CDC will get Web-based 

system up and running ASAP 

‘	 If using an independent system, it should interface with the forthcoming CDC WB 
system, ERAS: 

º Want to utilize a Web system for reporting so data won’t seem so overwhelming 
for providers and vendors. 

º Seeking uniformity, yet flexibility for states 
º Optional fields 
º Individual versus aggregate data for output 

‘ How does one collect individual-level data for outreach or is it recommended/useful? 

º Many do not see value in collecting client-level data (comprehensive info. on 
individual) 

º Instead lump characteristics of targeted population in aggregate form 
º Attempt to collect clean data as best you can (it’s the quality of the data – what 

level of quality is OK?) 
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º Discretion of outreach workers is very valuable

º Guam – differed with opinion above due to varied value systems and different


populations 
º Familiarity is key to success 
º Translation process takes time 
º Letting RFPs cause significant delays in reporting – CDC needs to understand 

barriers 
º	 CDC changes have tremendous effect on local jurisdictions translating 

amendments to contractors: when CDC changes definitions, e.g. race/ethnicity, it 
creates challenges for HD as they work with their vendors to explain the change 
or new requirements. Often means re-training providers/vendors. Changes have 
to come in time slots for the HD. 

‘	 How do we collect race/ethnicity data and be OMB-15 compliant?  Also, be understood 
by state/Fed? 

º Hardest part is getting data collectors to collect race and ethnicity separately 
º OMB-15 has many sub-categories identifying race/ethnicity 

‘ How can HD assess the accuracy and QA of data collected? 

º Continuous communication and training with providers – address FAQ

º Set goals for completion of data

º Must reaffirm to vendors that they will experience change in numbers – this is to


help them with the fear factor of not being refunded 
º	 Data should not purely be numbers driven; grantor needs to let contractors know 

due to additional evaluation requirements they will understand if objectives are 
not met fully (i.e. 500 vs. 560 persons) due to implementation of evaluation 
requirements 

º	 Have a clear understanding that service provision is important and if agencies are 
not doing what is required, they could lose funding if objectives are not achieved 
(this must be stressed to vendors and put in writing) 

º Because of paradigm shift with evaluation guidance – HD must work closely with 
vendors/providers to keep them trained and informed 

º Capacity-building is key – must have mechanism in place for consistent training 
and skills-building 

º Efficient and easy to use, must have user-friendly data collection systems 

‘ Does the state need a programmer to assist with data collection needs and activities? 
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Concurrent Session Two – Data Collection, Reporting, and Quality Assurance 

Tim Quinn

Xiahong Mao-Davis

Cynthia Prather

Hope Cassidy-Stewart


The same presentations were delivered at the beginning of Session Two on Data Collection, 
Reporting, and Quality Assurance as were offered during Session One with Xiahong Mao-Davis 
reporting this time on the CDC requirements for data collection, quality assurance, and data 
reporting; and Cynthia Prather reporting from the Science and Application Team. Hope 
Cassidy-Stewart again delivered the presentation on the State of Maryland Department of 
Health. The discussion following the overview presentations included: 

Discussion Summary: 

˜	 An audience member said that she had just moved into a state that needs a great deal of 
help, and she was not sure that the staff and the computer system were prepared to deal 
with the Evaluation Guidance. She inquired as to whether someone from CDC could 
come to the state to help them put the software in place, and show them how to operate it. 
Choi Wan answered, saying that the ERAS system would be pilot-tested in eight different 
health departments during which time they would learn what kinds of training and 
technical assistance might be required. He assured the group that states would be able to 
use the system. 

˜	 Tim Quinn commented that there should be a mechanism whereby CDC staff can help 
state health departments with installing software, working with staff to get them familiar 
with the software. Choi Wan clarified that as ERAS is a Web-based system, no software 
will need to be installed. They will conduct pilot site workshops, through which they 
will incorporate feedback into the guidance materials that accompany the ERAS. These 
workshops will tell CDC whether the materials will be sufficient to help states navigate 
the system. Technical support will be available around-the-clock for the system. If the 
documentation is not at a stage where it can explain the system without training, then 
they will adapt their approach. 

˜	 An audience member commented that manuals are often not the best way for people to 
learn a new computer system; working hands-on is better. Some of the organizations in 
her state are at a very low level of technical capacity, so they will need some kind of 
training even to access the Internet. The time that they have before the system is up and 
running should be enough time for them to make training plans, such as courses at the 
state college, so that their CBOs will be ready. 
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As in the first session, Tim Quinn divided the larger group into three smaller ones. This group 
handled their discussions somewhat differently than the groups in the first session. Each 
attendee was asked to write his or her most pressing question about data collection on a 3 x 5 
index card, then each smaller group deliberated one of the questions. Each group’s question is 
shown followed by its respective discussion. 

Question #1 

“Concern: with any policy, its power/application is realized through its implementation. I find it 
unethical for CDC to establish directives with no support: CDC should provide, via contractors, 
health department on-site TA whenever possible.” The writer of the question clarified his 
statement, saying that sending manuals to health departments regarding directives does not 
ensure that the departments understand what is expected of them. Without on-site help, they 
cannot perform as well as they would like. What support can they offer states that do not have 
computerized, statewide reporting tools? 

Discussion Summary: 

˜	 There was discussion about using CDC consultants to offer advice on the entire health 
department structure, not just on the Evaluation Guidance. For instance, CDC could help 
the state epidemiologist integrate data with the HIV prevention branch. Hope Cassidy-
Stewart agreed that there might be an opportunity for an integrated system, and that there 
was no way not to have a consultant. 

˜	 A group member commented that another RFP was addressing that issue, which he 
thought was sponsored by NASTAD and CDC. 

˜	 Tim Quinn pointed out that some states have such small staffs that their operations 
become a question of what to give up or let slide in developing a system, and outside help 
is crucial. 

˜	 Hope Cassidy-Stewart wondered whether a consultant from CDC could come to such 
programs to assess their data system and needs, and to offer assistance where there are 
separate reporting systems for different branches of the department. States should 
integrate care and prevention. They are separate in Maryland, and a model to help them 
work together would be wonderful, she said. Mr. Quinn made a note of the question, 
indicating that he would take it back to CDC. 

˜	 There was discussion of the listserv, which could be a great resource for state health 
departments to share information and build on their body of shared knowledge. These e-
mail lists are relatively easy to manipulate and to filter, so departments can only access 
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the information that they need. The NASTAD website also has links to many state health 
departments, it was noted, and CDC could include a similar section of links on their 
website. Tom Creger agreed that one of CDC’s responsibilities is to keep abreast of such 
things. 

˜	 Hope Cassidy-Stewart remarked that NASTAD is under-utilized. She had not known 
that peer-to-peer health department TA was available. She suggested that perhaps the 
CDC listserv could include a message board and chat room. If information is archived on 
the site, then it can be reached easily. Forms could be included in .pdf file format as 
well. 

˜	 Another group member added that web-broadcasting is more cost effective than video-
conferencing, and could be another great asset to them as they stay informed. It was also 
mentioned that this technology is aimed more at health departments than CBO’s, but that 
some web-based applications might be appropriate for CBO’s to use, with proper 
training, both on-site and via tutorials. 

Question #2 

This question focused on the realism of supervising the collection of good data from agencies 
when people are working for low pay and low benefits and are over-burdened in other areas. 
The reporting system’s accuracy relies on good data at a micro level, and the ongoing 
interventions have standards. The questioner mentioned that in pilot-testing forms in four 
different places, his group got four different responses to them. Each state needs to personalize 
the forms, because certain formats and issues apply more than others. The field workers must 
have some system of supervision to ensure quality data. 

Discussion Summary: 

˜	 Tom Creger agreed that a data system is only as good as the person collecting the data, 
and to achieve buy-in, the first person who needs to approve of the system is the person 
who is interacting with the population, conducting interventions. One of the benefits of 
going to these people for feedback is that they remind CDC of the behavioral change 
issues that are sometimes lost in the more “academic” approach to data collection. At 
CDC, he said they are advocating for forms that will be used, and used correctly. Step #1 
is helping CBO’s understand why they must collect data in a standardized manner. Then, 
they can move to more thorny data collection issues. He noted that all attendees of the 
conference seemed to be struggling with similar issues. 

˜	 A participant mentioned various public health models that incorporate extensive training 
programs in the field. Different states have different standards, and a particularly 
successful program utilizes role-modeling. So often, workers hired to do HIV and AIDS 
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interventions on the street lack training and supervision, even though they are well-
meaning people. Graduate students can provide a motivated pool of potential workers. 
Tom Creger commented that sometimes people can be instructed to fill out forms in a 
certain way and observe certain procedures, but they will not. Instead, they might give 
incomplete or incorrect information. Experienced field staff understand this issue. 

˜	 A group member commented that in training workers, it is also possible to establish an 
ongoing dialogue with them. Some states are creating requirements for certifying 
workers before they go into the field. She wondered if anyone else had experienced 
certifying outreach workers creating a baseline of good, prevention workers. Tom Creger 
agreed, emphasizing the important step of getting buy-in from the field workers. The 
Prevention Program Branch has struggled with that issue, he said, and he wondered how 
others have coped with it. 

˜	 Giving fast, specific time frames for when data reporting – forms give workers more 
accountability, and the forms can be tracked more closely. When deadlines are early for 
forms, there is less likelihood that the workers will fill them out in a hurry, right before 
they are due. 

˜	 Another participant described a long process of dealing with the issue of training and 
buy-in of workers. Regional training sessions were a way for them to work directly with 
programs in areas such as quality of care, definitions, activity types, and data collection. 
She also said that her department studies the data to find rationales for why certain types 
of information are sought in a given area. They can then respond to that demand by 
sending workers who appeal to the needs of the population. They have found greater 
receptivity to the forms, and fewer errors, by paying attention to these needs. Retention 
of staff is another issue, so she deals directly with program managers who can teach new 
staff how to fill out the forms so that they become institutionalized. It is also important 
that members of the target population see the forms and provide feedback. In general, 
they try to conduct quarterly assessments wherein they look at projected figures for the 
year and assess each program’s progress. Sometimes the outreach workers need to be 
challenged about some data, but they are understanding more and more clearly the need 
for quality data and they understand that their role is central to creating an overall system 
that helps their target population. 

˜	 A participant commented that his department is always looking for good venues to use to 
educate their workers, and often a one-on-one discussion has been successful. 

˜	 Hope Cassidy-Stewart remarked that when they set out to create their data collection 
system, the Health Department Evaluation Guidance acted as a justification. They knew 
that they wanted to evaluate their prevention programs, but they never had the internal 
support they needed, so the data meant little. It will take them years to get data that is 
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worth analyzing, but they have been inspired by the buy-in just from the first year of 
implementation. Their Community Planning Group members are very interested in 
sitting on the Evaluation Committee. They are, in fact, beyond initial buy-in. Now their 
CBO representatives are helping them refine their forms. 

˜	 Reports back to the agencies are key, said another participant, as they receive something 
for their efforts. Tom Creger agreed, and suggested that health department staff ask 
agency representatives questions about their reports so that they will see how carefully 
the data is used and discussed. 

Question #3: 

The Outreach Prevention Model includes the use of peers; however, bringing in peers creates 
problems with certification. Training is important, but after they are trained, then at what point 
are they no longer “peers?” They may lose their effectiveness in the population. There will 
always be slippage with outreach issues, so using these models is important: there has to be way 
to calibrate the context of the outreach. 

Discussion Summary: 

˜	 A participant asked whether people would object to certifying outreach workers, and 
another asked about what happens to the smallest CBO’s that do not have the resources 
to make large changes in their labor pool. 

˜	 Hope Cassidy-Stewart said that Maryland has a diverse group of vendors and 
organizations that work at the grass-roots, and need help in a variety of areas. Her 
department took away their burden of data entry because they did not want to scare away 
those small CBO’s that have such a connection with the community but are “afraid of 
computers.” 

˜	 A participant said that the overhead salaries and benefits for a basically trained person 
are more than worth the expenditure, especially considering the impact on the services. 
Perhaps larger groups can contract out to smaller ones for this assistance. 

Question #4: 

Client-level data: how do you capture it, and what do you use it for? How do you capture risk 
assessment, and how are clients kept anonymous? 

Discussion Summary: 

˜ The group acknowledged the difficulty of this issue. Some departments do not collect 
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client-level data and concentrate on aggregate data. 

˜	 A participant pointed out that the main concern with this data is HIV status. These 
clients are not likely to be unique to one agency, but do not have the same identity to 
each one, even to multiple agencies within an agency. 

˜	 Hope Cassidy-Stewart described Maryland’s method for creating unique identifiers. She 
acknowledged that it is not a perfect system, because there is some overlap. Clients must 
not feel at any point that they might be identified. 

˜	 A group member asked Hope Cassidy-Steward about the feasibility of using data systems 
to see if clients reached through outreach are accessing other services and then trying to 
look at the possible linkages. She replied that they did not feel that outreach workers 
were willing to ask the amount of information that would be needed to link clients. They 
do not want to breach the relationship between the client and the outreach worker. 

˜	 One participant outlined a program that made clients “members,” giving them an access 
card which would keep track of them when they used the Center’s services. They saw a 
benefit of participating and being involved. So far, this program has relied on peer 
influence, and it has been a sought-after program with a high number of cases. Another 
person commented that her department had tried a similar management system because 
their clients were very mobile. Clients were assigned a card with a number at whichever 
venue they accessed, and that number was uniquely theirs at any point in the system. 
This method motivated a typically disenfranchised community, she said. Another 
member noted that in his experience, in a small community, the risk of identification 
most certainly keeps people away from programs. 

˜	 Tim Quinn noted the form’s ability to capture new interventions, given that there is a 
place to explain new interventions on the form. Using these miscellaneous interventions 
gives agencies creative opportunities to try out new ideas. Hope Cassidy-Stewart added 
that those interventions are often difficult to measure. They are involved in coalition-
building, and they are struggling to evaluate its impact and benefits, and how to make 
concrete connections to HIV risk behaviors. 

Question #5 

This question regarded borrowing ideas from other disciplines; for instance, from Prevention 
Case Management. What if there were a program announcement that would support the 
development of an intervention with prevention case management as part of the culture? 

Discussion Summary: 
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˜	 Tim Quinn pointed out that program announcements and projects are often dictated by 
Congressional mandate. Hope Cassidy-Stewart added that data has an impact on those 
mandates. Tim Quinn agreed, adding that there are good people and good resources in 
the field who are using their best efforts to conceive of the best processes. He reminded 
the group that any data collected that is not needed on CDC’s aggregate form should still 
be kept for possible future use. 

˜	 A group member commented that his state has contractors that are conducting activities 
that do not necessarily fit into an intervention plan, such as focus groups. Definitions 
become a problem in this case because what the contractor calls a “focus group” often 
turns into a “discussion group” or an “educational session.” How can he collect this 
information?  Are there other means of reporting data collection on process objectives? 
Hope Cassidy-Stewart confirmed that they collect more data than what is required 
because they try to think about what the state needs, what the vendors need and want, and 
what CDC needs. She advocated for collecting “what you think is important,” keeping in 
mind that the information can be categorized later. 

˜	 A participant pointed out that there is an inherent “Catch-22" in collecting and reporting 
extra information. If a small amount of money is allotted to a project, then the extra work 
and information may not be easy to get from vendors. Tim Quinn expressed his hope that 
they would want to provide all of the information that they get. 

˜	 A participant agreed that collecting more than the required characteristics is advisable for 
several reasons, including protection. If the model changes in the future, then the system 
can anticipate different data needs so that the “old” data is not lost in a “compatibility 
crisis.” Tom Creger pointed out that the data can always be collapsed and then reported 
in subgroups. 

˜	 A participant described his department’s transition from collecting very detailed, client-
level data, with detailed assessments, interviews, and risk assessments, to collecting on 
an aggregate basis. Now they are collecting individual-level, client data as well as 
aggregate, outreach data. 

Question #6: 

This question regarded on-line video and whether anyone was using a specific tool for outreach 
to multiple risks, multiple times. 

Discussion Summary: 

˜	 Hope Cassidy-Stewart said that their outreach does not track multiple encounters with the 
same person. Another group member tried to track this information, but said that it is 
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difficult to ask about prior contact with an agency. Tracking the referral system is even 
more difficult. 

˜	 Tim Quinn urged the participants to use their Project Officers as resources, and to feel 
free to ask questions. He also encouraged them to use their colleagues as resources as 
they all worked through the Guidance together. 

Data Management 

Facilitator: David Cotton

CDC Representatives: Choi Wan, Jaime Altamirano, Xiaohong Mao-Davis

Health Department Peer: Mari Gasiorowicz, WI

CBO Peer: Prescott Chow


These sessions addressed data management issues that jurisdictions have faced when

implementing Guidance activities. Discussion was around the following questions: Are there

ways of easing the burden of data entry and analysis at the program and state levels?  How can

jurisdictions reduce the lag time in processing and difficulty in providing tailored data reports?

How can jurisdictions support CBOs’ ability to collect, tabulate, and manage data given frequent

staff turnover?


Two sessions were convened for this topic. The presentations delivered as an overview were

identical and have not been presented twice. However, the dynamics of each group were

different, and the input itself is presented separately.


Concurrent Session One -- Data Management 

David Cotton 
Facilitator 
ORC Macro 

David Cotton welcomed the group to the session, noting that it was an opportunity to learn from 
each others’ challenges and successes. He encouraged everyone to share issues and feedback, as 
well as ways to address those issues. He said that suggestions for features of data management 
systems would be helpful. These features might include the kinds of reports generated and the 
nature of interfaces. He posed the question, “If you had unlimited resources, what kind of 
system would you want?” 
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Choi Wan

CDC Representative

CDC/PERB


Choi Wan updated the group on the ERAS system, indicating that it is an aggregate reporting 
system. Eight to nine different health departments will be pilot-testing the system. They hope 
that the second phase will be even more helpful. He then described another upcoming product – 
health department software. Local health departments can use this software to organize their 
CBO or funding agency data to use the data as well as aggregate it for CDC. The system has 
been delayed, but the time-frame for the software is a six-to-nine month turnaround. By then, 
the system will be available to health departments, as will training and technical support. 

Mari Gasiorowicz

Health Department Peer

State of Wisconsin Health Department


Mari Gasiorowicz said that in Wisconsin, their approach to data collection and management is 
different from other states. They have standardized forms for everything from intervention plans 
to data collection forms, and they require all of their agencies to use these forms, placing a heavy 
burden on them to prepare the intervention plans, decide which type of intervention plan to use, 
to collect the data, and to enter the data. They are in the pilot-testing phase of a web-based 
system. Their philosophy and goal is for agencies to be able to use and manipulate their data, 
increasing buy-in and ownership of the intervention plan and the data, at every level from 
administrative to outreach. They are also committed to a significant amount of training and 
technical assistance. 

They have several parts to their data collection and management system. They incorporated the 
CDC Evaluation Guidance into their HIV prevention training and interventions. Within the 
intervention plan manual, there are seven intervention plans, and training is available either to 
providers or to the population. She offered examples of their data collection and reporting 
forms, which their agencies complete as part of their intervention plans. There are tables to 
describe target populations, including the total number of clients served, race and ethnicity, and 
HIV-status, if available. Agencies make their expected target populations part of their 
intervention plan – the basics of who they think that they will reach pertain to data management, 
especially in anticipated outcomes. Agencies project how many people they think they will see. 

The intervention plan is an important piece of the work. She produced a red binder, which 
contained data collection forms, samples, and instructions. Data is collected on the group and 
individual levels. In Wisconsin, they collect client-level data. Many states aggregate data, while 
others keep it at the individual level. The forms in the red binder correspond to the website. 
Instead of a client code, they use a provider-based code, which includes the initial of a staff 
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person. This code follows the client within an agency. Client information includes the initial 
date of service, the source of services, counseling and testing, and other data. 

The website can also track prevention case management (PCM) data, noting how many clients 
participate in a given intervention plan: each intervention plan has a different code. The use of a 
provider-based code for each client eliminates the need to complete client information more than 
once: details such as gender, age, race, and ethnicity are held in the client code. There is also 
space in the forms to note referrals to other services, when the referral(s) took place, whether 
information was provided or the referral visit was more directly facilitated, and whether it was 
completed. 

The intervention plan tracking also includes services tracking, so it is noted if clients belong to 
more than one intervention plan. Due to their funding in the state, she noted that they keep more 
detailed information in this area than other states might have to keep. Each session is committed 
to the system, including the date of contact, the amount of time spent, the kind of time spent (for 
instance, face-to-face), the setting, whether incentives were provided, whether goals were set or 
reviewed. The modules and topics covered are also noted. 

In the web-based system, agencies enter their data by intervention plan code, both at the client 
level and for intervention services tracking for ILI, GLI, and PCM. She then demonstrated the 
Internet site, asking the group for feedback, as it was still in the pilot-testing phase. 

Agencies can enter new intervention plan types, and the forms correspond to the paper forms 
given by the health department. Intervention plan data includes funding details, such as funding 
sources and total clients served. Mari Gasiorowicz told the group that there was no way, at 
present, to sort the clients in any way, such as by client ID or point of entry. As the system is 
web-based, there is no limit to how many users can use the system at the same time. 

She spoke about the department’s decision to code their clients using a provider-based code. 
This system relates more to provider perception than to actual confidentiality issues. Provider 
codes reassure participants that they are anonymous, despite the many good codes that 
incorporate a piece of the client’s name or use another method for tracking clients across 
agencies. 

Most interesting to their agencies is the report for ILI, GLI, and PCM. This report compares 
predictions to actual results of the work and tracks programs’ progress toward their goals. With 
this feature, grantees know their status exactly, including client demographics and referrals. The 
kinds of interventions being conducted are also tracked. Adding narrative is possible as well. 
Agencies are responsible for logging all of their data by thirty days after the end of the quarter, 
including a narrative for each intervention plan. 
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Their grantees have not begun to enter real data, as they are still in the pilot-testing phase. 
Training and technical assistance on both the intervention plan and the data collection forms 
have been an important aspect of the health department’s work to get the system on-line. They 
have improved intervention plans, they expect to get better data, and their agencies seem to be 
committed to the system. 

In conclusion, Mari Gasiorowicz gave the group a list of some of her lessons learned from the 
process: 

‘ The project has taken longer than they thought it would, and they are not done yet; 

‘ The testing phase is critical; and 

‘	 Having the paper forms ahead of time was helpful so that agencies could become familiar 
with them and use them to collect data for subsequent entry into the web-based system. 

Discussion Summary: 

˜ An audience member asked Mari Gasiorowicz about the cost of the system. 

˜	 Mari Gasiorowicz replied that the state had a bioterrorism grant under which they are 
developing a health alert network system. That project has incorporated their reporting 
system. She asked their web developer to estimate his time spent on the site, and he 
guessed that his hours of work would total approximately $10,000. Development costs 
were minimal for them, but the project has taken a great deal of her time and the state 
epidemiologist’s time. 

˜ Another audience member asked about the intervention forms. 

˜	 Mari Gasiorowicz said that when people are doing their interventions, they use the state’s 
standardized forms. There are different forms for clients, services, and outreach. 

˜ Another participant inquired as to how their web system related to CDC’s ERAS system. 

˜	 Mari Gasiorowicz said they have an ACCESS database, but she also understood that 
web-based systems are not optimal for detailed cross-tabs. They manipulate the web-
gathered information separately, which allows them to generate CDC reports, which then 
go into the ERAS system. 

˜	 An inquiry was posed about the number of providers and grantees that Wisconsin has and 
about how they feel about the system. 
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˜	 Mari Gasiorowicz replied that they have about thirty grantees. The time involved has 
been a problem to some of the pilot-testers, but they are learning how to enter the data 
fast. 

˜	 Another audience member commented that New Jersey has been collecting client-level 
data for a while. States are in multiple stages, but he urged them not to collect data just 
for CDC purposes. Their forms include each agency’s needs, the state needs, and the 
CDC needs. With this approach, the agencies get information that they can use and that 
also satisfies CDC’s reporting requirements. Before choosing a system, he stressed that 
it is important to work with CDC to ensure data compatibility. 

˜	 A participant from a smaller state commented that they do not have the in-house 
personnel resources to draw on to implement these systems. In small states, the three or 
four people in their office will be putting these systems on-line. He expressed his hope 
that CDC would remember that states have different levels of resources. 

˜	 Another participant added that ongoing technical support for the CBOs is a real issue. 
Where they expected a need for assistance in using the software, they have found that the 
needs for assistance are coming in the program evaluation, including definitions and 
guidance. 

˜	 Hope Cassidy-Stewart commented that in Maryland, they were not web-based. The core 
of any system seems to be helping CBO’s understand it and how it relates to them and 
their projects. The quality of the data depends on the people in the field, and training 
them takes a lot of work. 

˜	 David Cotton added that there are several layers to the work, from working with 
contractors to assuring quality data input to the issue of the data management system 
itself. 

˜	 A participant said that his state gives reports twice a year and makes comments on 
progress. Sharing this information with grantees interactively would be a great asset, 
creating an ongoing dialogue between the progress monitors and the grantees. 

˜	 A participant from Massachusetts noted that there are eleven data collection systems 
being used. She wondered about a possible forum for sharing IT-level information. 

˜	 A participant from Minnesota said they found that getting information from the non-
technical, evaluation staff to the IT staff was impossible. He recommended that CDC do 
periodic video conferences for technical people so that they can keep up-to-date on 
changes. 
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˜	 Hope Cassidy-Stewart suggested that they set up their own conference calls to share 
information. 

Jaime Altamirano

CDC Representative

Technical Assistance Opportunities


Jaime Altamirano said that when a new system is initiated, even if it is designed to improve on 
an existing system, it is expected that the new system will conflict or clash with the current 
system. Therefore, as soon as the new Guidelines came, they were prepared for the number of 
technical assistance requests that came in. The requests came from four aspects of data 
management: 

‘	 Generating data: reporting aggregated data to CDC may require changing the states’ 
system of data collection, creating new forms, changing the data collection methods on 
the state level; 

‘ Data entry; 

‘ Data validation; and 

‘ Transferring data back to CDC. 

He reinforced CDC’s understanding of the challenges that the changes brought about. 

Taxonomy and interpretation of the CDC guidelines were the bulk of initial TA requests. Then,

requests centered around reconciling the new forms with extant state forms and requirements. 

Some states had completed development of their own data collection system and were being

asked to modify it again. This frustration could sometimes be alleviated by understanding the

benefit of a universal method of data collection, which facilitates comparisons of data at the state

and national levels.


Instead of dwelling on definitions, Jaime Altamirano focused on the action steps required to

report data according to the new guidelines.


‘ Adaptation to the new forms or the creation of new forms at the state level

‘ Changes in data collection methods

‘ Data entry and validation of data

‘ Data analysis and reporting of aggregated data


State health departments are not expected to conduct in-depth analysis on data, but only to report

aggregate data to CDC. However, he urged them to consider how their data can be used for their
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benefit and for the benefit of their providers and CBOs. They should anticipate further data 
analysis as they develop their databases. 

Data transfer is the last step, and CDC is creating the ERAS system for this reporting. Some 
states are not concerned about the data transfer process, as the first steps are more important to 
them. He pointed to Wisconsin’s process as a good first step in developing a system for data 
collection and reporting. Other states are still waiting for CDC’s assistance or the software. 
When a request for technical assistance comes, CDC adapts to the needs and technology levels 
of each state. Requests come through Project Officers to the Science Application Team. 

CDC’s software is anticipated in six to nine months. In the meantime, the states and 
jurisdictions who have developed, or are in the process of developing, their own models, are 
willing to share ideas about their systems. They can also share experiences, barriers, or 
limitations in the process. CDC will create an avenue to share that information from state-to-
state. Hardware requirements are a capacity-building request, he noted, but he expected that 
most concerns were with software and with training. Health departments have to collect data 
from CBOs, taking into account the upcoming CBO guidelines. The system must be compatible 
with these guidelines and ensure that the CBO and local-level data will be reported to the state 
level. Each state has its own concerns in this area, so the technical assistance team analyzes each 
situation when providing technical assistance. 

Discussion Summary: 

˜	 A participant asked, if the software that CDC is developing is similar to Wisconsin’s 
system but not the same, whether they would accomplish similar goals. 

˜	 Jaime Altamirano indicated that they would accomplish similar goals. They are all trying 
to develop a system that will help the state collect the right data into the right database 
that will generate useful aggregate data. 

˜	 Another participant inquired whether the ERAS system would have a place for a 
prevention plan. 

˜	 David Cotton replied that the system does have a place for intervention plan data, but it is 
not connected to goals or process monitoring data. Data linkage is included at the health 
department aggregate level, not at each CBO or each intervention level. The new system 
will address the relationship between the provider and the health department where 
ERAS is concerned with the transfer of information between the health department and 
CDC. 

˜	 An inquiry was posed as to whether the ERAS system had space for client-level data, and 
a way to enter information about an intervention plan for each of the state’s agencies. 
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Will the system aggregate the data and send it to CDC? 

˜	 David Cotton pointed out that the new software in development will provide aggregates 
at the health department level from either client-level or intervention-level data. 

˜	 Since development of systems takes longer than expected, an inquiry was posed as to 
CDC’s best case scenario of when the software would be available, as opposed to the 
estimate of six to nine months. 

˜	 Jaime Altamirano replied that their difficulty was in creating one product that will apply 
to several states, given the different needs of each individual state. David Cotton agreed 
that six to nine months is, at the least, optimistic. 

˜	 A participant asked about the ability of the system to store electronic data since databases 
can take a lot of space, and systems can crash if they are overloaded. 

˜	 Jaime Altamirano said he appreciated the importance of the issue. He noted that access is 
also a concern. Having data entry at different points makes validation very difficult 
because of different capacities at different sites. 

˜	 Tim Juday, from Hawaii, asked what health departments should do in the time before the 
ERAS system is up and available. He wondered whether they should work to develop 
their own web-based system, or whether they should invest their own resources in 
developing their own systems. He also commented that the data collection system and 
the ERAS are illogical from a statistician’s point of view. Each locality collects its own 
data, and when national-level is aggregated, problems are likely to occur with each 
state’s own way of collecting data and its own definitions, regardless of what the CDC 
says. There are going to be validity and viability problems, and statistical analyses with 
those data will not mean much, so that policy that comes out of those analysis will be 
questionable. 

˜	 Choi Wan replied that CDC would support states that wanted to develop their own data 
collection systems. They are, however, asking states that might not have that capacity to 
hold off on creating their own systems until they can be more certain of when the ERAS 
system will come on-line. When PGO makes an official, clear announcement, then the 
turnaround time will be very quick, he said. In short, if a state has begun working on a 
system, then that state should continue. If a state has not begun, then they might wait. 
He said that the six-to-nine month time-frame was his hope, and that it represented not 
only when the system would be ready, but also when technical assistance would be 
available. Choi Wan acknowledged that there were fully aware of the issue of different 
health departments reporting different data and using different definitions. This is why 
no aggregate data has been released to date. They do, however, want to test some 
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mechanisms to unify definitions and systems, hoping that in the future, health 
departments will come to agreement about definitions. Aggregating information across 
states and departments makes sense not only for CDC, but also for local governments. At 
this moment, Choi Wan agreed that there is a danger in aggregating data. 

˜	 Jaime Altamirano added that states should pursue their own interests in data collection so 
that they might manage their data for themselves and their localities. It will be beneficial 
to be compliant with the CDC software as well, so he encouraged states to keep both 
their local needs and CDC requirements in mind. 

˜	 An inquiry was posed as to when the RFP for data systems would be released, and for 
what period of time that funding would be available. 

˜	 Choi Wan answered that they hoped that the announcement would come very soon, 
maybe by July, 2001. 

˜	 An inquiry was posed as to whether CDC is using the intervention plan data that thirty-
six jurisdictions (just under half) were providing. 

˜	 David Cotton replied that they were using the data for process monitoring. The speaker 
noted that his state does not have a system, and so he and a colleague worked many hours 
to translate their data into reportable form for CDC. They were proud of their efforts, but 
were disappointed to learn that not all jurisdictions reported, rendering that data less-
useful. 

˜	 Choi Wan said that the percentage of health departments who reported was from two 
weeks previously, and they had received information since then. He agreed that more 
health departments must report process monitoring data. 

˜	 David Cotton added that CDC is actively involved with the data that they got on 
intervention plans and that they plan to do the same thing with process monitoring. They 
recognize that there are going to be unique aspects to the data received and hope for 
fuller data the “next time around.” The numbers are too small at this point to do 
something that is interpretable, and process monitoring data are too new to have 
analyzed. 

˜	 Choi Wan said that CDC had given the jurisdictions feedback on their intervention plans. 
In the area of process monitoring, they are examining the discrepancies between the data 
provided and what the Guidance suggested. In the long run, they hope to help keep the 
information good and the turnaround time fairly fast. 

˜ An inquiry was posed as to whether CDC was sure that the CDC health department 
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management system would not one day be mandated for all jurisdictions. Since this 
participant was developing his own system, he hoped to avoid spending time and 
resources developing a system, only to find out later that, for standardization purposes, 
all states would be required to follow CDC’s system. 

˜	 Choi Wan stated that the CDC system would not replace any systems that have been 
developed or are under development by health departments. They see the need for a 
CDC-created system and the accompanying TA, so they want to provide the product to 
states that do not have the capacity to develop their own systems. 

˜	 Jaime Altamirano added that CDC has a problem with epi-profiles, which are different 
from one state to another, so it is not possible to compare profiles across states. 
Whatever system is used, he stressed that there must be a core of standard information 
that states have in common. 

˜	 It was noted that there are two pieces to doing work on the web. The web interface 
which Mari Gasiorowicz showed them is separate from the underlying database. CBO’s 
work with the interface, and the database is often determined by the health department’s 
IT department. 

˜	 An participant commented that in Florida, they were able to complete their intervention 
plan data. It took hours, because they do not have a system, and they were still collecting 
data using their old, pre-Evaluation Guidance method. This method did not yield the 
cross-tabs that CDC wants, but they worked to create them. The data is flawed, for 
instance, a contract written to reach “Black men” in the intervention meant that the health 
department had to guess the ages, risks, and other attributes of that population for that 
study. She hoped that those data would not be used to analyze activities in Florida. 
Reporting the process monitoring data, then, seemed pointless because they had not 
collected data the right way and the data would have meant nothing. She hoped that 
CDC would acknowledge that states without a system would not be able to provide good 
data, and advocated waiting for a good system rather than filling out the forms for the 
sake of satisfying the requirement. 

˜	 David Cotton asked whether they now have a system in place for data collection that will, 
next year, yield data that will be better. She replied that they would for the next progress 
report because of the new cycle of providers. David Cotton asked whether other 
jurisdictions were in similar situations, having to wait for cycles to be complete before 
good process monitoring data can be collected. 

˜	 A participant noted that developing a database depends on variables, and she wondered if 
CDC staff could say when the variable definitions would stop changing. 
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˜	 Jaime Altamirano sympathized with the question, adding that taxonomy and definitions 
can be a large problem. The simple definitions from the Guidance were questionable in 
certain jurisdictions, and standardization was difficult. CDC gets regular, new mandates 
from Congress about how to address certain populations, and they have to adapt to those 
changes. 

˜	 Hope Cassidy-Stewart noted that in Maryland, they collect more specific information that 
what CDC wants, so that when taxonomic changes occur, they can collapse their data 
differently. The interface that the CBO’s use does not have to be what is sent to CDC. 

˜	 A participant asked that the CDC data collection and reporting system give states 
flexibility. With flexibility in collecting process data and in, for instance, individual 
client-level data, states can work with their CBO’s to collect data in the best way possible 
and still be able to be aggregate into the appropriate categories. 

˜	 Another speaker advocated for flexibility in such areas as cross-tabbing referrals. The 
system should serve the jurisdiction and also CDC’s expanded requirements, with the 
potential for adding variables that are not part of the Guidance, but which states may 
need and use. 

David Cotton then led the group in a brainstorming session of characteristics of an ideal data 
collection and management system. The participants generated the following list: 

‘ The system should accommodate storing data. 
‘ Data should be reportable at a local level. 
‘	 Quality assurance is an important component – what is entered at the micro level affects 

the macro level. 
‘ GIS information is very useful to CBO’s. 
‘	 Reports should be able to be sorted by client code, et cetera, in the interface. Also look at 

how client files are arrayed in the system. 
‘	 The system should coordinate with HRSA, SAMHSA, CSAP, and other agencies to 

which CBO’s are required to report so that separate collecting of information does not 
have to occur. 

‘	 The system should have the ability to trace clients across agencies. This is difficult, but 
critical to see how the client’s treatment goes and to trace the impact of various agencies 
on a given client. Data collection for outreach, in particular, is a difficult issue. One 
state has index cards that outreach workers use for notes, and outreach has the widest 
variability in data. There are ways to code client data that will assure confidentiality. 

‘	 Multiple and simultaneous users should have access to the system, and the system should 
be able to support them. 

‘	 Many CBOs do not have the capacity to use a web-based system, so CDC should develop 
a product that is compatible across machines with very basic technology levels. 
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‘	 Perhaps ILI and group-level interventions should be the focus, and outreach can come 
later in the priority use of resources. 

Concurrent Session Two -- Data Management 

David Cotton 
Choi Wan 
Mari Gasiorowicz 

Each of the same speakers delivered the same overview presentations, so they are not repeated 
here. However, the discussion periods following each presentation have been documented: 

Discussion Summary: 

Following David Cotton’s and Choi Wan’s Presentations 

˜	 A participant asked whether the system would allow a user to pull specific information 
such as how many African-American men were served in a given region or in an entire 
state since this information would be helpful for program planning purposes. Choi Wan 
replied that one of ERAS’s options will be for health departments to be able to access 
their progress in that manner. He noted that different health departments use different 
taxonomies, so that feature will not be available on-line, but they will be able to have the 
information for their agency. ERAS will allow any jurisdiction to access information that 
they want, bearing in mind the analyses that health departments specify. 

˜	 David Cotton pointed out that one of ERAS’s limitations is that it is only a way to 
transfer a jurisdiction’s aggregate information to CDC. It cannot look at parts of a 
jurisdiction, i.e. South Georgia versus North Georgia. The health department software 
that CDC is talking about developing might allow data stratification, he said. Choi Wan 
agreed, adding that individual client data would be within the health department’s 
database, not ERAS. Their intention is to give health departments different types of 
information in the same table for in-depth analysis, incorporating different types of 
evaluations. 

˜	 Given that their department is devoting resources to a web-based system, one participant 
inquired as to whether they were better off to wait for the CDC system, avoiding training 
issues involved with switching systems. Another group member was in the same 
situation, adding that compatibility with ERAS is an issue, as is the possibility that 
reporting requirements could change, which could prove to be a problem if the health 
department’s system is not conceptualized in a similar manner to ERAS. 
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˜	 Jaime Altamirano responded saying that health departments that are already developing 
their own system are thinking not only that they must comply with CDC requirements, 
but that they must consider the data needs of their other funders and of their state’s and 
CBO’s needs. They are, therefore, developing database systems that are much larger 
than what CDC may require. If that is the case, then waiting for software that only 
complies with CDC core requirements may not be satisfactory because of your own 
state’s needs, he said. Waiting until the CDC software comes out to think about those 
extra needs might not be advisable. States that are working on databases now must 
remember to collect above and beyond CDC’s requirements to ensure that time is not 
being wasted. Some states have the capacity to develop their own systems, and have 
done so, while others do not. 

˜	 David Cotton said that there are multiple funding agencies for whom health departments 
manage data. Some states are anticipating all of those needs and integrate them into a 
single system. “If there were a system that only managed the CDC Guidance data, would 
that be helpful,” he asked the group?  The “closed” or “open” nature of that database is a 
question. An audience member replied that there are other considerations, including 
resources and other constraints. Experience of staff is an issue, and using globally-
developed software means that technical assistance and updates are available. There is 
an ongoing investment in making sure that the software system runs smoothly and keeps 
pace with changes in the Guidance or changes in CBO’s. Depending on vendors for 
these issues can be expensive and a negative experience. 

˜	 A participant asked whether the CDC program would integrate other systems such as 
MIS. Choi Wan stated that if a health department has the capacity to do so, then it should 
create its own system, ensuring that this system can “talk” to ERAS. Each health 
department has its own factors to consider in making this decision, he said. Upgrades 
and changes are CDC’s responsibility. He told them to wait a few months, unless they 
were in a hurry, to see how the system takes shape. They should see if the system is 
something that they can use. The software system is not crucial. It is the data collection 
mechanism that is crucial, that has buy-in from CBO’s and agencies. CDC has the long-
term vision that states may be able to link their surveillance, care, and prevention data to 
allow them to have a comprehensive way to examine implementing programs for their 
local epidemic. To make this vision a reality, the IT will have to be consistent. CDC is 
having dialogue with HRSA and other agencies regarding this issue. There are no 
immediate plans to make system elements the same, but they may be compatible for 
analysis. The data elements defined by OMB should be the same. 

˜	 An inquiry was posed regarding compatibility of New York State and New York City. 
Choi Wan commented that the systems are not compatible at the moment, but that there 
are common elements. CDC and HRSA are aware of the discrepancy and are having 
conversations to find consistencies. 
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Following Mari Gasiorowicz’s Presentation 

˜	 A participant asked about entering a narrative progress report. Mari Gasiorowicz replied 
that they are trying to keep narratives small and focused just on new information that is 
part of the intervention. For the first year, the state health department enters the 
intervention plans for the grantees, and then they fill in details. 

˜	 Another participant posed a question about budget reports. Mari Gasiorowicz said that 
they do not reimburse agencies based on expenses. They are paid monthly, and do not 
have to report actual expenses. 

˜	 David Cotton mentioned the ease of the transition from paper data collection forms to the 
web-based forms. He asked Mari Gasiorowicz to comment on the process that the health 
department went through to arrive at the paper forms. The forms are still in the pilot 
phase. They got more input on the intervention plan forms than on the data collection 
forms. They conducted two days of training on the data collection forms, and then a 
conference call combined with web-based training prepared agencies for the web-based 
versions of the forms. 

˜	 Jaime Altamirano asked Ms. Gasiorowicz about difficulties that she found in converting 
from old forms to new ones, and whether it was easy to integrate the new guidelines into 
the old forms, or if they had to create completely new forms. Mari Gasiorowicz replied 
that they created new forms, but they retained some elements from previous ones. The 
new forms are much cleaner. They have found the intervention plans and the 
intervention population combination to be very successful and clear to people in their 
state. 

˜	 A participant inquired as to whether they submitted their data or their projections of 
process data to CDC. Mari Gasiorowicz replied that they had not, as they had just 
completed training and had their prevention plans approved. 

˜	 Another participant asked about the state’s prevention planning group. Some states have 
regional planning groups as well, and one of their issues with the guidance tools was 
wanting to capture how many times they meet on the forms. They felt that those 
meetings were an important part of what they do. Since they want to capture that 
information, the state has complied and recorded that infrastructure activity in the “other” 
category. Mari Gasiorowicz commented that they had funded some CBO’s to provide 
technical assistance to other CBO’s or providers, so there is a way to record types of 
activities such as task forces, events, mini-grants, et cetera. They asked their agencies to 
classify their activities into one of seven categories, eliminating the “other” category. 
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˜	 Mari Altamirano spoke about developing forms for data collection and quality assurance. 
First, he discussed collecting data from outreach workers on their interventions. He 
talked about whether the forms were filled out immediately on-site, or later via recall. If 
the whole system works from the field perspective, then they have to think about 
measuring the quality amount of data collected on the street level. From the street, data 
then goes to the CBO, which reports to the health department at the regional level, which 
reports to the health department at the state level, which reports to CDC. At each level, 
the data reporting should be comparable. The forms must be easy to use at the street 
level, but must also collect enough information to be aggregated. 

˜	 A participant pointed out that technical assistance and security of the website would be 
two important issues. 

Following Jaime Altamirano’s Presentation 

˜	 Mari Gasiorowicz commented that there are a number of states that have data collection 
systems that are up and running. 

˜	 David Cotton encouraged group members to talk about where they are in their 
development of data collection and management systems, including their work with their 
CBO’s and agencies, technical capacity, developing new forms, and other issues. 

˜	 A representative from North Dakota said they work on a small scale, collecting their data 
on paper. They have minimal grantees, and they have no CBO’s, so their interventions 
are limited. She can foresee the development of a standardized form that the state can 
use with each of its contractors. At present, some only submit progress reports, so she 
hoped that they would create a standardized form and then do the data entry. David 
Cotton pointed out that because of the nature of the state of North Dakota, resources are 
centralized, and data entry management at the health department level is a logical 
direction. She said she will have to develop her own form, keeping in mind how 
overburdened her grantees are, being local public health organizations. Anything new 
must be approached carefully. They are already submitting data through a lab, so she can 
incorporate that system into her forms. 
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˜	 A representative from Nebraska’s said that they are in the middle of their first year of 
trying to implement the standardized data. They adapted an extant program. They have 
distributed the requirements for data to their grantees, who will then send the data to the 
health department for data entry. They do not have high expectations for the first year’s 
data, but they are getting used to the requirement. Their ultimate hope was to have a 
totally web-based system. In their last round of RFA’s, they included a capacity 
questionnaire. At a minimum, each Project Coordinator must have computer software, 
hardware, and Internet access, so each grantee does have that technical capacity. To 
encourage grantees to think about a web-based reporting system, the health department 
has offered the benefits of those reporting abilities. Their TA will have to include these 
benefits, including instant report generation. She will also include how they can use the 
data to apply for additional funds. The department itself will need TA about the data and 
how its validity can be assured. They have explained the changes by “blaming CDC,” 
which the grantees seem to accept. Jaime Altamirano pointed out that CDC often has to 
respond to Congressional mandates, especially in the area of definitions. The participant 
from Nebraska assured the group that they ultimately blame Congress when asked for 
accountability. 

˜	 A representative from New Hampshire said that they are at the paper level, but are 
hoping to have the new system in place by July 1. They standardized their reporting 
forms at the end of 1999, and grantees have given useful feedback on the new forms 
since then. He believed that his state would benefit from being able to show grantees 
their progress, the ability to interpret data, and how their grant money is being spent. All 
of their agencies have Internet capability, which will help them go on-line. They seem to 
be nervous about web-based reporting and do not seem to understand it, but they do not 
like having to submit forms. Having access to the information for grant-writing purposes 
as well as for performance assessment is interesting to them. The agencies are currently 
giving feedback on reporting mechanisms, he added. They will have access to their own 
raw data. 

˜	 Another participant’s state introduced the idea of new evaluation items at their state 
prevention meeting. After that meeting, they assembled their contractors and brain-
stormed what data they wanted to collect. They then reconciled those requests with 
CDC’s needs. All of their contractors are reporting on the resultant forms, and they are 
considering a web-based system. They sub-contracted with a local university to work on 
it. They have had few problems with the reporting forms, but don’t anticipate many 
problems with converting to a web-based system. Because they got buy-in from field 
workers into the forms, some directors of agencies are worrying about training, time 
spent, and dollars involved in the conversion to the web-based system. Their contractors 
all have access to the technology, and directors are being motivated with the promise of 
getting data back. Peers also motivate them to stay engaged in the process. 
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˜	 A participant from San Francisco showed her draft forms. Their outreach forms include 
client-level data so that they can track clients that have multiple interactions. Risk 
behavior information is included. In their single- and multi-session workshops, they 
collect information beyond Guidance requirements so that they can better describe the 
epidemic in San Francisco. They are using paper submissions at present, and the new 
RFP’s incorporated documentation needed to fulfill the Guidance requirements. The 
program managers and the planning unit take burdens off of the agencies by helping with 
the intervention plan and the monitoring and contract process. Their PCM forms include 
a quantifying question so that they will know which service a client received, eliminating 
the need for different forms. They have had difficulty deciding what to put on their 
Health Communication Information form, so they used the CDC requirements and expect 
to add more elements later as they learn what will be meaningful to them. They are 
hoping that the state will give them a copy of their database, which is in development. 
Issues are related to matching criteria with the state, she added. Regarding culturally-
appropriate outreach efforts, they are in the process of translating their CTR forms into 
Spanish, and that they have other languages as well. In terms of specificity for different 
populations, they have had to make their standardized forms as minimal and as 
encompassing as possible. The agencies will have to create forms that take the CDC 
requirements and add to them. 

˜	 A participant from Oregon was excited to be starting from a blank slate. Oregon does not 
have a history of data collection, so there is no understanding of the taxonomy; there are 
no standardized forms; and he has the task of designing the system. He was glad to have 
met people from other states from whom he could learn. 

˜	 Another participant said that they had gone to a dual system, creating standard forms for 
health education and other activities. The process was collaborative, so they have buy-in 
at the local level. They use a combination of paper and electronic forms. They have 
centralized data reporting and are building a web-based system. Access to this data in 
de-centralized systems has been slow, she said, which has been a problem. Their 
grantees understand that this reporting is part of their contract requirements: memoranda 
of understanding have been helpful in making grantees understand their expectations and 
what they can expect from the health department. In the next round of contracts, they 
will require an Internet service provider and powerful computers. Becoming cohesive 
has taken time, and more minor modification of some forms will be necessary. They 
collect aggregate data now, but the cross-tabulation tables are becoming unwieldy. 
Agencies will be able to access this information via the web eventually which will help. 
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Intervention Quality/Scientific Basis 

Facilitators: Qairo Ali, Ann Ussery

CDC Representatives: Marlene Glassman, Charles Collins, Dale Stratford

Health Department Peer: Sandra Klocke and Nancy Jo Hansen

CBO Peer: Mark Colomb


These sessions addressed ways health departments can document the science and justification of

interventions to fulfill CDC’s evaluation requirements for intervention plan data. Participants

discussed such issues as: What is the minimum level of acceptability for scientific evidence and

justification?  How do you document “validated program experience?” In what ways can logic

models and program theory be used to provide evidence or theory for interventions?  How can

the language in RFPs facilitate the collection of quality intervention plan data? When are good

times to make changes in intervention plans? This session was convened twice, with some

variations in both presentations and discussion.


Concurrent Session One – Intervention Quality/Scientific Basis 

Qairo Ali 
Facilitator 
CDC/PPB 

The facilitator, Qairo Ali, welcomed participants to the session and shared her expectations for a 
fun and interactive meeting. She then briefly reviewed the three main session objectives, which 
were to: 

‘	 Become more familiar with CDC’s requirements for documenting the evidence or theory 
basis for interventions and their justification for application to the target population and 
setting (intervention quality/scientific basis); 

‘	 Learn how health department colleagues are securing information from their grantees on 
intervention quality/scientific basis; and 

‘ Learn various methods to assure high quality, “scientifically” based interventions. 
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Qairo Ali then explained that the objectives would be accomplished through the use of several 
activities, including: 

‘ An overview of where the CDC currently is with regard to intervention; 

‘	 A presentation by a health department representative describing a personal experience 
with intervention; 

‘	 A presentation by two CDC representatives, members of the Science Application Team, 
explaining one approach for improving the quality of intervention; 

‘	 A group activity, which would allow participants to meet each other and share 
information. 

Marlene Glassman 
CDC Representative 
CDC/PERB 

Marlene Glassman, CDC representative, spoke about what the CDC wanted to gain from the 
meeting. She briefly reviewed the Intervention Plan Form, specifically noting the main changes 
to the ethnicity and race categories. She said that the form related to intervention planning for 
the upcoming year. She explained that her focus would be on the second page of the 
Intervention Plan Form, specifically, boxes seven and eight. She said that “intervention 
quality/scientific basis” referred to “the evidence or theory basis for the intervention and 
justification for application to the target population and setting.” She noted that the form asked 
for an indication of evidence or theory basis and if the intervention is justified for the target 
population and setting. She said that box eight referred to the service delivery plan. 

Marlene Glassman then summarized what the CDC wanted for the issue of scientific basis and 
quality of interventions: 

‘	 A determination about the sufficiency of the evidence used in the development of each 
intervention: evidence or theory basis for the intervention; 

‘	 A determination about the intervention’s justification for application to the target 
population and setting; 
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‘	 A determination about the sufficiency of the service delivery plan. She explained that the 
service delivery plan should address such issues as: 

º Format, setting, content and delivery of the intervention

º A realistic plan for reaching the proposed number and type of clients

º Provider training and supervision

º Quality assurance and accountability mechanisms


Marlene Glassman acknowledged that the CDC does want a lot of information, although she said 
that they do try to provide helpful resources. She mentioned that some of these resources 
include Volume 1 of the Health Department Evaluation Guidance, Volume 2 of the 
Supplemental Handbook and forthcoming information on documenting evidence, which would 
be provided later in the session. 

Marlene Glassman said that health department staffs have been working on this for the past year 
and already have some knowledge of the process. She said that she has seen creative and 
effective ways of providing the necessary information. 

Molly Herrmann

Community Planning Coordinator

AIDS/HIV Program - Wisconsin Division of Public Health


Molly Herrmann said that while she is the Community Planning Coordinator, she has also been 
pulled into evaluation. She said that her presentation would cover how Evaluation Guidance has 
affected Wisconsin, and also what they have done with quality and scientific basis. She 
explained that she would begin by speaking about their system prior to Evaluation Guidance. 

Steps Toward Improving Interventions Prior to the Evaluation Guidance 

‘ Systems of support, including: 

º An Evaluation Work Group;

º 10% evaluation requirement on work plans from grantees; 

º One full-time evaluator plus portions of other staff;

º Contracts with some Wisconsin community based organizations to provide


technical assistance and evaluation background to other CBO’s (generally 
minority CBO’s); 

º Evaluation of Prevention for HIV-Infected Persons Project (PHIPP) by Center for 
AIDS Intervention Research (CAIR). 
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‘	 New forms for grantees to explain the distinction between “contacts” and “interactions.” 
She said that a “contact” is a typical outreach encounter, usually very brief, while an 
“interaction” generally takes place in a one-on-one or group setting where the participant 
demonstrates some sort of behavior (rather than simply listening or observing). 

‘	 “Less is more” message to move away from number orientation and toward interactions. 
Contacts are used as a bridge to pull people into more intensive interventions. 

‘ Philosophy that grantees will enter and use their own data. 

Chronology for Implementing Evaluation Guidance 

‘ 3/00 - Attend Evaluation Guidance training in Atlanta.

‘ 3-4/00 - Develop plan for implementation of Evaluation Guidance in Wisconsin.

‘ 4-5/00 - Discuss Evaluation Guidance with the Community Planning Group (CPG).

‘ 5-8/00 - Rewrite CPG plan to incorporate populations.

‘ 6/00 - Discuss Intervention Plan with Evaluation Work Group.

‘ 9-11/00 - Two-day mandatory training for grantees (introduction to population


intervention taxonomy and intervention plans) and seven technical assistance meetings 
with agencies to receive information and incorporate it into intervention plans. 

‘ 12/00 - Grantees submit intervention plans (many went past the due date). 

Ms. Herrmann said that they have received positive feedback from grantees on the new system. 
Previous work plans were very broad, and now they provide more structure and examples. She 
said that future plans include an RFP to be released this summer, as well as new contracts, based 
on the RFP, beginning in February of 2002. 

Intervention Plans Training and Technical Assistance 

Ms. Herrmann said that they provided technical assistance for the intervention plans because 
they were asking their grantees to buy into a completely new form that appeared to be a lot of 
work. The two-day training helped the grantees, as well as the on-site meetings. She said that a 
lot of people were not at the two-day training and, therefore, some of the discussion at the on-site 
meetings dealt with clarification of the populations and interventions, and figuring out solutions 
for combining efforts and consolidating plans. 

She said they were able to give some guidelines for consolidation, such as having one FTE work 
on two plans. Each intervention plan then received two to three rounds of feedback, which was a 
long and tedious process. Some of the feedback given to these plans was that they were actually 
not fundable as written. Since they were already in the funding cycle, they were not going to de-
fund anyone; however, they were able to send a strong message about making changes to these 
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interventions. 

Population/Intervention Summary Table 

Molly Herrmann said that participants’ packets included a one-page summary of the

population/intervention table. She said that this was the meat of what they first introduced to

their grantees to get them to buy into the system. The table includes interventions as of April

2001; however, she did note that some interventions have dropped and others have been picked

up. She said there are approximately 90 intervention plans from across the state with

approximately one-third Group level, one-sixth Health Communication/Public Information, one-

sixth Counseling/Testing and the remainder broken down by population of:


‘ 34% MSM & MSM/IDU

‘ 30% Heterosexual risk

‘ 7% IDU

‘ 7% General population

‘ 22% Various populations (CTS, capacity-building)


She explained that Wisconsin was a state where heterosexual risk was over-funded. They tried

to shift people more toward the MSM and MSM/IDU categories, as well as addiction drug use

on its own. As far as heterosexual risk, they used CTS definitions as a basis for defining low,

moderate and high risk. They told their grantees that if they serve people with opposite sex

sexual partners, who are not injection drug users, then they should focus on the partners-of

group. These include partners of MSM, partners of injection drug users and partners of those

with HIV. They also included some of the moderate risk CTS definitions, such as a person who

has been forced to have sex, sex while drunk/high, having an STD or being a sex trader. 


Molly Herrmann noted that there was a lot of discussion about multiple partners and that many

could not buy into it because the boundaries were so vague – did it mean more than one partner

during a lifetime or lots of partners in a year?  She and her colleagues decided not to reinforce a

subjective belief and kept it out. She also said that they changed “mother at-risk for HIV” to

simply “a pregnant woman with HIV.” 


Intervention Plan Forms 

Molly Herrmann said that the form she was describing is the most often used two pages in the 
plan from the Community Planning Group. She said that they frequently refer people to it when 
they have questions about how their clients fit in. They separated the interventions into the 
following categories: 

‘ Individual 
‘ Group 
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‘ Prevention Case Management 

‘ Outreach

‘ Counseling/Testing

‘ Capacity-building (to agencies or populations)

‘ Health Communication/Public Information (separation of WHIRC)


She explained that the Wisconsin Hotline Information Resource Center (WHIRC) is very

different from a lot of the other HC/PI that is done, given that a lot of the other HC/PI entails

handing someone a brochure or doing a brief one-on-one. That is why they decided to keep the

WHIRC on its own. A couple of exceptions included Partner Counseling Referral Services

(because these are not performed by grantees in Wisconsin), and community level interventions. 

They decided that a lot of the things that were being defined as community level interventions

were really something else – usually either outreach or HC/PI. She explained that they did not

want to have a vague list for the grantees, and so they decided not to include it.


Molly Herrmann then pointed out the Logic Model sheet that organizes what things need to be

included in an intervention plan for it to work and also what the state needs in order to know that

it will work. She noted that the last row contained corresponding parts of one of their

intervention plans.


She then went onto the example of a Group Level Intervention Plan Form and indicated that

most questions asked of them and most revisions that grantees got back had to do with Section

(6). She said that the form has been revised and is currently up-to-date, and she walked through

the beginning section of agency information. She said they added the organizational profile to

have the agency talk about their capacity to serve in general, not necessarily their capacity to do

a particular intervention, but to do other things (fiscal management) to ascertain whether they are

a solid and grounded agency. 


She moved to Section (6) relating to need and justification. She explained that they included a

separate form with examples and instructions in order to minimize the appearance of a

confusing, instruction-clogged form. Discussion of Section (6) was broken down into the

various sub-sections.


Section (6A) “Identified need for reaching the specified population” – She said this essentially

means – “Why does this group of people need some sort of HIV services?”  She said grantees

could use resources, such as epidemiology data and focus group feedback to determine the need

for outreach. 


Section (6B) “Evidence basis for the intervention” which means – “Why is this intervention

effective in general?” They referred a lot of grantees to their community plan because it had

been written with all of the evaluation guidance taxonomy in it and they could easily direct them

to specific citations. She said that what used to happen is that they would say, “group level
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works” and grantees would submit a plan saying, “group level works.” Even though they might 
be telling grantees where to look for citations, she said a lot of citations came in that were not 
from the plan and, therefore, the previous circular process was improved. Some had been using 
scientific basis the whole time and they hadn’t been asking in such a way that grantees would 
indicate that. 

Section (6C) “Justification for using this intervention for the specified population” is essentially 
a combination of the previous two sections. She used an example of knowing that MSM needs 
some sort of intervention and that outreach has been proven to work. Now, she said, this section 
means “Why should you put those two together?”  Why these people?  Why this intervention? 
Why did you put them together?  She said an example might be using feedback from outreach 
they’ve been doing with women who indicated that they’d really like a sit-down, group-level 
meeting once per week where they could feel safe and bring in refreshments. 

Molly Herrmann said that Sections 6 (A), (B) and (C) were definitely the most confusing for the 
grantees. She said they re-wrote the instructions to simplify what they were asking for. She said 
a lot of times grantees would have the correct information in the wrong sections. 

Section (6D) “Anticipated measurable outcomes” has changed a lot since last year in that they’ve 
added more guidance. In previous years, it only read “anticipated measurable outcomes” with an 
open box. They they decided to name some things that might happen in a group session. There 
would be some people that were contacted to be in one; a smaller group would come to at least 
one; some would come to at least three and so on. She said they are asking them to predict what 
might happen as a result. She noted that the number tension was reduced because it is okay that 
the number gets smaller down the line. She said that ten participants out of 100 is considered 
reasonable and they provide a place to at least indicate that 100 people were contacted in order to 
give the grantees some credit. 

Molly Herrmann then explained that Section (7) was intended to be very brief, especially the 
“content/messages” section of (7A). She said that listing a few key phrases of what they might 
talk about is sufficient for this section. She noted that Section (7C) could be tied back to Section 
(6B) in explaining how they will find out what the outcomes are. Section (7E) was intended to 
move away from long, drawn-out work plans that simply indicate “on-going” for everything. 
She said the instructions actually tell grantees to only list plans that have dates. She said the 
“on-going” plans don’t help with capturing concrete results. 

Molly Herrmann said she looked at about one-third of the intervention plans and gave feedback 
on them. The overall feedback they’ve heard has been positive, even though it looked like a lot 
of work, and it was tedious to go through the training. However, it allowed them to go out to 
their grantees offices one more time to do TA in the fall. She said that the more help they gave 
the grantees, the more accepting they were of the forms, and that it really looks like they do 
more, and they can really show what they're doing. 
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In conclusion, Molly Herrmann said that the result of Evaluation Guidance in Wisconsin is that 
they waive this foundation for the potential RFP. She said that implementing the Evaluation 
Guidance has required a significant amount of resources and time because it takes a long time to 
review 90 intervention plans, especially since some went through as many as four revisions. She 
said the grantees have varying capacity to use the intervention plans and data collection forms. 
It’s not always that they are not up-to-speed, but it could be computer-related or other concrete 
forms of lack of capacity. The grantees seem to prefer the intervention plans because there are 
concrete boxes to put things in, and it looks like everything grantees are doing is actually 
recorded. 

Discussion Summary: 

˜	 There was a question regarding whether the form would be a substitute for a proposal or 
if it would actually be used in addition to a proposal. Molly Herrmann responded that if 
the RFP goes through, this would be a self-standing document. She said she would 
submit this if she wanted to do, for example, group level for women – there are sections 
about agency background, population and how the intervention would be conducted. 
They beefed it up a lot so that it could be used as a self-standing proposal. She did point 
out that there are certain sections they could repeat, such as the agency section. If an 
agency was submitting several of these, they might have to cut and paste particular 
information. 

˜	 A question arose about whether or not this would be an annual plan. Molly Herrmann 
said that it would be an annual plan, just like the work plans were before. 

˜	 There was an inquiry related to the average number of intervention plans per agency. 
Molly Herrmann gave an example from the Northern Region AIDS Service Organization, 
which indicated that they have two staff and five intervention plans. Another public 
health region has three or four staff and seven, eight or nine intervention plans. She said 
they try to get no more than two to three intervention plans per person and that it really 
depends on the size of the agency. A large agency, The AIDS Resource Center in 
Milwaukee, has 19. She did point out that these included sub-contracts, and that agencies 
that were sub-contracted through one of their direct contracts also filled out the forms. 

˜	 A question was posed about those grantees that did not have strong theory based or 
evidence based interventions. The participant wanted to know what types of agencies 
they were, what populations they were working with and what type of support they 
received. Molly Herrmann said that, for the most part, the AIDS service organizations 
“got it.” She did say there were a few CBO’s that needed a little more assistance and that 
these tended to be those organizations that were serving what they defined as 
“heterosexual risk.” However, they were serving questionable populations, such as 
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school children and young, pregnant women. She said that if someone said they worked 
at a community center, there needed to be justification that it wasn’t simply because there 
were a lot of kids in the neighborhood, but that there was a high STD rate or evidence of 
a lot of risk behaviors or other factors. She said that it was a mix between the AIDS 
service organizations and some community based organizations. The only intervention 
plan that she passed with no corrections was from a sub-contract agency that works with 
people with developmental disabilities and it was only for $8,000. She said they got it 
and had all of the evidence. They did make themselves very available for technical 
assistance and explained that there are also two CBO’s in Wisconsin, one of which is the 
Black Health Coalition, that are actually paid to provide technical assistance to their 
CBO peers. 

˜	 A question was asked about how identifying need from Section (6A) relates back to the 
RFP itself. Molly Herrmann said that the Community Planning Group did a priority 
setting process over the winter that resulted in percentages of how the council thought 
that resources should be allocated to different populations. She said they over-shot 
epidemiology data in a positive direction. She gave an example that the general 
population in Wisconsin is 90% white and 10% minority; however, the epidemiology 
data shows that over 50% of the new infections are among people of color. The council 
recommended that 76% of resources should go towards people of color and 24% towards 
non-minority individuals. The council made a strong statement that challenged them 
toward the trends, rather than the data. They didn’t do any interventions, but instead only 
did priority setting for populations and sub-populations because their populations are 
behaviorally defined and some sub-populations talked about minorities and different age 
groups. If the RFP goes through, the council’s recommendations would be used as a 
guideline for how they would like the money to be spent in Wisconsin. The council set 
priorities that will inform the next funding cycle directly. 

˜	 One participant inquired about whether the agencies must report and justify 
accomplishments from previous funding. There was a concern about grant review 
committees not receiving that data and, in turn, approving plans that do not impact a wide 
population. Molly Herrmann said that they do receive quarterly reports from agencies to 
see if they are on target for the year. She noted that new intervention plans and work 
plans have been submitted annually, but it was a four-year funding cycle. They’d need a 
very good reason to de-fund an agency because they are already in a four-year contract 
situation. Having agencies submit a new plan each year gives them the opportunity to re-
write those that would not be considered for funding. 

˜	 A question was asked about whether or not categories of evidence were actually 
developed for Section (6B). Molly Herrmann said that there were five or six people who 
reviewed the intervention plans and a process of acceptability. It eventually came down 
to herself and one other person doing the final check on the plans, and they worked very 
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closely. She explained that they were not prepared for how much technical assistance 
they were going to have to give and they didn’t have much time between the September 
training and when they actually went out. They tried to overlap during the technical 
assistance portion to include one new person and one familiar with the process to 
maintain consistency. 

Charles Collins 
CDC Representative 
CDC/CBB 

Charles Collins indicated that he and Dale Stratford would be facilitating an informal dialogue, 
in which they wanted the participants to be active, about eliciting the scientific basis or evidence 
basis for particular programs. He distributed a handout that illustrated four patterns that 
frequently happen with evidence based programs: 

‘	 Formal Theory: Charles Collins explained that this is the path of taking formal 
behavioral theory – transtheoretical, health belief model, stages of change – and using 
that theory to take the pieces apart and design program elements around those pieces of 
the theory to create a prevention program. 

‘	 Evidence-Based Model: Charles Collins said that the CDC has invested greatly in this 
path and through the process of the Synthesis Project, they were able to identify 
programs that worked. They published a document called The Compendium of Effective 
Programs and explained that people are taking these programs and replicating them. 

‘	 Replication of a Program with Adaptation: Charles Collins said that when effective 
programs (such as The Popular Opinion Leader, Voices and Empowerment) come to the 
state level, the funding that CBO’s get to implement these interventions is not nearly as 
great as the funding that the original researchers got to do the research. He said it is 
simply a reality of the situation and that frequently the CBO’s have to adapt or tailor the 
original research to fit their population and resources. He said these two paths have to do 
with replication and then replication with tailoring. 

‘	 Implicit or Informal Theory: Charles Collins said that they have found that, frequently, 
CBO interventions are not started with formal theory or with The Compendium of 
Effective Programs, but are started with the common sense assumptions of the 
community – with the community thinking about the problem and thinking about how 
they will go about doing this. 

Charles Collins said that of these four paths, formal theory seems to apply more to new programs 
and informal theory seems more common with established CBO’s – with people in the 
community implementing their ideas about HIV prevention. He then posed the question, “How 
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do we dialogue with community about their informal theory?” 

Discussion Summary: 

˜	 A participant from New York City suggested working with the CBO’s to back into the 
formal theory by looking at, from a common sense perspective, what they have identified 
as the needs of their population. This was said to be useful for seeing connections and 
creating more explicit and articulated interventions. She said they are currently doing 
this in New York City. 

˜	 Charles Collins said that Laura Leviton made the same point in an earlier presentation – 
that of going in and identifying what the informal theory is to indicate ways of backing 
into evidence based programs or theory based programs. He asked for more suggestions 
of ways to open a dialogue that would help honor the CBO’s informal theory and yet still 
start to integrate components of formal behavior change theory. 

˜	 Another point was raised that they want to be able to understand why something works in 
the informal/implicit theory and also with the adaptation issue. Why does this work? 
Why is it appropriate? 

˜	 A participant from New York City responded to the inquiry saying that one of the places 
that they start with the informal dialogue is to say, “What benefit is it going to give to the 
CBO?”  She said that often CBO’s have to write proposals for grants, and that a lot of the 
grantors ask for a theory based intervention. They want to help build the capacity of the 
CBO’s to be successful. In New York City, they are approaching it in a couple of ways: 
being successful in terms of the grant applications and also being successful by 
demonstrating a difference in the lives of the clients by using a theory and testing a 
hypothesis that comes from the theory. When they issue RFP’s, they find a number of 
different theories that are HIV related and ask the CBO’s to identify in their proposals 
which theory comes closest to the approach that they’re taking in their organizations. 
Also, they’re trying to build in training and technical assistance for the organizations by 
having presentations in behavioral theory that relates to HIV prevention programs. This 
includes helping individuals that work with the organization identify one aspect of an 
intervention for evaluation to talk about what theory that relates to. They are not doing it 
comprehensively across the board at the moment because it is expensive, but they are 
doing it incrementally and they do have a vision of where they will be in five years. So, 
they present certain behavior change theories in the RFA, asking CBO’s to identify the 
closest theory to what they are doing in practice. However, the CBO’s can also present 
some other evidence based approach as an alternative. 

˜ A Georgia participant said that they do the exact same thing in Georgia; however, she 
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said they ask the CBO’s to take the theory from the community, write the proposal and 
then they fund the organization to do a needs assessment based on that. From that needs 
assessment, they would back into a more scientific based intervention for the particular 
population they would serve. 

˜	 An inquiry was made relating to how many health departments ask their 
contractors/CBO’s to make explicit their thoughts and experience through the use of a 
logic model, and whether this exercise was beneficial for understanding the interventions 
that the CBO’s are proposing. 

˜	 A participant from Connecticut said that for the past four years they have had The HIV 
Evaluation Bank. She said they work with their contractors to talk to them about science 
based interventions and this includes a lot of site based technical assistance and training. 
She said they started out by using a logic model as a way to back into how to create 
science driven interventions. She said the department has adopted it as a way to devise a 
work plan and to help people think about how to design their interventions in science. 
She said it’s been very effective in Connecticut. 

˜	 Another participant from Connecticut added that she now works for the health 
department and is in the process of trying to develop an RFP integrating the evaluation 
guidance and integrating what they’ve requested from contractors in the past (logic 
model, separate work plan). She’s trying to integrate the steps of the logic model, the 
steps of the work plan and the requirements of the evaluation guidance into a form that 
will be user-friendly and not too difficult for CBO's. She explained that the CBO’s in 
Connecticut will have great difficulty putting their proposals together and that if they use 
things that are evidence based or use citations, she said they would probably be doing it 
because they think that’s what the health department wants – not because they 
necessarily have confidence that they’ll be able to do that intervention. They’re trying to 
provide some capacity building around that because it’s difficult. She noted that if she 
were a program director for a CBO told to replicate a model out of the Compendium, she 
didn’t think she could do it. Realistic experiences have to be taken into account and that 
is part of the challenge. 

˜	 A participant from Texas said that they are planning to move in this direction, although 
they are not doing it now. They are planning to put logic modeling into their RFP for the 
next funding cycle. They are trying to avoid the words “logic model” and “behavioral 
theory” but still incorporate those into the RFP. He explained that they want to get 
people to lay out the risk behaviors and even describe health-promoting behaviors they 
are trying to produce in their clients. This would be connected to behavioral 
determinates, which is where the theory comes in, and then go to the next stage of 
determining what behavior change they are trying to achieve. It’s very behavior oriented 
and he is not sure that their behavioral risk factor data is good enough to support all that 
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they’re trying to do. They’ve come at this from trying to do outcome monitoring for the 
last few years and they’ve found that they can’t do it because their programs are either 
not designed well enough, or they don’t know their design well enough, to develop 
evaluation questions that are specific enough to get any results. 

˜	 Charles Collins explained that the disconnect for those working at CDC is that in many 
cases they have to stand by the evidence of something working. They have to err on the 
side of conservative science. There is a culture at the CDC to favor the first two columns 
(formal theory/evidence based); however, CBO’s across the country do not favor these. 
He said the dialogue they are reaching for is to learn more about what the CDC struggles 
with and also to learn what the states struggle with, in terms of making programs more 
evidence based/science based, but in a way that honors grass-roots creativity and the 
history of working within the community. 

˜	 A participant then made an inquiry in reference to the majority who indicated that there 
had to be some adaptation in order to replicate an intervention. He wondered the extent 
to which that adaptation has been chronicled, and also who is asking the question around 
capturing the informal theory, and then backing in. Since CBO’s are community driven, 
and that there is buy-in from the community to evidence based practices, then there needs 
to be a continual dialogue in the form of a partnership. 

˜	 A point was made that informal theory, also known as grounded theory because it’s on 
the ground building up, often has elements of formal theory. It’s important to make that 
connection with the CBO’s. Most of those in academia often try to bridge theory and 
application, so it’s important to connect with CBO’s and have them understand that it’s 
important for them to also teach about application and applying it to theory. 

˜	 A participant from Connecticut discussed a pilot program in the state of Connecticut. 
She said that they have been interested in the issue of bridging science to the practice, 
and they’ve discovered a disjuncture in the language and communication between 
scientists and CBO’s. They did a pilot run of The Community Evaluation Fellowship, 
where they asked for volunteer contractors to spend several months with them in an 
informal setting, which was actually her house. She said they sit around, eat bagels, 
drink coffee and talk. The only requirement is that they come in with a glimmer of an 
idea of what they want to evaluate. The scientists in the room are behavioral social 
scientists from the University of Connecticut and Yale. Their six CBO’s have moved 
from designing science based evaluation plans and they are spending the summer with 
students from UCONN to help design their instruments and collect their data. They will 
meet again in the fall to talk about what to do with the data that has been collected and 
discuss ideas for analyzing and interpreting data for the various constituencies that 
CBO’s serve. She thought it had been a wonderful experience. 
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˜	 Gary Uhl, with PERB, commented that the environment will probably change in the next 
few years because of the upcoming requirements for CBO’s regarding process 
monitoring and outcome monitoring. He said the guidances for those will be coming out 
shortly, along with additional technology transfer tools and training. He said CBO’s will 
probably end up being much better versed in terminology and strategies. 

Charles Collins 
Group Activity 

Charles Collins then gave instructions for a group activity, indicating that each participant was 
given a different colored card to correspond with colors assigned to the four paths (Pink = formal 
theory; Yellow = replicating science based programs; Green = tailoring evidence based programs 
to fit local situations; Blue = informal theory). He asked that participants with the same colored 
cards get together and identify the three major benefits and three major barriers that a health 
department would have in specifying grantees use the particular theory. The following 
presentations were made by each group: 

Informal Theory (blue): 

Pros 

‘ It’s non-threatening and consistent

‘ It’s experience-related – coming out of a community that is using it

‘ It’s easily “generalizeable” - replicable and applicable to the communities (people


recognize themselves in it) 
‘ It’s best for encouraging improvement and empowering the CBO (easier to back into 

formal theory if they can see that what they’re doing actually does have a rational basis) 

Cons 

‘ It hasn’t been evaluated.

‘ It can be perceived as non-scientific and de-valued by scientific community/funders.

‘ It will take a lot of money to test it.


Charles Collins reiterated that one con could be that the scientific community could reject the

idea, although a pro is that by using this approach the community would be honored. He pointed

out that they would get community buy-in and also avoid a power struggle between the state

health department and the local community by insisting on other paths. He then said he would

like more clarification on why informal theory programs would be more generalizeable. 


A group participant said that when the CBO develops the theory they would consider a lot of

factors, such as how to reach the clients and how to meet their needs. He said that this kind of
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theory is easily adapted by other CBO’s because it’s the real thing, while formal theory only 
comes from the top – from scientists that don’t know what’s going on out in the field. 

Replication With no Adaptation (yellow): 

Pros 

‘ It’s already ready to be implemented – no experimentation or processes are necessary

‘ It’s easily evaluated – assuming it’s implemented as written

‘ The probability for success is high

‘ The TA needs are clear – know what the interventions are and what will be needed as far


as assistance to replicate the programs. 
‘ It’s already been shown to be effective. 
‘ It would have standardized interventions across a jurisdiction. 

Cons 

‘ It might not be tailored to the populations at risk in that jurisdiction 
‘ There might not be an intervention or model that has been developed for certain 

populations 
‘ It might not be a good match – the population might have certain cultural nuances that 

would make it inappropriate. 
‘	 There is no local ownership – community members were not involved in the process or 

development so there might be minimal support or a feeling that the grantees are forcing 
it down their throat 

‘ It requires more management to make sure it is being implemented as written 
‘ Fewer interventions would get funded 

Formal Theory (pink): 

Pros 

‘ The plans have already been evaluated – no need to come up with new designs 
‘ It’s concrete – you can see where you’re going and what’s happening 
‘ It’s efficient 

Cons 

‘ It’s too generic – not culturally based or socio-economically based so it creates 
challenges for those populations different from the groups that have been studied 

‘ Developing the evaluation is not always possible – some communities don’t have the 
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evaluation capacity necessary for carrying out the plans that have been studied and 
replicated elsewhere 

‘	 The top-down model limits possibilities for research/programming and also tends to be 
RFP driven (name-dropping of others who have done the same evaluation) 

Proven Interventions With Adaptation (Green): 

Pros 

‘ It’s already evidence based 
‘ It can be tailored to the community to receive community buy in 
‘ The structure is there, but it also has flexibility 
‘ It has an evaluation component already developed that can be tailored to needs 
‘	 It’s building on an established body of knowledge, but still allows for creativity and 

inclusion of other formal theory 
‘ It’s realistic and the most likely to actually happen and work 

Cons 

‘ There is a risk of losing a key element 
‘	 Risk of not doing what the original intervention designed – could lose efficacy (fitting 

square peg into round hole) 
‘ There might not be the expertise or trained staff for the translation 
‘ There could be a struggle with rigidity (“do this”/ “can’t do that”) 
‘	 A lot of “take off the shelf and use it” programs don’t fit unless they’re being used for the 

same target population 

Discussion Summary: 

˜	 A question was asked about the translation of all of those plans into the state or 
jurisdiction application to CDC and how they are going to take the 90 plans and send 
them to CDC. 

˜	 Molly Herrmann responded by saying that part of it refers to the population evaluation 
handout that she discussed and creating a matrix of population by intervention. That is 
how they will summarize their work for the CDC. They asked agencies to fill one out, 
even those with 10 or 15 intervention plans, so that they could get an idea of what they 
were doing, too. Looking at it visually sometimes points out areas where too much 
emphasis might be placed (heterosexual risk). She explained that they have an 
intervention plan code assigned to each one that they drop into the population 
intervention grid. 
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˜	 A question was posed about how the technical assistance aspect would be handled when 
doing a competitive bid. There was a concern about some organizations receiving more 
information than others. 

˜	 Molly Herrmann said that they have struggled with that to some extent. She referred 
back to two CBO’s that currently provide on-going technical assistance to their peers and 
she said that those organizations would also be applying for funds. She admitted that it’s 
not the best system. If they have an RFP, they have decided to have a bidder’s 
conference telecast, where everything is recorded and everyone has access to 
questions/answers. They’ve gone round and round on it because they don’t know if they 
are unbiased themselves. They have not been able to give any information to inquiring 
agencies, but they would be able to ask questions at the telecast bidders conference. 

˜	 One participant then mentioned the possibility of developing a coalition of different 
agencies because he said that one of his regions actually applied as a coalition and 
received more money as a result. 

Concurrent Session Two – Intervention Quality/Scientific Basis 

Qairo Ali 

Marlene Glassman


Qairo Ali (CDC/PPB) and Marlene Glassman (CDC/PERB) gave the same opening remarks as 
they did in the morning session. Marlene Glassman then introduced Sandra Klocke and Nancy 
Jo Hansen, both from Nebraska Health & Human Services. 

Sandra Klocke and Nancy Jo Hansen

Health Department Peer

Nebraska Health & Human Services


Sandra Klocke and Nancy Jo Hansen shared information about how Nebraska decided to handle 
the interventions, in terms of the scientific basis and sufficiency of plan. Ms. Klocke explained 
that Nebraska has been in the throws of change for the past couple of years with trying to 
implement the Evaluation Guidance, and also changing the community planning piece. They 
started by combining Prevention and CARE into one statewide group, which was a change from 
the previous six regional groups. The composition of the group is made up of four categories. 
They did this in order to ensure that they had the kinds of scientific people necessary to make 
decisions, as well as local/sub-grantee/geographic input. She explained the four categories to be: 

‘	 Standing Positions which include behavioral scientists, Title III’s, corrections programs 
and similar entities from which they need input; 
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‘	 Elected Positions which include the sub-grantees, in terms of different types of services 
(counseling/testing, prevention, CARE); 

‘	 Elected Positions which include those from infected and impacted populations, as well as 
risk groups; 

‘	 Regionally Elected Positions which include those responsible for determining the priority 
populations. 

Sandra Klocke said this group really started in March of 2000, so they had to work quickly to 
develop priority populations in preparation for a new funding cycle that started January 1st of 
2001. The first step was to determine the priority populations. This entailed bringing the group 
together and looking at all of the data involved, including the previous year’s prevention plan, 
the epidemiology data, the surveillance program information and local information brought in by 
regional representatives. They had several questions when trying to determine the priority 
populations: 

‘ Does the epi-profile support the inclusion of this particular population? 

‘ Is there population-specific information available to support their inclusion? 

‘	 Are there scientifically based interventions available to even support working with this 
population? 

‘	 Are there current or potential community providers who could implement the 
interventions with this population? 

‘ Should this population be broken down more in order to have more effective results? 

Once they were able to answer all of these questions, they reached a consensus on what the 
priority populations should be. Five priority populations were identified. She explained that 
from there they moved to one of the new working groups called The Interventions Committee. 
The Interventions Committee was specifically charged with determining what the interventions 
for those five priority populations should be. Sandra Klocke then turned the floor over to Nancy 
Jo Hansen. 

Nancy Jo Hansen explained the structure with the health department, and said that each of the 
working sub-committees has a state liaison. She is the state liaison to the Intervention 
Committee. Her position with the state program is sub-grant manager, which means she 
monitors all of the contracts that they give out throughout the state for HIV prevention activities. 
They first called all of the committee members together, wrote each of the populations they were 
given on a blackboard and then reviewed what the actual task of the committee was. 
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Nancy Jo Hansen then referred to a three-page worksheet that was given out to committee 
members to take back with them to their communities to do research about what types of 
interventions they thought would be effective in Nebraska, for those populations that they had 
been given. They divided the populations among the committee members depending on areas of 
expertise, etc. The members then went back to their communities and came up with 
interventions based on what they had seen before or had been involved with. They also went to 
their regional committee members for input on effective interventions, and then they completed 
the worksheets and sent them to Nancy Jo Hansen. She made copies of the worksheets and 
distributed them to the members so everyone would know what was being proposed to the 
statewide group. She pointed out that they were on a short timeline, which made the first year 
hectic and provided a learning curve for everyone. 

Nancy Jo Hansen then explained that once the interventions were submitted by the committee 
members, they made up packets and sent them out to everybody in the statewide group – which 
preceded the next statewide meeting. At that meeting, they had dozens and dozens of different 
interventions that were very specific – meaning they would only fit maybe one agency in the 
whole state. They also had generic interventions that could have been adapted to different 
agencies. She explained that they put all of the interventions up on flip charts around the room, 
and then the whole statewide group got to chop it all apart and add their own ideas. They then 
put all of that information into a package and sent that back out to the statewide group. She 
admitted that it was a very cumbersome process, but it was a process dictated by the needs of the 
statewide group because they wanted to have input. 

At the start of the process, Nancy Jo Hansen said that the directive they gave folks was to make 
the interventions as specific as possible. She mentioned that in Nebraska over half of the 
population is in two cities, therefore, she knew there would be interventions that would be 
appropriate for Lincoln or Omaha that would never work in some of the rural areas. As they 
went through the process, she realized it was too cumbersome to send back out to the 
communities telling them those were the interventions they could apply for money for. They 
ended up taking 25-30 interventions that the committee and the statewide group decided upon 
and grouped them by type. 

She said that the handout illustrated the five priority populations that they were given by the 
statewide group. Underneath each population, they identified two types of interventions that 
folks could actually apply for. It went back out once more to the statewide group to receive a 
final endorsement, and the sample she gave to these participants represented how it actually 
appeared in the RFA. She explained that the third page of the handout is the cover page that all 
of the applications had. On the form, applicants were asked to check off which population they 
were targeting, and which one of the eligible two interventions they were applying for money 
for. She said that this was a nice tool for her as the applications came in because she could tell 
that they had to examine and apply only for eligible interventions. This process was used to 
come up with interventions that have been funded for approximately the past six months. 
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Sandra Klocke added that part of the screening process was to look at the scientific basis that the 
interventions were based on. She explained that as the RFA’s came in, part of the way the 
application was built was to look at how they planned to deliver those services and whether the 
plan was adequate to do what they said they were going to do in terms of the population they 
wanted to reach. Some of what CDC has asked them to do has been invisible to the sub-grantees 
because they didn’t fully understand it, so they couldn’t try to make the sub-grantees fully 
understand it. They chose instead to translate from their end, and the results were good. 

Discussion Summary: 

˜	 A participant wanted to clarify that the committee determined the evidence or theory 
based qualifications for the interventions – not the sub-grantees. Nancy Jo Hansen said 
that was correct. She also said that she brought a few copies of their completed RFA if 
anyone wanted to look at it. She also developed a “tool kit,” which provided handy 
information for applicants, and she had sample copies of that with her as well. 

˜	 There was a question concerning #3 of the Guide to Selecting and Justifying Priority 
Interventions worksheet. The participant wanted to know what types of information were 
given in answer to this question. Nancy Jo Hansen clarified that these were not questions 
actually answered by the applicants. Instead, they considered this as a “think sheet” and 
guide for committee members. 

˜	 A participant mentioned sessions devoted to taxonomy issues and translating local 
definitions so that they’re in sync with the intervention types and risk populations. She 
said she would like information on how they are handling issues such as women at 
significant risk, youth at significant risk and teen parent conferences. Nancy Jo Hansen 
stated that just because they said those interventions could be applied for, not every 
single one was actually applied for and certain interventions were not funded. As far as 
youth at significant risk, the RFA includes an entire page that must be filled out on the 
target population. It includes questions such as: Why is this target population at risk? 
What is it about this group of people that makes you want to target them for this 
intervention?  She gave an example of a youth program called Survival Skills, in which 
90% of the participants are either pregnant or parenting. Those types of issues come out 
in the application. 

˜	 Sandra Klocke said that they will fold into one of those populations, and that it just 
depends on what the project is. She noted that for a number of women at risk, the groups 
that they funded this year are primarily heterosexual women who will fall into that 
population – rather than the mothers at risk. Children are the same in that, if it’s more of 
a general population, the youth at risk will fall into the heterosexual population. If it’s 
definitely aimed at gay youth or MSM behaviors, then it would fall into that population. 
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They translate that based on the information they are given, and the anticipation of what 
they’re going to meet. Applicants are required to fill out one of the forms as part of the 
application to identify what populations they think they’re going to meet and what 
numbers of populations. 

˜	 An inquiry was made as to whether there are any interventions besides those listed. 
Sandra Klocke responded that the only other way an intervention can get funded is 
through a “special projects program.” They do set aside a certain amount of funds in the 
budget in order to allow short-term projects to be funded that would give some sub-
grantees, CBO’s, or other community groups an opportunity to try it out. It’s a six-month 
funding period, and they roll these into each six-month period. These tend to be more 
public information types of interventions. They did discover that they left out some good 
public information and media types of things. A lot of good ones came through, although 
they couldn’t fit those into the existing interventions. They are trying to take care of 
those through the supplemental funding. 

˜	 A participant requested clarification on question #2 of the Guide to Selecting and 
Justifying Priority Interventions worksheet. She said she understood it to mean that they 
are determining, for the sub-contractors, the intervention programs that they would use 
and then translating that information to the actual interventions that the state would use 
(such as group level or individual level). Sandra Klocke said that is correct. She also 
said that the way they collect data now is client based and they are still working on a way 
to make that more useful. She noted that they have adopted Michigan’s event form. 

Charles Collins and Dale Stratford 
CDC Representatives 

Charles Collins and Dale Stratford presented the same introductory information about the four 
paths of evidence based programs discussed in the morning session. After the four paths were 
described (e.g., Formal Theory, Replicating Science Based Programs, Tailoring Evidenced 
Based Programs to Fit Local Situations, and Informal Theory), Charles Collins opened up the 
session to an interactive dialogue. 

Discussion Summary: 

˜	 David Napp, consultant, added that when people look at informal theory it is has to be a 
logical logic model. Sometimes, people using boxes and arrows might be making a 
statement that awareness raising is going to solve the world’s problems, and that won’t 
happen. Logic to a logic model is an important part both for health department staff to 
assess whether that logic model is valid, and for CBO’s to recognize that putting their 
ideas into a logic model format alone is not sufficient because it needs to pass some level 
of face validity. 
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˜	 Charles Collins said that it is common to see established CBO’s using more of the 
informal theory, or homegrown theory, to implement programs. He then asked, from a 
state health department perspective, what participants saw most often as far as the 
distribution among the four paths. 

˜	 A participant from Arizona said that they see a lot of replication with adaptation. They 
have tried to borrow things from the Compendium and make them work; however, she 
explained that most of their CBO’s operate on budgets under $50,000 – including the 
evaluation component. There is so much adaptation, she worries about their ability to 
replicate anything. Charles Collins concurred that because some CBO’s only receive 
around $50,000, it almost forces the program into that column of replication with 
adaptation. 

˜	 A participant from Delaware said that they do a lot of replication with adaptation or a lot 
of informal theory. However, their next RFP will almost exclusively require formal 
theory. They decided to do this because their funding is low enough that adapting 
something starts to be very fuzzy as far as what they are replicating and what they are 
trying to do. Most of the staff they hire for that amount of money are not Masters or 
Doctorate prepared people and, therefore, their ability to come up with a completely 
logical and workable idea is not always there. They are giving a shot to starting with 
formal theory, and then developing a program from there relative to local knowledge. 
They they will know in two years how it is going. 

˜	 A Nebraska participant said that they have limited staff, so they usually don’t have an 
evaluation expert for the CBO’s, and sometimes not even for the state health department. 
She explained that they wear multiple hats and only think about evaluation on certain 
days when they’re not dealing with staffing, monitoring, hiring etc. It seems that the 
Community Planning Group does this part of it, and she gets confused a lot as far as 
where elements happen. Nebraska has a good approach in that if the Community 
Planning Group develops theory based interventions, then they should do this part of it. 
For the CBO’s, those evidence based interventions are then already in the RFA and the 
CBO’s are charged with producing a very detailed service delivery plan that 
operationalizes that theory based intervention. She said she’d like to hear comments 
from other participants on this idea of not having CBO’s recreate what the Community 
Planning Group should have done. It seems that the CPG comes up with interventions 
placed in the plan, and that an intervention would not go in the plan unless it were theory 
or evidence based. 

˜	 Charles Collins clarified that there were two main issues (e.g, The role of the CPG in 
helping to establish what constitutes an evidence based program, and then establishing 
some kind of standard for CBO’s to meet when applying for money). 
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˜	 A participant from Texas said that they try to get their CPG’s to be as specific as possible 
about what they want to see happen in the communities and what specific interventions 
are expected. They encourage pulling from the Compendium, pulling from other 
published studies, going with hunches on programs with strong reputations, and thinking 
about informal theories they want to talk about. This has to be fleshed out in a work 
plan, and that a lot of the heavy lifting can be done through community planning. They 
want to have that so the health department can be as accountable as possible to the CPG 
to know exactly what they want to put money into. Their experience with programs in 
the FT/RA columns is that there is always continual adaptation and re-calibration that has 
to go on because the communities are not monolithic, and risk 
populations/environments/needs change. She said that it is a fusion of RA and IT that 
goes on in the actual implementation process, which makes it difficult and messy even 
though they are working from a basis. She would like to see them do more work around 
supporting communities being able to be more specific in their instruction. 

˜	 An inquiry was posed as the whether the reference to “communities” meant the CBO’s or 
CPG’s. The Texas participant said that it has to be both. She said that they are currently 
doing some capacity developing with their CPG and their providers because, unless there 
is a shared language and understanding of what they mean by “reputationally strong” or 
“ILI,” then there is no way that the community will have implemented the things that the 
CPG saw a need for. The CPG recognizes that there needs to be freedom, flexibility, and 
allowance for creativity and responsiveness to change. Dallas shows a high prevalence 
among young, gay men of color and that they really hope to see people say they need to 
do something, such as empowerment, that gives them a safe space to experiment with 
being young adults without having to sexualize that. At the same time, they want to give 
the CPG the freedom to say that they’re not sure what the content would be because they 
don’t see anything in the Compendium or published literature, but the feeling is that there 
needs to be a repeated contact intervention that addresses the following issues of self-
esteem. Then they would have a more formed intervention that the CBO could use to 
make minor adaptations to, while keeping fidelity to the model. On the other hand, there 
is a lot more development work on the second example for someone to actually develop a 
curriculum that is responsive and addresses those factors that underlie those behaviors. 
She said she’s looking forward to the messy mix. 

˜	 Charles Collins said that it sounded as though she is in considerable dialogue with the 
CBO’s about what they’re providing. He didn’t think she could have answered that 
question unless she really knew the mix of programs that the CBO’s had, and how some 
were moving from one column to another. He noted that an important aspect is that when 
they start looking at this issue, they may identify that a program is one place, but as they 
think about trying something from another intervention, or as they learn the language of 
behavioral science, they might move to another column. He said that capacity building, 
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from a health department point of view, means the more they dialogue with CBO’s, the 
more they may move and the sophistication about their program improves. He explained 
a dilemma that the CDC has in that they are supposed to support conservative science. 
This means that technically, they should support Formal Theory or Replicating Science 
Based Programs; however, 95 out of 100 CBO’s are using the other paths. CDC has a 
dilemma about supporting the world of science and honoring the creativity of the 
community. 

˜	 Dale Stratford added that one of the things that contributes to reducing the contradictory 
nature of that is if they have a good rationale for the other categories. If it’s well-stated 
and the rationale is clearly explicated in the applications, then it does help to solve that 
dilemma, because it provides the logic for the logic model. 

˜	 A comment was made about many Informal Theory programs not working very well and 
not achieving optimum results. The participant said that they are much more open to the 
creative ideas if they are well thought out. 

˜	 Charles Collins pointed out that people were speaking of the comfort level of their own 
state health department. Some state health departments feel very comfortable with 
informal theory and others only feel comfortable with Formal Theory and Replicating 
Science Based Programs. 

˜	 A Georgia participant said that before the RFP went out, they hosted training around the 
state in Formal Theories. They used the California HIV/AIDS Institute to convene three 
different trainings. She explained that they let prospective CBO’s know that the RFP 
would be coming out soon and that they were requiring certain elements, but were 
hosting training to prepare them to write better proposals. They set the interventions 
related to ILI/GLI and the like, but they allowed the CBO’s to come up with their own 
theories of what would work. They told the CBO’s that any program they proposed 
would have to be theory based. In addition to that, they have members on the CPG that 
also serve as CBO’s in the community, although this is not always the case. They didn’t 
want to limit that information just for the state of Georgia, and limit what programs could 
be out there working, because a lot of the folks on the CPG were not actually out in the 
community doing that, so training and empowering would give them a more 
comprehensive opportunity to provide services. 

˜	 Charles Collins clarified that they did training on Formal Theory so that the providers 
could interpret some of the homegrown interventions that they were doing in terms of 
theory to enable them to say, “We are using modeling from social learning theory” 
because they were using peer educators. 
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˜	 A participant from Delaware shared his concern about creativity being involved. He 
thought that FT and IT were equally creative, and the way to operationalize FT would be 
as creative as coming up with an original theory to begin with. The least creative usually 
are R and RA because it is a desperate attempt, with little to no money, to replicate 
something that is not possible with that amount of money. He reminded participants not 
to think of formal theory as a limit on creativity. They’ve done a lot of Informal Theory 
in the past. By starting from Formal Theory and encouraging creativity there, maybe in 
three years they could move back over to informal theory with much more confidence 
and success. 

˜	 David Napp commented that one of the logic models that underlies this whole idea is that 
if they help agencies articulate their interventions with more clarity and more evidence 
that it will lead to better delivery of interventions, which leads to risk reduction and so 
forth. He said this is the logic model that underlies all of this discussion. While there is 
a lot of work to be done with helping agencies work within these categories, it begs 
another question of, “Do the organizations have the capacity to monitor that they’re 
actually implementing the programs as described?” He said they might be giving people 
just enough information to be dangerous because they do a very good job describing 
programs, but that is actually not what is happening. There is a whole second wave of 
responsibility that comes after this piece. 

Charles Collins acknowledged that there is no right way or wrong way to work with these four 
paths. He then requested that the group reflect on the pros and cons to each of the strategies in 
order to help health departments think more about the wording of their RFA’s, and what they’re 
asking of their CBO’s. The following presentations were made by each group: 

Formal Theory (Pink): 

Pros 

‘ It’s a well thought out intervention that is scientifically driven 
‘ The operational components are tied to specific outcome measures 
‘ The evaluation might be less burdensome because of the scientific links 

Cons 

‘ It requires a level of training to understand the theory components

‘ It might require more resources to implement

‘ It might require more careful monitoring – people won’t necessarily understand what


they’re doing in terms of the theories 
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Replication of a Program (Green): 

Pros 

‘	 It provides a “cookbook” or curriculum that makes it a lot easier than developing from 
scratch 

‘	 Often the “cookbooks” come with forms provided, such as pre/post test evaluation 
measures that have already been tested for reliability and validity 

‘ It’s less expensive because the money doesn’t have to be put into development. 
‘ There is instant approval from funders, such as the state or CDC 
‘	 There is an expected outcome against which one can measure how well it was 

implemented 
‘ There is often technical assistance available. 

Cons 

‘	 It’s not applicable to all populations – it’s specific to the populations for which it was 
developed 

‘ Adaptation to local language/culture/circumstances is necessary 
‘ It limits the input and creativity at the local level 
‘	 There might not be enough money to completely replicate the model – for example, there 

might not be the staffing level available that was used in the original model 
‘	 The outcomes might be too predictable – might be directed in a narrow way towards one 

thing and missing other things that are being accomplished 
‘	 There is skepticism of the effectiveness of those proven models – government restrictions 

on what is allowed have restrained evidence based models so the programs might be 
similarly limited by those constraints 

Replication with Adaptation (Yellow): 

Pros 

‘	 The adaptation allows a program to tailor something to the individual needs of a 
community or population and to add things that might be particular to their environment 

‘	 Could put together a program for less money than a pure replication - it might be less 
expensive than pure development because some of the materials/approaches/trainings 
have already been developed 

‘	 Because they’ve got a track record already, these interventions are more acceptable to 
policy-makers, legislators, city councils and other funders 

‘	 Because of the adaptation element, these are more attractive to grantees than pure 
replications would be 
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Cons 

‘ It’s difficult to monitor adaptations 
‘	 It’s difficult to know what the core or critical elements actually are – it’s possible that a 

core or critical element gets adapted out of fidelity to the original model and, therefore, 
loses a good deal of the effectiveness 

‘	 This capacity is extremely difficult to develop and maintain – especially in CBO’s or 
small governmental agencies where there is limited staff and experience 

Informal Theory (Blue): 

Pros 

‘	 There is an automatic sense of ownership – it’s affirming to the agency if their 
intervention is developed into a theory based model 

‘ There is buy-in by the agency and their vision by their clients who it was built upon 
‘	 The track record with the client community is not lost because the intervention has been 

tossed out or changed significantly 
‘	 It mirrors “client centered” approach to counseling in that the intervention starts with 

where the CBO is – more comfort with the intervention by the agency 
‘ It could be ready to go with few changes 
‘	 That agency could come up with its own best practices, which would be regionally or 

locally specific 
‘	 The health department dialogue with the agency on theory is an opportunity for the 

organization to reflect on assumptions they’ve been making – positive opportunity for 
change/improvement 

Cons 

‘	 The intervention is evolving – might not be structured, focused, easily replicated or easily 
monitored 

‘	 Risk of illogical logic model – might not even know it’s illogical. This could be a 
capacity issue for the agency and/or health department to recognize that it’s logical or 
illogical 

‘	 Because it’s built on experience, risk of falling back into “we’ve always done it this way, 
therefore, it works” – could lead to resistance to change 

‘	 The ability for the health department or agency to respond to the issues that are revealed 
– “airing dirty laundry” for political or historic reasons – or having to de-fund it when “at 
least we’re doing something” 

‘ Risk of political attack because it’s not evidence based 
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Discussion Summary: 

˜	 Charles Collins said that a take-home message would be that as health departments share 
in the role of accountability – all four of these are accountable paths for health 
departments. He also said that through dialogue and working with these, programs do 
improve. 

˜	 Dale Stratford commented on how impressed she was with the amount of work and care 
that everyone has taken to deal with the issues and help lay out their complexity over the 
past year. She said they’ve really learned a lot about the kinds of problems they are 
facing and where assistance is needed. 

˜	 A participant wondered how far they go to stretch the definition of “scientifically based” 
or “evidence based” when they do the assessment of the CBO intervention plans. She 
gave an example of somebody doing peer outreach, thinking they could cite research that 
says peer outreach is a good thing, and so they check the box that says it’s scientifically 
based. 

˜	 Charles Collins responded that CDC is sometimes asked to provide technical assistance 
on some of these issues. He said a state had a new contract monitor who was supposed 
to monitor the CBO’s, and they said that one of the CBO’s had been funded for years for 
putting condoms in a fishbowl in a gay bar. They’d fill up the bowl on Friday afternoon 
and go back Saturday to see how many condoms were missing. This had been funded as 
“outreach” in the past. The new monitor had problems with this. Mr. Collins said that 
many states are moving toward intervention standards so they can be sure that the 
interventions are appropriate. He mentioned the checklist for an effective intervention in 
the back of the Compendium as one approach to dealing with the question. 

˜	 David Napp commented that he appreciated the specificity of the participant’s question 
because it was a concrete example of whether to score something “yes” or “no.” While 
they might look to CDC to say what “is” or “is not,” more might be gained from within 
the jurisdiction deciding together what the minimum standard is. There is a lot of 
learning that could come from that dialogue. He noted that the bar could keep moving 
higher as they move into the future, and that the minimum level for “is” or “is not” 
(sufficient evidence) might vary from jurisdiction to jurisdiction. 

˜	 A participant inquired as to the role of HPPG in this process. She wondered if just the 
health department staff goes through the exercise or if there is a role for HPPG in the 
process. 

˜	 Marlene Glassman responded by reading from the Frequently Asked Questions document 
under the heading “Intervention Plan Data” – page #9, question #20. She read from the 
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page, “If community planning considers scientific evidence and justification when 
prioritizing interventions, and the health department then funds these interventions, does 
this meet requirements for scientific evidence and justification for the intervention? Or 
are grantees expected to submit more information?” She then read from background 
information about the guidance on prevention community planning, “The guidance states 
that at a minimum the CPG must provide a clear, concise, logical statement as to why 
each population and intervention given high priority was chosen.” She read the response 
to the question, “With this in mind, intervention plans that include populations and 
interventions based on the priority set and the comprehensive HIV Prevention Plan will 
meet the requirements for evidence or theory basis for the intervention, but this is the 
very minimum criterion for asserting the evidence or theory basis for the intervention.” 
She said that the community planning process will most likely not go into enough detail 
to provide evidence for justification for application to the target population and setting 
and in order to do this, she suggested that they do some of the things discussed in the 
session (logic models, depictions of program theory, re-writing RFP’s to ask applicants to 
specifically provide certain information). She said that, in terms of the role of the CPG, 
it’s really the health departments’ responsibility to submit the data to CDC, but to 
whatever extent they want to involve HPPG (Chicago term) it would be encouraged. 

˜	 A participant from Delaware mentioned that the standards that one holds to adopt the 
theory vary from jurisdiction to jurisdiction, as well as agency to agency. He gave an 
example of an African-American church finally getting involved and being gung-ho. He 
said that, at this point, he’d take anything that they said. However, he noted that their 
initial response is not going to meet these things. He expressed his hope that they have 
leeway. 

˜	 Marlene Glassman responded by saying that it is their discretion and their determination 
to work with an agency on capacity building – that they respect their judgement. 

˜	 Dale Stratford added that she has heard project officers and folks from PERB say, “Just 
tell us that and let us know what the situation is.” She said the main thing is that CDC 
wants to know how it is going and how it is progressing. 

˜	 One participant recommended that they speak with Bob Bongiovanni from Colorado. 
She said they have different levels of capacity in their organizations, so they have 
standards that an organization has to meet to receive funding. They provide support for 
the organizations to go to the next level where they might get additional funding. 
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Translation Issues/Taxonomy Interventions 

Facilitators: Kevin O’Connor, Amee Bhalakia

CDC Representatives: Tim Akers, Ted Duncan

Health Department Peer: Barry Callis, MA

CBO Peer: Susan Davis


The topic of these session was the Guidance intervention taxonomy, and how jurisdictions could

use it with their own intervention definitions. The discussion included questions such as: What

does a jurisdiction do when it appears that CDC’s intervention list overlaps and fails to clearly

describe their interventions?  How does CDC’s taxonomy minimize (or aggrandize) the burden

on contractors?  Can jurisdictions modify the Guidance taxonomy?


This session was convened twice. The presentations were the same, and are therefore captured

only once. Following the formal presentations, the participants were asked to break into smaller

groups, and each group was asked to engage in an exercise known as “Consultant for a Day.” 


Kevin O’Connor 
Facilitator 

Kevin O’Connor, session facilitator, welcomed those present to the session on Translation 
Issues/Taxonomy Interventions, explaining that the workshop participants had experience in 
which other participants could utilize to learn from each other. Kevin O’Connor stressed that 
the workshop was peer based, and that the CDC was seeking feedback from workshop 
participants. He also introduced the second facilitator, Amee Bhalakia, and then followed with 
the agenda outline for the workshop session. 

Tim Akers

CDC Representative

CDC’s Evaluation Guidance Intervention Taxonomy


Tim Akers spoke on the topic of the CDC’s Evaluation Guidance Intervention Taxonomy. He 
gave a brief overview of the history of the development of the intervention taxonomy indicating 
that the intervention taxonomy stemmed from work from ORC Macro, extracting pertinent data 
from applications submitted by practitioners, community based organizations, and health 
departments and other sources of available literature. All of these inputs were combined into 
the current intervention taxonomy classifications. In the creation of the existing taxonomy, Mr. 
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Akers explained that the CDC consolidated the information into eight types of interventions. He 
emphasized to the participants that the information in the taxonomy was based on a significant 
amount of information collected from multiple resources. 

Tim Akers then drew on the experience of the participants, stating that they already knew and 
understood the issues covered under the taxonomy. He raised several rhetorical questions that 
participants faced daily in deciding whether the interventions were the right ones that the 
participants aimed to implement. He explained that the Intervention Plan set forth the goals, 
expectations, and implementation procedures for an intervention. For the purposes of the 
reporting requirements, intervention plans should contain data that describes who is to be served, 
by whom, and to what extent the prevention service has been supported with evidence and a 
service plan. Akers explained that the Intervention Plan was intended to define the entire 
process. The taxonomy was intended to be a plan, but it is also a work in progress. 

He explained that extensive work was involved in identifying the various types of interventions 
in practice. This information was obtained through literature, researchers, and practitioners and 
also the types of interventions that the workshop participants identified. 

In attempting to define an intervention, Akers gave an example from the Year 2000 training 
sessions on the Guidance Intervention Taxonomy. He reviewed the main elements that the CDC 
used to identify as the most salient in an effective intervention: 

‘	 Specifying target populations be it MSM, IDU’s, based on race factors, other types or 
orientation. 

‘ Choosing the interventions: Is IVI? Street level? Group Level? 

‘ Establishing clear, measurable outcome objectives. 

‘	 Looking at the process. To look at outcome is definitely one of the end goals. How is this 
program designed, etc? They are not all starting at the same level. 

‘	 Assessing characteristics of the implementing organization providing the service (e.g., 
nature of the organization, number of staff, do they have anything in place, etc.). 

‘	 Describing the data system. Good policy flows from good data. It doesn’t mean anything 
if there’s no way to collect the data. 
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Ted Duncan

CDC Representative


Ted Duncan discussed how Technical Assistance systems were related to classification. He also 
mentioned the other two workshops that were available as part of the program meeting that 
covered technical assistance in more considerable depth. He pointed out that the critical role of 
Project Officers in assessing technical assistance on the Guidance. He stressed that if 
participants encountered questions or problems, they should contact their designated Project 
Officer for consultation. He urged participants to not only place requests through their Project 
Officer, but he also explained that project officers were trained and encouraged to ask requesters 
to state the problem in writing, as much as possible. He explained that following a submitted 
request, the Project Officer then refers to a member of the Science Application Team contact, 
Charles Collins. As the next step, together, the Project Officer and Charles Collins would set up 
a conference call to discuss the question. Ted Duncan explained that in most cases, the question 
was resolved at that level. He said that since the Guidance was distributed, about 95% of all 
states had made some type of technical assistance request, and that approximately 80% of 
requests to date were able to be handled and resolved through a phone consultation. 

Ted Duncan further reassured participants that alternative resolutions were also available for 
technical assistance if the request required more in-depth involvement such as site visits or 
training. He cited that at times, members of the Science Application Team were dispatched to 
perform site visits. Also, resources at ORC Macro had also performed similar technical 
assistance duties as well. Depending upon the request and situation, sometimes the request will 
be referred to another CDC contractor, other health departments, or through the Behavioral 
Social Science Volunteer Program as necessary to resolve issues related to evaluation. Ted 
Duncan also identified the Program Evaluation Research Branch as yet another resource 
available. He recalled that approximately 17% of requests were related directly to 
interpretation/translation issues. He recognized that the large quantity of 
interpretation/translation issues was significant, but not a major issue. Ted Duncan expressed 
positive hope that in the near future, interpretation questions and issues in translating the 
taxonomy would be identified and addressed earlier in the process. 

He then focused on the largest category of questions regarding outcome evaluation, noting that 
approximately 41% of technical assistance questions were concerning evaluation issues. He 
recognized that most members of the workshop had various questions regarding evaluation 
interpretation and issues. 
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Barry Callis 

Health Department Peer

Massachusetts Public Health Department


Barry Callis summarized several translation issues that he, as a Health Department Peer, and 
workshop participants, have encountered in implementing the Guidance taxonomy. With regard 
to pre-guidance risk behavior populations and intervention categories established, Barry Callis 
explained the history of establishing the risk behavior populations and intervention categories, 
prior to the Guidance. In 1994, there was a movement to standardize the various activity types 
in order to capture the data. The result of standardization was the development of a scannable 
tool that could be used by all in order to create some consistency from over 20 different types of 
forms. 

In terms of the aim for congruence between local definitions and taxonomy, the team created 
their own definitions and cross referenced their definitions with those in the taxonomy definition. 
Redefining the taxonomy has been aided by program development, contract management, and 
reporting tools. Barry Callis explained that as part of the program development, the team held 
six population based meetings, organized by staff from funded programs in order to get the buy-
in. The staff input aided in achieving stakeholder feedback on the accuracy of the definitions. 

Barry Callis gave an example of how non-risk behavior populations risk were defined for 
taxonomy purposes from his own Massachusetts experience. He said that in Massachusetts, 
three programs exist to service transgender individuals. To understand the risk that non-risk 
behavior populations experience, there were some inherent behavior risks incurred by non-risk 
behavior populations who are involved in street work, injections, and substance abuse. 

He then reiterated several guiding questions for participants to consider, stating that when there 
is a challenge with a program, in order to ascertain what types of intervention should be 
implemented, and to determine who is being served, workshop participants should walk through 
these key questions about the target, program and implementation plans: 

‘ Who is being targeted with intervention? 
‘ What are the specific risks for HIV/STD’s? 
‘ What interventions are being considered? 

Barry Callis stressed that in using the taxonomy as a guide, it is important to define the 
intervention based on the current definition and to be consistent in reporting. He then briefly 
addressed Intervention Taxonomy Reinforcement, stating that in reinforcing use of the 
Taxonomy, health departments work closely with vendors to involve them in a cooperative 
relationship aimed at sharing the overall picture of the evaluation effort by increasing buy-in 
with participants. In this manner, health departments are working collaboratively with the CDC 
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to improve effectiveness. 

Second, he highlighted the relationship between the local community based organization and the 
CDC intervention taxonomy. He conceded to participant concerns that the current data form was 
last revised in 1996 and is up for another revision where it is applicable. He further built on the 
need for development and/or refinement in data reporting to be consistent with the intervention 
taxonomy. CDC is about to embark on the task of amending and altering various data fields and 
intervention types. He also mentioned that data tools and forms available locally should be 
consistent with taxonomy changes. 

Barry Callis discussed the taxonomy’s role to assist programs to adopt intervention taxonomy 
using locally defined terms to describe the intervention. He referred to this type of assistance as 
“outreach,” although he noted that each participant’s understanding of outreach varied widely. 
The role of taxonomy reinforcement was to correct misunderstandings that may result in lack of 
quality data. 

With regard to the clarification of local terms and reporting using the taxonomy, he explained 
that the revisions were underway on the reporting form for use consistently. 

In conclusion, Barry Callis presented the audience with a community building example relating 
it to the taxonomy. Although community building is not a direct part of the taxonomy, he 
explained that this activity can still be encoded in the “other” category of the taxonomy. He 
defined “community building” as it “refers to activities at the community level, not directly 
involved in the delivery of HIV prevention services, that prepare, enable, or empower the 
community to support HIV prevention and education.” He explained that many of the programs 
that were funded built in some type of planning features that result in community building. 
Community building captures the type of work that providers perform to be prevention-ready 
and receptive. In summary of the community building example, Barry Callis explained how he 
made his definition of community building fit in the “Other” category of the taxonomy forms. 

Amee Bhalakia, Facilitator

Break-out Session: “Consultant for a Day”


Following the presentations, Amee Bhalakia engaged the participants in an exercise titled, 
“Consultant for a Day.” This was a concept that allowed participants to problem solve ways to 
address the issues they were facing. Two different breakout groups engaged in this exercise. 
Their input is shown separately in order to have an overview of the similarities/differences of the 
groups. 

She asked them to consider these questions: 

‘ What are the benefits to having a taxonomy or classification system for intervention? 
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‘ What are the issues your jurisdiction has faced in implementing the Guidance taxonomy?

‘ What are the significant issues around implementation?

‘ What solutions, strategies or model programs has your jurisdiction used to resolve these


issues? 
‘ What types of assistance can CDC provide in utilizing the intervention taxonomy? 

Concurrent Session One – Translation Issues/Taxonomy Interventions 

Each of the groups reported out their findings to this exercise as follows: 

Group 1 

Issues 

‘ Challenge to contractors to “go out of the box”

‘ Classification of programs into intervention components

‘ Public health agencies especially have challenges targeting populations and moving out


of their comfort zones 
‘ Challenge working with contractors who try to fit old strategies into CDC categories 
‘ Dealing with old language (AKA community-level) 

Benefits 

‘ Common language 
‘ Consistency in service delivery 

Issues 

‘ Community planning priorities don’t always translate into CDC classifications

‘ Programs don’t translate into taxonomy

‘ TA is “drive-by” and needs to be more long-term

‘ CDC needs to develop a more intensive TA system to help health department staff with


turnover 
‘ Suggest a TA “bulletin board” for discussion of issues 
‘ Need local TA so it’s within reach and consistent 

Solutions 

‘ VA uses “locus of elocution” in defining intervention types

‘ Encourage agency collaboration

‘ Intervention standards developed and contractors educated

‘ Data collection forms developed
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Group 2 

Issues 

‘ Significant issues around implementation

‘ CBOs don’t implement interventions consistently

‘ Lack of common language/common delivery of interventions to clients

‘ Lack of common understanding/language among contractors

‘ How to classify interventions accurately if there are many types of interventions within


the main approach to reach a population 

Solutions 

‘ Starting fresh so that all can have a common understanding of language, definitions of 
interventions, populations, taxonomy 

‘ For TA, expand compendium and help to identify what’s been done elsewhere so 
duplication of efforts can be minimized 

‘ Synthesize outcome evaluation instruments and methodologies 

Issues 

‘ CBOs don’t necessarily implement interventions universally 
‘ There is no common delivery message that cuts across interventions 

Benefits of Universal Language 

‘ Catalyst for evaluating CBO/Contractor activities encourages focus on intent (e.g., target 
population, type of intervention) 

‘ Helps with evaluation 
‘ Helps with development of a plan 

Group 3 

Issues 

‘ Different benefits with a single intervention versus multiple interventions 
‘ Prioritization within programs 
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Solutions 

‘ CBOs report monthly on each activity and health department translates

‘ Written reports/outcome studies

‘ Client level data to capture multiple interventions

‘ Check box as part of other interventions/programs


Activities/Strategies/Interventions 

‘ Understanding the differences/relationships

‘ Training for CBOs on interventions and taxonomy

‘ Reviewing intervention plan

‘ Translation, not program transformation

‘ Funding for training and training curriculum from CDC

‘ Data collection (outreach, palm pilot). What’s being collected?

‘ Standards from CDC

‘ TA provider needs to be an expert (and local)


Group 4 

Issues 

‘ Lack of fit

‘ Categories are inflexible (how to count and account for staff/staff time for apps)

‘ Large states are not using taxonomy

‘ Lack of skills for CBO to categorize

‘ Lack of standardization 

‘ Lack of training


Benefits 

‘ Helps everyone speak the same language

‘ Accountability

‘ Helps providers know what they’re doing

‘ Minimum standards needed as a marker (perhaps certification would help)

‘ Directs services to specific populations
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Group 5 

Benefits 

‘ Taxonomy focuses interventions and it really helps people focus 
‘ Gives common language to discuss what is actually happening to interventions 

Issues 

‘ Concern about changes and how that impacts providers (example: loss of funds)

‘ Generate fear from providers

‘ Internal conflict

‘ Confidentiality issues with data

‘ Programs don’t fit with CDC taxonomy

‘ Some interventions are a combination (e.g., ILI and outreach)

‘ Rural areas – everyone does everything and separating activities is a challenge

‘ Rural and urban interventions have differences

‘ Quality of data collection problematic

‘ Staff training 


Discussion Summary: 

˜	 Several participants expressed concern that interventions often take the form of multiple 
interventions, taking issue that the taxonomy currently is designed for single intervention 
evaluation. 

˜	 Additional clarification and a possible solution strategy was given by the participant from 
Wyoming who explained that in Wyoming’s RFA’s, they could pick the priority target 
populations, and if they wanted to do several interventions, they had to do a separate 
work plan and separate budget to track it. They have grantees track everything by single 
event, and then make sure they get tracked to the right IVI, etc. They don’t prioritize. 
Instead, they let people do the interventions they want. 

˜	 It was suggested that in order not to lose the complexity that interventions are multi-
faceted, written reports are needed. For example, the impact of lack of social structures 
for gay men need outcome studies to capture complexity. The issue of reporting is that at 
the national level, CDC is not capturing the complexity – they are missing the ability to 
do true preventions in the future. It is important for the federal government to understand 
that. 
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