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Appendix 2: Media Interview Tricks and Tips

Media Interview Tricks and Tips

Type | Tricky question
N N
The False  “Was your decision to offer
Alternative Hepatitis B vaccine based on the
fact that flu shots are unsafe?”

The Hypothetical “If a new strain of flu is found,

what will you do?”
The Loaded  "Your organization has been
Preface  accused of promoting certain
pharmaceutical companies that
make vaccine.”

The Absent Party  “(So-and-so) stated that your
efforts are behind the times. We
all know flu shots are important.
Why not focus on something
else?”

The Inconsistency  “In 1997, you said to get flu shots;
now you're saying Hepatitis
vaccine. Why the change?”

Thelrrelevancy  “As a leader in the community
and an avid runner, what are you
doing about running safety...?”

Putting Words in

Your Mouth
\3 AN

Solution

e|gnore the alternatives and focus on your
message. Lead the interviewer rather than
be lead. “It sounds like what you're asking
is why Asian Americans need Hepatitis
vaccine.”

¢ Avoid speculation. Turn the conversation
to a positive. “l don't have a crystal ball, but
what | do know is that this year’s flu season
is...”

*Try to correct the perception and then
move on to the positive. “On the contrary,
we encourage people to receive shots from
many sources...”

eDon’t argue with someone who is not
present. Instead of commenting on that
specific statement, turn to something else.
“I'm not familiar with that remark, but what
| do know is that the flu is a serious health
issue every year.”

eTake an historical perspective. “The
environment was different in 1997, and we
know more now about Hepatitis...”

*Give a bit of information about running,
and then bridge to your major issue....the
importance of immunization in the Asian
American community!

*Do not repeat inflammatory words that a
reporter might feed to you. Rather, answer
in neutral terms. “That’s not a question we
need to address today.”
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Provider Education

“[Provider Education] was more effective because

we could get feedback from professionals

...about how to address the needs and how to

fortify our program to our clients”

~ NAWHO Affiliate, Chicago, IL
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1. What is provider education?

“Provider education” refers to a collection of strategies for increasing the knowledge and skills
of individual health care providers as well as of the organizations that comprise the health care system,
such as hospitals, clinics, and public health departments. The goal of these strategies is three-fold: (1) to
encourage health care providers and the agencies they work for to prioritize Asian American communities
for immunization education and services; (2) to improve the delivery of immunization services to Asian
American clients by their health care providers; and (3) to increase community-wide access to current,
quality, comprehensive, and culturally competent immunization care. Effective approaches to provider
education include workshops, in-services, materials distribution, or Grand Rounds settings to expand
knowledge of immunizations, increase technical proficiencies in vaccine administration, and strengthen
patient-centered care in vaccine-delivery. In addition, provider education can also seek to build linkages,
referral exchanges, and other types of partnerships between immunization providers through medical
advisory boards and resource-sharing. Lastly, no provider education effort would be complete without a
component aimed at increasing cultural competence with Asian American clients and community.

2. Successful strategies

To analyze and segment target audiences (\Whom do we want to reach?)

As with community member education, the first step in effective education to health care
providers is audience segmentation. This will help with message development and the identification
of effective communication channels. It can also help determine what factors affect health care
providers’ interest in and response to the immunization issue. Segmentation variables often include
geography (region, county), profession (physicians, nurses, medical students, health outreach
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workers), specialization (pediatrics, family practice, gynecology,
geriatrics), employment structures (hospital, community clinic, private
practice, health department, voluntary health agencies), work/time
constraints, professional associations and affiliations, populations
served, and specific education needs. The program'’s vaccine-focus
may also determine which type of health professionals to target with
educational efforts; for example, if the program’s focus is on childhood
immunizations, then family practice physicians or pediatricians would
be the best audience for education activities. Other examples include
family planning providers for HPV vaccine or geriatricians for senior
pneumococcal and flu.

To develop message concepts (What do we want to say?)

Once the target audience has been defined, the next step
is to determine the message content, which should reflect their
characteristics and educational needs. Knowing your audience is
essential in deciding what educational topics to include in materials and
outreach presentations and how to present them. For example, if it is
determined that the target audience already has a medical background
in vaccine-preventable diseases but may be unfamiliar with the cultural
aspects of the community served, then the message would focus on
cultural competency. However, if the opposite is the case, then the
message would focus on immunization protocols and ways to eliminate
missed vaccine opportunities. Common topics for effective provider
education include:

e New research on vaccine-preventable diseases (i.e., risk factors,
signs and symptoms, vaccinations available, etc.)

e The safety and efficacy of vaccines

e Child, adolescent,, adult, and “catch-up” immunization
schedules, including school or day care entry requirements

e Updates to immunization recommendations

e Strategies for eliminating missed opportunities for
immunizations

e Cultural competency skills with Asian American communities
e Communication skills with Asian American communities
e Qutreach skills with Asian American communities

e Vaccine coverage rates and other data in local Asian American
communities

» Determine which type

of health professionals
to target educational
efforts by vaccine-focus

Determine providers’
informational needs
in immunization
updates or cultural
competency training

Consider partnering with
professional associations
to deliver information
at pre-existing events

Create materials

that enhance the
health professionals’
ability to provide
culturally competent
immunization services

Identify opportunities
for integrating
providers into public
education initiatives

Identify linkages with
providers for formalized
referral-exchanges

with local agencies

After the educational focus is identified, it can also be pre tested with members of the target
audience. A key partner within targeted professional groups can provide feedback on the content to
gauge the audience receptiveness and content appropriateness. (See Evaluation and Monitoring).

To select communication channels (Where do we want to say it?)

Approaches to providing immunization education vary considerably depending on the target
audience. Outreach channels should be tailored to the specific characteristics of that particular audience
and reflect an optimal “mix” of venues through which to provide the information. Information habits
of the target audience, sources from which the target audience sees or receives information, or existing
professional associations, should be determined. Consideration should also be given to where the target
audience would be most likely to participate in an education activity, identifying existing meetings or
events where professionals may be gathered, and addressing barriers that may inhibit participation.
Some provider education communication channels include:

e Conducting stand-alone workshops, presentations, or trainings (e.g., a provider Symposium,
workshop or class, video/teleconferences, etc.)

* Incorporating messaging into pre-existing continuing education opportunities (e.g., Grand
Rounds, staff meetings, pre-scheduled in-services, association breakfasts, etc.)

e One-on-one outreach to provider offices and clinics
e Materials distribution and displays provider offices and clinics
e Self-directed study

Because of time constraints, work conflicts, and other barriers to attending events, the “captive”
audience approach often provides the most effective way to reach health care providers. This refers to
bringing information to pre-existing groups and events as opposed to organizing new ones. Agencies
can also collaborate with professional associations (e.g. local chapters of the medical society, American
Public Health Association, etc) to create the most effective outreach strategy for their members.

To create educational curricula and/or materials (How do we want to say it?)

Educational materials should reflect those concepts that would be most useful for enhancing the
health professionals’ ability to provide culturally competent immunization services to its Asian American
community. The development of educational curricula and materials will vary depending on the focus of
the training. However, two general topics form the basis of an effective educational message:

e Vaccine-preventable diseases and related vaccines

Information on vaccine-preventable diseases and immunizations can be found on the Centers for
Disease Control and Prevention website. This site provides a specific section on Immunization
Education and Training for Health Professionals (http://www.cdc.gov/vaccines/ed/default.htm).
For health professionals who may already be members of the target population where cultural
competency training is not the primary focus, providing a session on immunization updates or
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new vaccine recommendations may be most appropriate. These trainings can focus on how to
eliminate missed immunization opportunities.

e  Cultural competency

According to the Office of Minority Health, health care services that are respectful of and
responsive to the health beliefs, practices, and cultural and linguistic needs of diverse patients can help
bring about positive health outcomes (OMH, 2008). Consequently, an essential component in provider
education is cultural competency training for those serving diverse populations. Some core concepts in
cultural competency training are provided below:

1. What is “Cultural Competency?” Cultural competency refers to the continually developing
ability to respond to individuals of different cultures in a manner that is sensitive to and
respectful of the differences that exist between cultures. In a health care setting, this requires
providers to be aware of the cultural values and beliefs of clients and to understand how
these factors influence their health-seeking attitudes and behaviors.

2. "Cultural Competency” Training Components. Cultural competency trainings can serve an
important role in providing health care providers with knowledge about Asian American
cultural approaches to health care, addressing how health care providers may best respond
to the immunization needs of their Asian American patients, and focusing on important areas
for Asian American immunization outreach. An effective cultural competency intervention
often includes a balance of awareness-building and skills-building:

Cultural Awareness. This portion of a cultural competency training focuses on describing
the relevant knowledge, attitudes, belief systems, and behaviors of certain cultural
groups. This often includes sharing information about common experiences of certain
populations, such as the effect of war and torture on refugee populations and how this
shapes their interaction with the health care system or the common cultural and spiritual
practices that might interfere with immunization efforts (Betancourt, 2003). Culturally-
specific disease data can also be shared with health care providers such as the incidence,
prevalence, and outcomes of particular illnesses that exist among certain groups (e.g.,
prevalence of Hepatitis within the Asian population) (Betancourt, 2003). Caution should
be taken when creating this type of curricula so that stereotyping of populations does
not occur. Instead, this type of information should serve to make providers aware of
the unique needs and barriers of their clients, so that steps can to be taken to alleviate
them. Including a caveat regarding intra-group variability can help prevent stereotyping
behaviors.

Cross-Cultural Communication. This portion of a cultural competency training
focuses on the process of communication and seeks to train providers in how to balance
individual patient needs with cultural, social, and other health beliefs that may be
present for a group (Betancourt, 2003). Curricula can provide health care providers with
the skills to identify and negotiate different styles of communication, decision-making
preferences, roles of family, sexual and gender issues, and histories of mistrust, prejudice,
and/or racism that may be occurring within their client population. Because language
is key to understanding the needs of and responding to patients, the involvement of a
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professional medically-trained language interpreter may be critical to successful cross-
cultural communication, and cultural competency trainings can also include guidance on
how providers can effectively work with interpreters in a medical care setting. Because
individuals may respond differently to medical environments depending on their level of
acculturation and language proficiency, the training could also include mock scenarios
of provider-patient-interpreter interactions that model multiple communication
approaches. Again, a caveat about intra-group variability should also be included.

3. Translated Materials. Disseminating linguistic and culturally appropriate immunization
materials and tools to health care providers to use with their patients can be an important
component of cultural competency training. Asian-language immunization brochures
or Vaccine Information Statements (VIS) translated into different Asian languages can
supplement the knowledge and skills gained by providers who attend a cultural competency
training. Distribution of translated materials can serve as a health care provider intervention
itself, especially when trainings are not accessible to or are simply not the preferred learning
method for providers in the community.

To integrate provider and public education (How do we coordinate our program efforts?)

Including providers as a focus of immunization education and service-delivery efforts for Asian
American communities can also leverage public education activities through integration. For example,
can a health care provider who attends a cultural competency training then serve as a community
spokesperson on an Asian-language radio program? Would health care providers who attend a Grand
Rounds series on immunization coverage in the Asian American community then be willing to accept
client referrals from community partners? Can posters, brochures, or other public education materials
be disseminated at health care provider offices, or, better yet, would that office be willing to host a
special “shot day” for Asian American clients? A written integration plan can assist with coordinating
provider, public, and media outreach in this synergistic manner. Included in this plan should be logistical
support for intersectoral task assignments, a feedback structure to inform providers of the impact of
their involvement, and mechanisms for tracking coordinated program impacts (See Evaluation and
Monitoring).

To improve systems of care (How do we coordinate community services?)

An additional strategy in this area is for agencies to focus on enhancing their community’s overall
system of care for Asian Americans relative to immunization services. Increasing access to current, quality,
comprehensive, and culturally competent immunization care can result from providers becoming better
educated about immunization issues in the Asian American community and then taking steps to ensure
their Asian American clients have access to the immunization-related services they need. Forming a local
advisory board, coalition, or alliance of providers can be a first step to mobilizing the provider community
in this way. (See Clinical Services). From this, additional linkages between providers can be forged, referral-
exchanges between agencies can be formalized, and local policies that will improve access to services by
this population can be identified. Immunization Action Coalitions in states across the country advocate
as a collective group for access to care policies such as increasing funding for immunizations, expanding
who is permitted by law to administer a vaccine, and broadening state and federal criteria for Vaccine for
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Children (VFQC) eligibility. Providers can adopt internal policies for their organizations as well. A policy
that states that disparate populations will be the priority for immunizations or one that adopts a sliding
fee scale for vaccine administration costs are just two examples of internal policies that would increase
access to services by Asian American communities. Writing a strategic plan with providers, clients, and
other stakeholders can provide a foundation for these types of long-range community access goals.

3. Challenges and Tips for Success

Reaching Health Care Providers “Where They Are:”
“Health care providers don’t seem to have the time to attend a special workshop on immunizations and the
Asian American community. What else can we do to reach them?”

With multiple pressing priorities and back-to-back client \/I'ake messages to
scheduling, many health care providers cannot accommodate a providers “where they
“traditional” workshop or training event into their daily schedules. are” by presenting at staff
However, there are still many effective approaches for reaching meetings or Grand Rounds,
providers “where they are” in order to deliver an immunization message. by making “house calls” to
For example: individual provider’s offices,

or by “guest” writing for
e Rather than sponsoring a stand-alone workshop or training local provider association
event that providers must leave their office to attend, bring the newsletters.

presentation to their office as part of an all-staff meeting or in-
service. Many large providers such as hospitals and university
systems have a pre-scheduled internal series of continuing
education classes for their physicians and nurses, which are
commonly referred to as Grand Rounds. Also, local chapters of
medical, nursing, or health educator professional associations
host regular meetings or other events for their members. In
many cases, all of these are in need of guest topics and speakers.
In addition, health care providers can be reached before they
begin their professional practice by guest lecturing at relevant
classes of local nursing, medical, and public health schools.

e Conduct one-on-one outreach visits to individual provider
offices. This strategy can be particularly effective for reaching
small physician offices or clinics. Age-specific providers (e.g.,
pediatricians, family planning providers, gerontologists, etc.)
can be targeted more easily through this method than by using
Grand Rounds or other large-group presentation approaches.

e Distribute a newsletter or other type of written educational
materials to local provider offices. A bulk mailing to providers
in a local community can also accomplish this goal. In some
communities, local health departments maintain provider
outreach lists and routine communication methods such as
a “blast fax” or email distribution list; larger provider groups

such as hospitals distribute their own internal newsletters to
staff; and local chapters of medical, nursing, or health educator
professional associations distribute newsletter to their members.
All of these organizations may be in need of guest topics and
writers.

Prior to utilizing any of these strategies, however, an assessment
of local provider needs and barriers related to professional development
is essential. This will provide information about provider preferences
for receiving immunization education that can be incorporated into an
education intervention (e.g., preferred locations, days/times, teaching
methods, etc.). An assessment can also produce helpful information
for the content of provider education, such as current knowledge
of immunizations, perceptions of Asian American community belief
systems and barriers, and other educational topics.

Offering Continuing Education Credits:

“We provide cultural competency trainings to health care providers. Is it possible to offer CME credits for this?”

Many agencies find that offering Continuing Education Units
(CEUs) or Continuing Medical Education Units (CMEs) at their health care
provider training events serves as an incentive to participation. Most
licensed health care providers in all states are required to maintain a
number of CEUs or CMEs annually. To do so, information about the
proposed training must be submitted to a local accrediting agency body
in their state or region. Each state or region may have a specific process
for requesting continuing education credits as well as a unique set of
required documentation, acknowledgment in training materials, and
costs. As a general rule, however, applications for continuing education
units must include:

e Event title and description.
e Eventlearning objectives; and
e Number of contact hours.
To begin the process, inquire with current partners to determine
if they are authorized to issue continuing education units. In many

communities, the following entities are often accredited to provide
CEUs or CMEs for their staff and partners:

e Local health departments;

e State health departments;

e Major medical centers or hospitals;
e Local colleges and universities;

e Medical, nursing, or health education professional associations;

\/Collaborate with a

local health department,
university, or medical
society to provide CME

or CUE credits for cultural
competency trainings and
other provider education
events.
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e State accreditation headquarters.

Requesting continuing education units can be a time intensive
effort, particularly if revisions to the application are required. Agencies
should allow themselves up to three (3) months to secure continuing
education units. With appropriate planning, offering CEU or CME credits
can provide additional incentives for health professionals to attend an
agency’s trainings.

4. Examples

How a NAWHO Affiliate used a Medical Advisory Group to
enhance their provider education activities as well as expand
community outreach

A NAWHO Affiliate working in the Korean American community
engaged its local health care providers as leaders in improving
immunization education and service-delivery to Asian Americans by
forming a Medical Advisory Group. By establishing partnerships with
professional organizations such as the Korean American Volunteer
Physicians and the local health department, this Affiliate was able to
identify influential health care professionals within their community to
take an active role in their program. Members of the Medical Advisory
Group not only attended professional education trainings coordinated
by the Affiliate but also provided guidance to the Affiliate in the design
of its education and service-delivery initiatives and then participated in
the Affiliate’simmunization outreach efforts to the community. Monthly
meetings were held to organize the group, review immunization
updates, discuss new research, and explore current issues facing Asian
Americans and vaccine coverage rates. Members of the group would
then attend the Affiliate’s workshops for community members and also
staff immunization clinics. In some cases, these professionals served
as spokespeople on radio interviews to discuss vaccine-preventable
diseases and announce upcoming immunization clinics. Members
could also be relied upon to prioritize immunizations for their own
Asian American clients. Asa NAWHO Affiliate observed, “if [a community
member] comes in and the doctor recommends they get the vaccine, they
will get the vaccine...they don't even think they need this type of vaccine
unless they are being told by someone like their doctor.”

How a NAWHO Affiliate made “house calls” to reach their health
care providers

Recognizing that health care providers in their community
would be unable to attend stand-alone workshops on immunizations

00000000000
“if [a community
member] comes

in and the doctor
recommends they
get the vaccine,

they will get the
vaccine...they don't
even think they need
this type of vaccine
unless they are being
told by someone

like their doctor.”
00000 00O0COCOOC
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and Asian Americans, a NAWHO Affiliate in Chicago, IL launched a series
of "house calls” to private medical provider offices and public health
clinics. They began by personalizing their written materials to meet
the practice needs of the providers they targeted (for e.g., information
about HPV vaccine for family planning providers or information about
new school-entry requirements for family practice providers, etc.). Then,
they scheduled meeting times at the office during which they would
discuss the information with all levels of staff, including clerical, nursing,
and medical providers. If available, they would post immunization
information in staff areas, such as break-rooms and in clinic waiting
rooms. Not only was this an effective strategy for educating their local
providers about immunization issues facing Asian Americans in their
community, but it also served as an opportunity for the Affiliate to
gather feedback from providers on issues they observed in their clinics
that could then be incorporated into other aspects of the Affiliate’s
program. Observed the Affiliate, this approach was “more effective
because we could get feedback from professionals...about how to address
the need and how to fortify our program to our Korean clients.”

How NAWHO Affiliates used stand-alone workshops and other
training events to reach large groups of health care providers
with demonstrated success

Several NAWHO Affiliates saw success with “traditional”
approaches to health care provider trainings, such as stand-alone
workshops and training events. They recognized that one of the
benefits of such an approach was the ability to reach large numbers
of providers at one time; however, they still utilized several creative
strategies to facilitate large numbers of providers to attend. For
example, a NAWHO Affiliate in New York City whose agency already
held an annual symposium for their professional staff advocated for
immunization to be the topic of that year’s conference. This allowed
them to reach virtually all of their agency’s providers at one event with
an immunization message. A NAWHO Affiliate in Atlanta, GA hosted
stand-alone cultural competence trainings but tailored each one to a
specific set of demographic characteristics (e.g., cultural competence
with seniors, cultural competence with teens, etc.). This allowed the
Affiliate to market the trainings to specific health care providers who
serve each age group. These stand-alone approaches were highly
effective in educating health care providers about vaccine coverage
issues in the Asian American community. According to aggregate
evaluation results from these events, almost all of the attendees
surveyed indicated that the workshop was responsible for increasing
their awareness of immunization issues for Asian Americans (96.2%).
They also reported an increase in self-perceived ability to communicate
with Asian American clients (96.2%) and said they planned to refer Asian

0000000 0O0CO0CO
“[House calls] were
more effective be-

cause we could get
feedback from profes-
sionals...about how
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American clients to immunization services as a result of the workshop
(44.7%). (See Evaluation and Monitoring)

5. For More Information Evaluation & Monitoring

e Immunization Education and Training Curricula for Health 0e000000C0OCOOOOOOOOOOOODO
Professionals: http:/www.cdc.gov/vaccines/ed/default.htm “For program evaluation purposes, staff use

About This
Toolkit

different documents for each [activity]. The
program coordinator records the number of
materials, languages, and distribution locations
on a materials distribution log. The staff who
teach the immunization awareness workshops
administer pre/post tests and speaker evaluation
to the participants. Also, an attendance sheet
Office of Minority Health: http://www.omhrc.gov/templates/browse.aspx?lvi=1&IvIID=3 is created to know the number of participants

attending the workshop. A program coordinator
Translated Vaccine Information Statements (VIS): http:/www.cdc.gov/vaccines/pubs/vis/ could get very useful feedback from this

default.htm program!”
~NAWHO Affiliate, Chicago, IL
0000000000000 000O0O0COCOCCS
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e  Cultural Competency Resources:
Betancourt, Joseph. “Defining Cultural Competence: A Practical Framework for
Addressing Racial/Ethnic Disparities in Health and Health Care.” Public Health
Reports, Volume 118: July-August 2003, p. 293-302.

Provider’s Guide to Quality and Culture: http://erc.msh.org/aapi/ccl.html
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1. What is evaluation and monitoring?

“Evaluation and monitoring” refers to an organized process for tracking program activities,
measuring program strengths and weaknesses, and documenting the impact of the program on its
target audience. For immunization education and service-delivery programs for Asian Americans, the
purpose of an evaluation and monitoring process is typically three-fold: (1) to assess the program'’s
progress in the community over-time including the number and reach of program activities; (2) to identify
areas of program improvement that reflect unique tailoring for Asian American populations and that
will ultimately lead to program success; and (2) to gauge the program’s impact on positive knowledge
and behavior changes related to immunization in the Asian American community, including vaccine
coverage. Common methods for evaluation include surveying, holding focus groups or interviews,
keeping tracking logs, and comparisons to national benchmarks. To be most effective, evaluation and
monitoring efforts should occur at every stage of the program, from initial design to program planning
to implementation and even program completion. A comprehensive evaluation and monitoring plan can
help guide agencies through this process.

Education

Relations

2. Successful strategies

Provider
Education

To develop an evaluation plan

There are many successful strategies for evaluating and monitoring an immunization education
and service-delivery program for Asian Americans. The first step is to develop a written plan for evaluation
and monitoring that identifies the program'’s goals and objectives and then outlines the best methods for
measuring their progress. Answering a few key questions can help form the basis of a plan:
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What are the goals and objectives of the program? A goal is
a broad statement of a program purpose, while an objective
is specific to the outputs of a program activity and are
recommended to be SMART (Specific, Measureable, Action-
oriented, Realistic, and Time-phased). Objectives can be
further delineated as outcome objectives or process objectives.
For example:

Goal: Raise awareness of immunizations among low-
income Asian American seniors aged 65 and older

Objective (Outcome): By July 2008, increase knowledge
of immunization facts among Asian American seniors
by 25%, compared to baseline

Objective (Process): By July 2008, provide four
immunization awareness workshops to a total of 100
Asian American seniors

What measurement will be used to track progress on these
goals? Often called a “performance measure,” this item
specifies what will be used to measure the agreed-upon goals
and objectives. These, too, can be delineated for outcomes and
processes. For example:

Performance Measure (Outcome): Percentage of Asian
American seniors who answer questions about
immunizations correctly at pre-test and post-test

Performance Measure (Outcome): Number of Asian
American seniors in attendance at each workshop

What kind of information (or “data”) is needed to measure
goals, objectives, and performance measures? Data can be
virtually any type of information; data can be clinical, people’s
opinions, information about the knowledge or behaviors of
community members, or simple tallies or numbers.

Where can that information be gathered? Data sources exist
throughout the program and the agency; data can be found
in clinic records, taken directly from clients, or in a national or
local database.

How will the information be collected from its source? Since
data sources exist throughout the program and the agency,
ways to extract data are similarly diverse. Data can be collected
directly from people such as clients, program participants, or
general community members; data can also be gathered out of
documents or an existing database.

« Include goals, objectives,
data collection methods.

« Adding a needs
assessment and
logic model provides
direction for the
evaluation process

Consider several ways
to survey community
members about

their immunization
knowledge & behavior,
including paper
questionnaires, in-
person interviews,

or focus groups

Keep an on-going

tally of activities

(e.g. # of clinic visits,
brochures mailed, or
workshop participants,
etc.) to document
program reach

Use national data
sources (e.g. BRFSS,
etc.) to compare to
trends occurring in
local communities.
This can help measure
program impact and
areas of improvement.

- Look for trends

in quantitative &
qualitative data, such
as percentages or
repeated words or
phrases. Identify
lessons learned about
program impact and
areas of improvement

Determine which
evaluation methods are
culturally, linguistically,
and technologically

appropriate for the
target audience.
Establish ways to keep
data confidential,

and obtain consent
from participants.

All programs can be
evaluated! Simply
identify one way to tally
numbers of activities,

access vaccine change in
the community, measure

program quality, and
document participant
characteristics.

e When will the information be collected? Data can be collected at
several points throughout the program as well. For example, data
can be gathered before and after a specific program activity (“pre-
and post-testing”), at quarterly points in time, or at the end of the
entire program.

A comprehensive plan for evaluation and monitoring will
often utilize more than one method to answer these questions. These
methods can be quantitative (or numerical) or qualitative (comprised of
descriptive words and phrases). Several of these methods are described
in greater detail below.

To conduct a needs assessment

Conducting a needs assessment will reveal the way things
currently are and how they should be in regards to immunization
education and services in Asian American communities. A needs
assessment is often done during the program planning stage to ensure
there is a need for the program and to avoid duplication of services,
but it is useful at any point in the program’s lifespan as a way to identify
new areas for the program to address and to assess if the program is
beginning to improve health conditions. A needs assessment often
includes the following data:

e Comparisondata. Thisisan analysis of the target audience’s current
health status or behaviors vs. other populations (i.e., other clinics,
other geographical regions, nationally, etc.) in order to identify
whether the target group is better or worse on a given health issue
(e.g., knowledge of vaccines, levels of TDAP or flu, etc.).

® Gap analysis. This is a process whereby services offered and not
offered are identified. This can be done by mapping available
services in the community and/or creating a resource directory.

e SWOT Analysis. A Strengths, Weaknesses, Opportunities, Threats
(SWQT) analysis is a process for comprehensively identifying the
internal and external factors that may impact program success,
both positively (Strengths and Opportunities) and negatively
(Weaknesses and Threats). It will also help to identify any potential
barriers for the program as well as methods for overcoming them.
SWOT analysis also helps agencies identify potential partnerships.
For example, if an internal weakness of an agency that is seeking
to improve vaccine coverage in their Asian American community
is their lack of clinical vaccine services, then the agency can build a
partnership with another entity in the community that can provide
the vaccines. A SWOT model is provided here. (For an example of a
SWOT analysis, see Samples below).
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Model of a Strengths, Weaknesses, Opportunities, Threats (SWOT) Analysis

Helpful J L Harmful

Strengths: Weaknesses:

Internal qualities that
are missing in regards to
achieving program goals

Internal qualities that
are helpful to achieving
program goals

Opportunities: Threats:

External conditions that
are missing or harmful to
program goals

External conditions that
are helpful to achieving
program goals

To develop a logic model

A logic model is a visual framework that describes the program. Typically, a logic model will
outline the steps necessary to achieving the program goal, including identifying program inputs (i.e.,
who or what is going into the program), program activities (i.e., the specificimmunization education and
service-delivery activities of the program), and program outcomes (both short-term or “proximal” and
long-term or “distal”). Logic models help ensure and measure that the efforts being put into the program
are achieving the desired outputs. A model of a logic model is provided here. (For an example of a logic
model, see Samples below).

Inputs: For e.g., agency Activities: For Outcomes: For e.g.,
staff, partners, funding, e.g., clinical services, number of clients
brochures, website, = —»  community education, = —>  reached (proximal);

L NAWHO, etc. J L provider education, etc. J L vaccine rates (distal) J

To survey community members

A very common method of evaluation is to survey program participants or community members
in regards to program activities. Surveying can be in the traditional form of a paper-and-pencil
questionnaire or “survey instrument.” But, it can also take the form of dialogue or “interviewing.” Any
effort to gather information directly from program participants is a form of surveying. Surveying can
accomplish several evaluation purposes; it can provide feedback to agencies about the quality of a
program, about the effect the program has had on participant KABBs (Knowledge, Attitudes, Beliefs, and
Behaviors) related to immunization, and characteristics of the target audience, such as age, country of
origin, or primary language spoken. Several types of data collection methods can be utilized to survey
participants in this way:

e Aseries of questions or a “survey instrument” (i.e., in person, online, telephone, mail). (For
examples of survey instruments, see Samples below).

* Aone-on-one dialogue with a program participant, or “key informant interview,” which is often
based on a survey instrument or a set of scripted questions.

e Adiscussion with a group of participant or “focus group,” which is also often based on a
survey instrument or a set of scripted questions, but conducted in a small group and lead by a
facilitator.

e Measurements of physical attributes or a “physical assessment,” which is when specific health
data are gathered directly from program participants, such as height and weight or vaccine
status.

Surveying in a pre- and post-test design is the most “scientific” method for this approach to
evaluation. Pre- and post-testing involves the use of a survey or other form of data collection prior to the
implementation of a program activity (to establish a KABBs baseline) and then again after the program
activity (to measure change in KABBs after exposure to the program) with the same individuals or groups.
This method allows the agency to identify whether or not program participants were positively affected
as a direct result of program participation.

To assure cultural competence of evaluation efforts

Regardless of the method selected, any process for evaluation must demonstrate an
understanding of the target audience. While successful evaluation strategies are consistent for all types
of immunization programs, how and where the strategies are implemented will be influenced by the
unique cultural differences of the program’s target group. Several factors must be considered in order to
create a culturally competent evaluation process:

e Where is the best place to reach members of the community? Is it in a clinic, a church, a school?

e Who would they be most comfortable with when providing information about the program? Is
it a doctor or a nurse, a family member, a peer, even anonymously?

e What s their literacy level, sight and hearing ability, and preferred language?
* Do they have access to technology? Can they be reached by phone or through email?

Demonstrating cultural competence in evaluation design will generate more data and better
data, which will ultimately lead to more successful evaluation outcomes and increased trust from the
community. (For more information about culturally appropriate evaluation, see For More Information
below).

Protection of human subjects (i.e., program participants, clients, patients, etc.) and overall privacy
issues should also be considered when designing and implementing an evaluation process. As a good
foundational practice, a statement about protections and privacy should be included at the beginning
of any data collection process from program participants. This can be a brief written statement at the
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beginning of a questionnaire or survey or a verbal statement made at the beginning of an interview
or focus group. Regardless of the mechanism, this statement should reference some key points about
human subjects protections and privacy:

e Participation in the evaluation process is voluntary and deciding not to participate will not impact
the ability to seek services from the program or agency.

e Data collected will be used for evaluation purposes only and the information provided — whether
good or bad - will not impact the services received.

e Data will be kept in a secure and private location and will only be viewed by those needing to use
it for evaluation purposes.

e Data will be reported in such as manner so that individuals are not identified.
e Staff are available to answer any questions or concerns about the evaluation process.

In some cases, it may be necessary to obtain a separate, written consent form from participants
prior to the evaluation. By “consenting,” the participant acknowledges that they have been given
information on the evaluation process along with its potential risks and have agreed to proceed. To
further enhance protections, data collection methods, such as surveying, interviews, or focus groups, can
also be done:

e (Confidentially, meaning the participants are known, but there is no identifying information that
will link them to their responses, such as birth dates or Social Security numbers. For example, the
group of participants attending a immunization workshop is asked to complete a survey. The
survey collects feedback on the workshop and some demographics, but no names or contact
information is collected.

*  Anonymously, meaning the participants are unknown and there is no identifying information
linking them to their answers. For example, a pop-up survey is placed on the immunization
program website. All visitors to the site have the opportunity to complete the survey, but the
evaluator does not know or have contact with those individuals. In addition, there are no names
or identifying information collected.

Both ways, answers are private, and it is the evaluator’s responsibility to maintain this privacy.
If identifying information is collected, great care must be taken to ensure its protection. That care may
include keeping information secured in a locked office or on a computer accessible to only one or two
evaluators, destruction of identifying information post-evaluation, avoiding public discussions of survey
participants, or creating a secure location for data collection. Quality privacy practices will lead to
enhanced evaluation and, again, increased trust from the community. (For more information about the
protection of human subjects in evaluation, see For More Information below).

To track program activities

Another method for evaluation and monitoring is to simply track numbers related to program
activities. This can be the number of patients seen in the clinic or reached with an educational message,

the number of actual vaccines administered, or the number of brochures or flyers distributed. Just like in
an evaluation process, a tracking plan and tools for data collection will be needed, including:

e Adesignated person or team to collect the data.
e Alist of the data to be collected (i.e., number of visits, demographics, brochures given, etc.).

e A pointintime when the data are to be collected (i.e., during check in, at health fairs, during the
clinic visits, etc.).

e Atracking tool. This may be as simple as a print or electronic form or as complex as a specialty
computer software. (For an example of a tracking form, see Samples below).

To measure community health indicators

Estimates of the number of people receiving vaccines (or “vaccination coverage”) is measured at
the national, state, and local levels. Becoming familiar with these data can be a successful strategy for
evaluation and monitoring. Using this information, an immunization program can compare their local or
clinic-based data to that of the nation or other geographic areas. This comparison will allow the program
to monitor its own progress, identify specific needs for its population, and set additional programmatic
goals. Some sources for these data include:

e Behavioral Risk Factor Surveillance System (BRFSS)
e National Health Interview Survey (NHIS)

e National Immunization Survey (NIS)

As a result of national monitoring and data collection, the U.S. Department of Health and Human
Services has identified national objectives for vaccination coverage in the document, Healthy People
2010. These national immunization objectives can act as a guide in program development by serving as
benchmarks (or “indicators”) to compare against local program outcomes. Given the uniqueness of each
community, however, programs should also consider creating local-level indicators and then monitoring
their program’s progress towards those community-specific goals. (For the website addresses for these
data sources, see For More Information below).

To manage and analyze datas

The application of these evaluation and monitoring strategies will produce useful data for the
agency about the progress and outcomes of their immunization program. A final component of this
process should be a data management and analysis system, so that conclusions about program activities
and improvements in program design can be made based on the information that is gathered, i.e.,
“evidence-based decision-making.” There are many software programs available to manage data and
conduct analysis. Some include:

*  Microsoft Excel, a computer program available on most computers as standard software that can
create spreadsheets for entering and analyzing data.

e SAS (originally, Statistical Analysis System), SPSS (originally, Statistical Program for the Social
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Sciences), and StatPac, which are examples of data mining and statistical software programs
capable of complicated data management and analysis. StatPac also provides survey design.

e Survey Gizmo, Survey Monkey, or Zoomerang, which are examples of online survey development,
data entry, and data analysis tools that offer some level of free usage.
(For the website addresses for these statistical tools, see For More Information below).

Regardless of how data is managed, there are some basic analytics that will need to be conducted
in order to utilize evaluation and monitoring data. For quantitative (or numerical) data, analyses like totals,
percentages, and averages or means will need to be run. For qualitative data such as those produced
by write-in questions on a survey or the results of interviews or focus groups will yield words, phrases,
quotes, and opinions. These data can be managed by documenting responses and then looking for
common themes or phrases. In a Microsoft Word document, using the “find” option can help tally the
number of times certain words and phrases are used by evaluation participants. A coding system or chart
can also be used to help organize data. For example, assign a color to each theme or opinion and then
highlight the document accordingly. Themes will become obvious when a coding process is complete;
then, conclusions about the data based on common themes can be made.

To identify “lessons learned”

Once data is entered and both quantitative and qualitative themes are determined, the results
can be used to assess for program outcomes and potential program improvements or “lessons learned.”
Answering a few key questions during the data analysis process can help agencies begin to identify their
key lessons:

* For quantitative data, how did the end results compare to proposed goals and objectives?
Were they higher, lower, or a direct match? For example:
Ifthe goal was to reach 500 Korean American teens, how many did the program end up reaching?
If the goal was for Asian American parents to alter their attitude towards the importance of immunization, were their
attitudes more positive after receiving program messages, compared to before?
Ifthe goal was to increase flu shots received by Chinese American seniors by 5%, how many more shots were actually received
after the program, compared to before?

e Forqualitative data, what themes emerged from program participants? For example:
What were their opinions or perspectives about immunizations, school entry requirements, availability of vaccines, or other
immunization-related issues or themes?
What did they think about program messages and the quality of program activities? Were they excellent, good, average, or
poor. ..and why?

e Fordemographic data, what were the characteristics of the community members reached by
program activities? For example:
What was their average age, their various countries of origin, their preferred languages, or the average number of children
or grand-children?

If outcomes were not as desired, then alterations to program activities can be identified for future
implementation. Even after several years of program planning and administration, all NAWHO Affiliates
have identified new and better ways of reaching their target audiences with immunization education and

services. Sometimes they work with different partners, provide outreach at different locations, change
the way the message is taught or the person teaching it, or even decide to target a new sub-population
or vaccine. All of these improvements to program design emerged as a direct result of evaluation.

To evaluate the evaluation process

Lastly, after completing an evaluation and monitoring process, it is important to evaluate...the
evaluation! As a result, changes can be made to improve the evaluation process itself and, therefore,
produce additional and/or better data with which to measure program outcomes. Answering a few key
questions can help to identify “lessons learned” in the evaluation process:

e For measuring evaluation accuracy, did the process produce data that was a match to the
proposed goals and objectives? For example, if the objective was to increase vaccine coverage
among patients, did the evaluation process produce data about vaccines? If not, then additional
and/or different methods may be needed next time.

e Formeasuring evaluation completeness, where enough participants recruited for the evaluation?
If not, were the right methods used and/or is there a better way to reach members of the target
audience so that they can participate in the evaluation?

e For measuring evaluation utility, were all of the data used to assess program progress, strengths
and weaknesses, and/or outcomes? Sometimes, after collecting data through surveys or
interviews, it will be revealed that one or more questions were not interpreted by participants as
intended, which will produce data that are unusable. If this occurs, questions must be reworded
to be more understandable by community members or they might need to be thrown out all
together.

e Formeasuring evaluation efficiency, was the evaluation process more or less time consuming than
anticipated? Did it require more or less resources (e.g., money, staff, time, etc.) than expected? If
s0, is there a more efficient way to conduct evaluation? Where there too many methods or too
many components to each method? How can the process be made more efficient next time?

Making small changes to the evaluation process in response to the answers to these types of
questions will ease the overall evaluation process and improve desired outcomes.

To allocate evaluation resources

In most cases, basic training in evaluation methods and principles is necessary in order to design
and conduct an effective evaluation and monitoring plan. The evaluation process, including planning,
completion of data collection, and data entry and analysis, can in some cases be a time consuming task.
Therefore, the fiscal and human capital resources needed for evaluation should be accounted for when
building program plans and budgets. Regardless of size or resources, any agency can conduct some form
of an evaluation and monitoring for their program. In many cases, the results of this process can help
garner additional support or resources for the agency, which makes evaluation an essential fundraising
strategy as well! At a minimum, an effective evaluation and monitoring plan for an immunization
education and service-delivery program would include four components as described below:
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Evaluation of Efforts to Increase Vaccine Coverage in Asian American Communities:
The NAWHO Program Model

Method Examples

o \

A spreadsheet for the number of vaccines
provided at the clinic, an attendance sheet for
the number of clients reached at a workshop,
a tracking form for the number of brochures
distributed at health fairs, etc.

1 method to tally program activities

AND

A survey that measures immunization

KABBs of the target audience before and

after exposure to program activities, a clinic

database report of the number of each

vaccine given in the clinic before and after the

program, the community-wide vaccination

coverage rate among Asian Americans before

and after the program as determined from a
knational database available online, etc.

1 method to measure program impact

AND

A survey, interview, or focus group that asks
program participants their opinion of the
program (e.g., excellent, average, poor, etc.)

1 method to measure program quality

AND

A tracking form, survey, or observational
tally of the demographics of program
participants (e.g., sex, age, country of origin,
language spoken, etc.)

1 method to determine characteristics of
program participants

Keep it simple!

Though evaluation may require planning, training, and resources, any agency can evaluate their
activities successfully!

e Just pick one method that will be feasible for your agency to implement in order to measure
program: (1) effort, (2) impact, (3) quality, and (4) audience characteristics.

* Methods may be as simple as monitoring clinic data that is already collected or taking a tally at
a health fair that staff will already be attending. Ask yourself what time and resources can be
committed to evaluation and what resources are already available, then create an evaluation plan
accordingly.

e Keep in mind that evaluation can help you grow your agency’s resources, partnerships, and
credibility.

* You know the great work your agency is doing - evaluation is your opportunity to share it!

3. Challenges and Tips for Success

Evaluating Outreach.
“We provide a lot ofimmunization education at Asian community health fairs and other community events.
How can I evaluate the impact of my efforts in those settings?”

Evaluation can still be done when interaction with community \/Evaluation can still be
members is brief. It simply requires a similarly brief evaluation method! ~done when interaction with
Forexample,awritten 2-page survey can be completed by acommunity community members is
member after they have received the immunization message by either ~ brief! While at a health fair
talking with agency staff or viewing information on an exhibit table or or other outreach event,
booth at the health fair site. Questions that NAWHO Affiliates have used administer a short (1/2-

for this type of evaluation include: page) survey connected
with a free give-away

e Whatdid you do at the event today in regards to immunizations? or raffle. Asking survey
E.g., stopped at a booth or table, looked at a brochure, talkedto  questions verbally can also
a staff member, heard a presentation, got a vaccine, etc. elicit useful information

from community members.
e Areyou more aware of immunizations? Do you know more facts

about immunizations? Is your attitude about immunizations
more positive?

e Do you intend to seek vaccines for yourself or your family
members as a result of the information you received?

e What is your gender, age, the number of children in your care,
etc.?

Free give-aways or a raffle contest can provide additional
incentive for community members to complete the questionnaire.
NAWHO Affiliates have distributed such items as pillooxes, band-aid
holders, post it note pads, and small letter openers to encourage survey
completion. (For examples of survey instruments, see Samples below).

An alternative to surveying in this type of setting is to dialogue
with participants. Agency staff can ask survey questions verbally and
then record participants’ answers on a tally sheet. Tracking logs can
also be used to gather quantitative information about the health fair
itself, such as the number of brochures distributed or the total number
of community members that visit the agency’s booth.
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Evaluation with Monolingual or Low Literacy Clients.

“My clients are mostly monolingual seniors who have difficulty completing surveys. What other ways are there

to evaluate knowledge change among this group?”

Each population has unique needs, and it is important to
create an evaluation process and accompanying tools that meet those
needs so that high-quality and reliable data about the program can be
generated. In this case, the survey can be transformed into an interview
script to be delivered in-person to individual clients (a “key informant
interview”) or as a group (A “focus group”) by bi-lingual agency staff. The
script will address questions that might otherwise have been delivered
in the form of a survey, and answers can be recorded by agency staff.
Like written surveys, in-person evaluation techniques can be conducted
in a “pre-and post-test” design in order to measure change in participant
knowledge or behaviors.

Connecting Education to Vaccination.

\/Some community
members may not be able
to complete written surveys
due to literacy levels or
language barriers. In such
cases, transform the survey
into an interview format or
group discussion.

“How can | know whether or not a community member that I've educated at a workshop or a health fair

actually got their vaccination?”

Follow up with individuals in a setting that is typically a one-
time contact, such as a workshop or health fair, is a challenge for every
program! Tracking these individuals can provide strong proof of a
program’s impact on health behaviors, but it must be done creatively.
Here are some examples:

e At the workshop or health fair, collect telephone or email
contact information from each participant. Free give-aways or a
raffle contest can be incentive to providing this information, but
intentions for using it for follow-up must be clearly disclosed.
At an identified point in time after the event (e.g., at 3-months,
at 6-months, etc.), individuals can be contacted and asked if the
vaccinations were received.

e Atlocal referral sites (i.e., clinics where community members are
referred to receive vaccinations), place a brief tracking survey at
the front counter that asks, “Where did you hear about this clinic
and vaccination information?” This would be a multiple choice
question with the workshops, health fairs, or other outreach
efforts of the program listed below. Then, collect these surveys
regularly from the referral sites.

e At the workshop or health fair, provide each participant with a
“coupon” or postcard that they can “redeem” or present at local
clinics. When the community member presents the coupon/card
at the clinic, it becomes an indicator that they followed-through
on the program'’s recommendation to seek an immunization.

\/Connecting education
to vaccination can be a
challenge, but it provides
powerful data. Follow-

up surveys with program
participants, tracking
surveys at local vaccine
clinics, and a “coupon” or
“voucher” program with
area providers can generate
a specific number of
program participants who
also sought vaccines.

Clinic staff can also gather and return the coupons to the agency.
If this method is used, the coupons should be labeled with an
identification code or name that signifies which one-time event
the community member attended.

The impact of community-based education and referral can also
be measured aggregately by determining the vaccine coverage levels
of a particular clinic or geographic location before and after program
activities. While this does not “prove” that individuals reached at the
outreach event received specific recommended vaccines, it could reveal
a change in immunization-related behaviors community-wide to which
program activities may have contributed.

Measuring Vaccine Coverage Rates.

“How can | ‘prove’ that my education efforts changed vaccine coverage rates in my local Asian American

community?”

It may be difficult to “prove” that community-wide vaccination
coverage rates changed directly as a result of one specific activity or
program. A community-level change in health status like vaccine
coverage may be the outcome of many programmatic efforts occurring
simultaneously, or it may simply take many years to fully manifest. Still,
with a combination of data collection methods, programs can draw a
reasonable connection between their education and service-delivery
efforts and vaccine coverage rates. For example:

e Administer a written survey to a random sample of community
members that asks them: (1) if they have been exposed to
program activities and when; (2) if they have been vaccinated
and when; and, if they have been vaccinated, (3) did they do
so as a result of the program. A trend that shows receipt of
vaccine after being exposed to and as a result of the program
could support a connection. Strategies recommended in the
answer to the question above, “How can | know whether or not
a community member that I've educated at a workshop or a
health fair actually got their vaccination?” can assist with this
kind of analysis as well.

e At the same time, monitor local vaccine coverage rates for the
Asian American community to as local a level as possible (e.g.,
for the program’s geographic catchment area, in the agency’s
clinic or at referral sites, among a specific Asian American sub-
population, etc.).

e Lastly, track the number of community members reached with
program efforts in this same demographic. As in the above,
a trend of increased vaccine coverage alongside volume of

\/It may be difficult

to “prove” that vaccine
coverage rates changed as
a result of one program.

A three-part process can
provide a start: (1) survey
a random sample of
community members that
asks about their vaccine
and program participation
histories; (2) monitor Asian
American vaccine coverage
rates at the local level;

and (3) track the number
of community members
reached with program
efforts in this same locale.
Together, these data can
start connecting program
efforts to vaccine rates.
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community members reached could support the program’s
contribution to community-wide health behavior change.

Ultimately, the objective with this strategy is to reasonably
demonstrate that vaccine rates in the target audience increased after
a significant number of individuals were exposed to the program’s
educational activities. An example of this linkage is as follows: “Vaccine
coverage rates among Asian Americans in Frank County increased 5%
in 2008. The educational efforts of the Frank County Asian American
Immunization Program reached 90% of Asian Americans in the County
in 2008. It is then reasonable to assume that the program’s efforts
contributed to increased vaccine coverage rates in this population
during this time.”

4. Examples

How NAWHO Affiliates used existing clinic data sources to
evaluate the impact of their immunization education activities
on vaccine coverage

Though it is can sometimes be difficult to prove that education
about a health issue leads to change in actual health behaviors, two
NAWHO Affiliates made innovative use of data already being collected
in their clinics as a means of linking their educational activities to the
number of community members who seeking vaccines.

The first Affiliate, a clinic located in New York City’s Chinatown,
used their existing clinic database to monitor the number of patients
who became up-to-date on their immunizations after the Affiliate
launched a vaccine catch-up initiative, which included parent education
and distribution of sample immunization records/cards. Before
implementing these educational efforts, staff reviewed the percentage
of patients who were up-to-date in their clinic database. Then, after the
initiative was complete, they re-examined the same data to determine if
there was anincrease in that same percentage. This analysis showed that
the percentage of patients who were up-to-date did increase after the
catch-up initiative. With these data, the Affiliate was able to reasonably
conclude that their educational efforts contributed to increased vaccine
coverage their clinic.

The second Affiliate is a community-based organization in Los
Angeles, CA with a clinical “arm” seeking to improve pneumococcal,
influenza, and Hepatitis B vaccination rates among Thai and Filipino
seniors. To help achieve this goal, the Affiliate ran a series of public
service announcements (PSAa) and articles in local ethnic newspapers
promoting the importance of these vaccines and then providing referral
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that media and
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number of people who
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their clinical “arm.”
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information for their clinical “arm” where the shots could be provided.
They also distributed written materials about the vaccines during their
community’s New Year's Festivals and paired them with incentives items
tailored to seniors, including pillboxes and letter openers. To measures
whether or not these efforts encouraged community members to
seek the vaccines, the Affiliate monitored the number of phone calls
and appointments made for immunization in their clinic throughout
the project. What they observed was a higher call and appointment
volume after the PSAs and community events. From these data, the
Affiliate was able to reasonably conclude that media and community
outreach efforts increased the number of people who sought vaccines
from their clinical “arm.” The positive impact of media on vaccine-
seeking behaviors among Asian American community members was
observed by other NAWHO Affiliates as well. Since media has such a
direct positive impact on vaccine inquiries, timing was revealed as a key
“lesson learned” for this strategy, a lesson that was revealed through the
evaluation process! Said the Affiliate, “I believe the timing of the PSA is
crucial...it will [need to be timed] to the [vaccine] season.”

How NAWHO Affiliates used written surveys to evaluate
knowledge, attitude, beliefs and behaviors (KABB) among
community members and health care providers

NAWHO Affiliates in six cities nationwide were funded by
NAWHO to provide direct immunization-related education and services
to targeted Asian American communities. To demonstrate aggregate-
level change across all Affiliates, quantitative data from health care
providers and Asian American community members directly exposed
to Affiliate activities were collected using three standardized audience-
specific paper-and-pencil surveys administered by Affiliate staff. Survey
methods were designed to generate results from each audience type
and setting, as follows:

For health care providers,

e Atgroup sessions (e.g., staff meetings, grand rounds, workshops,
etc.), a one-page quality assurance survey was collected at the
end of each group session provided

For Asian American community members,

e At outreach events, a ¥> page knowledge, attitude, and belief
survey was collected at each outreach event conducted; and

e At educational presentations or workshops, a matched one-
page pre-and-post test knowledge, attitude, belief, and
behavioral intent survey was used at least one educational
presentation or workshop
(For copies of these three survey tools, see Samples below).

o0 000000 O0CO0COCCS
Using written survey
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Data was collected by the Affiliate organizations and sent to NAWHO's evaluation staff. Evaluation

staff entered the survey data per respondent per Affiliate per event; and then analyzed data aggregately
across Affiliates and events. Results showed the following:

The vast majority of responses (97.6%) indicated that Affiliate activities were responsible for
increasing awareness of and changing attitudes about immunization among both providers
and community members.

Over % of total responses (28.4%) also indicated that Affiliate activities were responsible for
positive immunization-related behavior change as well.

When Affiliate activities were not cited directly for this change, most responses (50.3%) showed
previous engagement in or existing plans to adopt positive immunization-related behaviors
prior to attending Affiliate activities.

Using written survey instruments in this way can provide valuable data on the impact of

immunization initiatives on knowledge and attitude change as well as intent to change behaviors. These
data were further delineated to determine which type of Affiliate activity (e.g., outreach vs. workshop,
etc.) produced the “most” change. Data were also used to assess for any differences that might have been
present in the level of knowledge and/or behavior change between target audiences.

5. For More Information

Evaluation Resources, Models, and Standards, Including Cultural Competence and Protection of
Human Subjects: http://www.cdc.gov/eval/index.htm

National Immunization Benchmarks from Healthy People 2010: http:/www.healthypeople.gov/
Document/pdf/Volumel/14lmmunization.pdf

National Databases for Vaccination Coverage Rates:

Behavior Risk Factor Surveillance System (BRFSS): www.cdc.gov/brfss

National Health Interview Survey (NHIS): http://www.cdc.gov/nchs/nhis.htm

National Immunization Survey (NIS): www.cdc.gov/nis

Statistical Software Packages for Evaluation and Monitoring:

Microsoft Excel: http://office.microsoft.com/en-us/excel/default.aspx

SAS (originally Statistical Analysis System): http:/www.sas.com/

SPSS (originally Statistical Program for the Social Sciences): http:/www.spss.com/

StatPac: http://www.statpac.com/

Survey Gizmo: http://www.surveygizmo.com/

Survey Monkey: http://www.surveymonkey.com/

Zoomerang: http:/www.zoomerang.com/

6. Samples

SWOT Analysis

Lyon County Asian Health Services - Immunization Program

INTERNAL STRENGTHS:
Strong immunization clinic services
Quialified program staff
Secure programmatic resources (funding)
Complete program plan
Accessible clinic site

Some patient educational materials translated

EXTERNAL OPPORTUNITIES:

Established partnerships/collaborations with
agencies serving Asian American community

Translation services available through Lyon
County Community College

Upcoming grant opportunity through NAWHO
and the State

Partnerships may allow for increased capability
to take clinic services to events

\ J

NEXT STEPS:

INTERNAL WEAKNESSES:
Limited multilingual patient education

Limited communication with patients
between visits

Not set up to bring clinical services to the
community (health fair or event)

No system to monitor vaccine coverage rates
of patients

Lacking evaluation software and evaluation
skills
EXTERNAL THREATS:

Local funding and restructuring threatens to
increase vaccine costs

Lack of public transportation for clients

Community health care providers are
unwilling to attend trainings on improving
vaccine coverage rates

Lack of evaluation training available in the
community

1. Identify strategies for addressing or minimizing threats and weaknesses

l 2. ldentify strategies for maximizing and using strengths and opportunities J’
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Logic Model Survey Instruments
L o %
G
o=
@ @ o
= (&) (Y
© O © 2
g £33 NAWHO Outreach Event Survey
" Thank you for talking with us today. Please tell us about you heard by taking this brief survey. This survey was created
(] by our funder, the National Asian Women'’s Health Organization (NAWHQ). Your answers are 100% anonymous and
€ will not be connected to the services you receive from us. We welcome your honest feedback!
o
..g 1. What did you do at the event today in regards to immunizations (vaccines or “shots”)?
©
o g . & v > T QO o ° 7 o [[] Stopped at a booth or table [] Got written materials [] Talked to someone 1-on-1
= = S © o 2 v £ P 8 < [[] Heard a presentation as a group [] Heard about flu shots [] Heard about other types of vaccines
I s D s 2 8 o § S o 3 S [[] Heard about where to get shots [] Got a flu shot ] Got another type of vaccine
©
£ 2354H8 2 ¢ % g 2 g _ _ _ _
O 5 - - X 2. Please tell us if you agree or disagree with the following statements:
w
Strongly Agree  Agree Disagree  Strongly Disagree
| am more aware of immunizations now ] [l ]
| know more facts about immunizations now [l O O O
| have a more positive opinion of immunizations now [l O O O
| will get/continue to get vaccines for myself [l O O O
c | will get/continue to get vaccines for my family OJ OJ O O
0 _ 2. c 844y o W o, B
s g = T8 yesgE Sz 5348 S E8E£3 ¢ 3. Please tell us about yourself:
= e 83 QO L 0P Rg B 5 v Y © © T o o £
2 oo S c L8523 S wg g9 S 25259
S o .2 S5 328% 9 o SETS O = =862 What is your gender? ] Male ] Female
< £ a & w =5- S a3 2= ket © =€ 3 What is your age? [JUnder18 []18toc24 [025to 64 165 & Over
S = How many children are in your care?
§ E What is your national origin®?
A
Q
& <
o = T wn £
- o0 £ S © c c ¢ o O v
< = n OV 2 O © > o =
= O .= © ® c = = c =
s T € T Ea L &E22B8S887% NAWHQO Qutreach Event Surve
] 0 c O 0 o = © O = e
a O © =z 9 '8 g =0 = 8 e = Thank you for talking with us today. Please tell us about you heard by taking this brief survey. This survey was created
a o 2 © e ? %D o ‘5‘-’ 2 by our funder, the National Asian Women'’s Health Organization (NAWHQ). Your answers are 100% anonymous and
will not be connected to the services you receive from us. Ve welcome your honest feedback!
1. What did you do at the event today in regards to immunizations (vaccines or “shots”)?
[[] Stopped at a booth or table [] Got written materials [ Talked to someone 1-on-1
PP
v [[] Heard a presentation as a group [] Heard about flu shots [] Heard about other types of vaccines
f‘é E ‘5 A [[J Heard about where to get shots [] Got a flu shot ] Got another type of vaccine
= ]
o
CS § _S =} 2. Please tell us if you agree or disagree with the following statements:
= c —_—
=] S
5 S IS 8 £ Strongly Agree  Agree Disagree  Strongly Disagree
g = E © | am more aware of immunizations now | | |
S Z o | know more facts about immunizations now O O O O
2 b | have a more positive opinion of immunizations now O O O O
g_ %D | will get/continue to vaccines for myself O O O O
= - c = | will get/continue to vaccines for my family O O O O
e g 5 =, 1 2 <
— =2 © s 3. Please tell us about yourself:
3 55 8lT:%s% 32 8| = = Y
a0 = BB 2 -E € © = O = S " What is your gender? [ male ] Female
= = 5 < ) o < c C
= © £ o T < 9o @ 6 & & € —> What is your age? [JUnder18 []18to24 []25to64 []65& Over
c [} (%] P ; Qo s 0 IS H i i 2
35 ac S =< k= ow many ohlldr_en are in your care”
§ What is your national origin?
o
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Toolkit

Survey D # NAWHO Provider Training Survey

Thank you for participating in today’s training. Please take a moment to tell us about the today’s training by completing
this brief survey. This survey was designed by our funding agency, the National Asian Women's Health Organization
(NAWHO), and its results will be included in a report to the Centers for Disease Control and Prevention (CDC). Your

About This

NAWH O Com mu n|ty P ese ntatl on S u rvey answers to this survey are 100% anonymous, and we welcome your honest feedback.
5 Thank you for coming to our presentation today. To help us evaluate our activities, we ask you that you complete this ] ) .
S brief survey before the presentation begins. This survey was created by our funding agency, the National Asian 1. What were the main topics of your training today’? (Please check all that apply)
= Women’s Health Organization (NAWHQO). Your answers are 100% anonymous and will not be connected to the o ) ) o
g services you receive from us. We welcome your honest feedback! [ Immunization schedules and recommendations [] General immunization rates
(@) [ Immunization rates among Asian Americans [[] Characteristics of Asian American communities
1. How much do you feel you know about the following topics related to immunizations (vaccines or “shots”)? [] Common health beliefs among Asian Americans L] Barriers for Asian Americans to getting immunized
[] Communication skills with Asian American clients [] Outreach strategies for Asian Americans
A lot A little Not much Nothing [] Ways to eliminate missed vaccine apportunities [ ] Ways to increase vaccine coverage
Immunizations recommended for children and adults ! ] ] [ Cther:
What diseases are prevented by getting immunized 0 O O O 2. Please tell us if you agree or disagree with the following statements in regards to today’s training:
How vaccines are given and how often ] ] ] ] _ _
o ] ) Strongly Agree  Agree Disagree  Strongly Disagree
Immunizations required for children to start school L] L] L] L] Today’s training met my expectations. ] (] O]
What vaccines to get for yourself O ] ] J | learned what | needed today to improve my services. [ ] ] ]
, ) | plan to use what | learned today in my work. ] ] ] ]
What vaccines to get for other family members UJ [ U] U] There was real benefit to attending this training. ] | | |
" Where to go in your community to get vaccines O O ] ] | would recommend this training to others. 0] ] [l [l
T U
S ';’ , ) , , _ As a result of today’s training,
é s 2. Please tell us if you agree or disagree with the following statements: & TEN TS SWATS R G S ES e e H H H H
Y Strongly Agree  Agree Disagree  Strongly Disagree il EARTIEEGRCOTRT RN
e e | feel better able to communicate with Asian O [l O O
Immun?zat?ons are safe | ] ] ] ] American clients.
Immunizations prevent disease ] O ] ] e | feel greater confidence in my ability to provide O O O O
= Getting immunized will protect my health | | | | |rlnmun|zat|.on services to Asian American cllent§.
o o , ) , e |intend to increase my efforts to ensure that Asian  [] [ ! !
-ﬁ Getting immunized will protect the health of my family  [] ] ] ] Nelar AMEREEns havs TarmUiZEhETs.
v
-g o o 3. What was the most important thing you learned today?
| 3. Do you plan to get the following immunizations?
Yes, for myself Yes, for my family Mot sure Not applicable
Flu shot ] L]
w Pneumoccocal vaccine [l [l Il [l
s He patits 0 0 0 O 4. What else do you need to help you in your work?
.
% HPV (cervical cancer vaccine) | | ] ]
o Other vaccines for children ] ] ] ]
Other vaccines for adolescents ! ] ] ]
5. How could we improve this training in the future?
Other vaccines for adults or seniors | ] ] ] K g
« £
o O :
o ;g 4. Please tell us about yourself:
> U
© 35 What is your gender? [ ] Male [ ]Female
o B ] 6. Please tell us about yourself:
What is your age? [JUnder18 [ ]18to24 []25to 64 []165 & Over
How many children are in your care? e What is your role in immunizations”? E.g., MD/RN, interpreter, educator, outreach worker, coordinator, etc.

What is your national origin?

e |nwhat setting do you work? E.g., private practice, health/public health clinic, school, church, business, etc.

3 o
c C
O =
5L
=5
(]
u>4§
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Tracking Forms

About This
Toolkit

NAWHDO

health partnerships
for Asian women & families

NAWUHO

health partnerships
for Asian women & families
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c
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o
=
c
o
=

2
2 Promoting Prevention for Healthy Communities Promoting Prevention for Healthy Communities
s The National Asian American Immunization Project The National Asian American Immunization Project
>
o Activity Lo Materials Distribution Log
y Log g
Major Activity Key Steps Status People Reached Distribution Avenues
Health Hep B Drive | Workshops | Schools
Immunization AHS health fairs Apr-May 2008 215 Type and Title of Material Fairs Totals
FoT t - 1 :
aw a;ln_ene?.]: matena Community outreach Apr-Tul 2008 130 . )
1stribution “All kids need hepatits B 180 0 0 180 360
Awareness workshops Apr-Jul 2008 72 shot” (Eng, Tag. Lao, Hmo,
Kor, Jap, Khm, Chi, Viet)
" Immunization Indo-American Center May 29, 2008 19 “Vaceination Fact vs. 25 0 0 25 50
" 9 awareness Fiction™ (Eng)
o ; workshons The House of Good Shepherd Jun 27, 2008 9
£ Z P : Hepatitis B VIS (Chi, Hin 34 6 19 0 58
o& Avance Inc. Tul 3, 2008 4 Tag, Viet, Khm, Eng)
AHS LEAF Progr Jul 16, 2008 15 .
rogram o Pneumococcal VIS (Hin) 20 0 19 0 39
Cultural Harmony Rehabilitation Center Jul 10, 2008 25
conlpgtency CDC Mullti-Vaccine VIS 0 0 53 0 53
S workshop for health (Tag, Chi, Eng)
e} -ovider
© providers CDC Summary of 0 0 25 0 25
= Recommendation for Adult
© .
(] — : - Immunization (Eng)
Immunization Palatine Health Fair Apr 23,2008 25
; B . .
events AHS Community Fair May 30, 2008 19 2008-2009 Chicago Public 0 0 28 0 28
School Minimum
. Hepatitis B drive at AHS Jul 3, 2008 6 Immunization Requirement
c
2
®
] Health Access School principals and nurses May-Jul 2008 11
=5 Project outreach meeting
d event .
andeven Community outreach, event May-Jul 2008 200
flyering
c
o o Total Materials Distributed 259 6 144 208 608
T
> 8
© S
o 'IS Total People 750
Reached
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IMMUNIZATION RESOURCE LINKS
General Immunization Information

National Center for Inmunization and Respiratory Diseases

The National Center for Immunization and Respiratory Diseases (NCIRD), within the Centers for Disease
Control and Prevention, is an interdisciplinary immunization program that brings together vaccine-
preventable disease science and research with immunization program activities.
www.cdc.gov/vaccines/

Vaccine for Children Program (CDC)

The VFC program is a federally funded program that provides vaccines at no cost to children who
might not otherwise be vaccinated because of inability to pay.
www.cdc.gov/vaccines/programs/vfc/default.htm

Pre-teen Vaccine Campaign

The CDC Pre-teen Vaccine Campaign provides posters and flyers to educate parents and providers
about the three pre-teen vaccines and the 11 and 12 year old medical check-up.
www.cdc.gov/vaccines/spec-grps/#adolpreteens

Every Child By Two
Every Child By Two provides links to ECBT-created materials, as well as materials from other organizations.
http://www.ecbt.org/

Immunization Action Coalition
The Immunization Action Coalition provides vaccine information for health professionals and the public.
www.vaccineinformation.org

S.T.O.P Meningitis!

Sponsored by the National Foundation for Infectious Diseases (NFID) in collaboration with several of
the nation’s leading medical and advocacy groups, this program provides helpful information about
meningitis to clinicians and other health care providers who care for adolescents and young adults.
http://stopmeningitis.nfidinitiatives.org/main.html

Teaching Immunization Delivery and Evaluation: An Online Interactive Educational Program

Jointly sponsored by the Medical University of South Carolina and the Ambulatory Pediatric Association/
Society for Adolescent Medicine, TIDE provides a flexible online tool to teach immunization delivery. It
grew from a need to improve both the content and the teaching methods of more traditional curricula,
using clinical scenarios to trigger problem solving and discussion.
http:/www?2.edserv.musc.edu/tide/menu.lasso

Vaccine Education Center at the Children’s Hospital of Philadelphia

The Children’s Hospital of Philadelphia’s Vaccine Education Center provides complete, up-to-date and
reliable information about vaccines to parents and healthcare professionals. CHOP provides videos,
informational tear sheets, and information on every vaccine.
http://www.chop.edu/consumer/jsp/microsite/microsite.jsp?id=75918
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Immunization Resources in Asian Languages

Immunization Action Coalition

The IAC provides translated educational materials and Vaccine Immunization Statements (VIS) in various
Asian languages including Burmese, Cambodian, Chinese, Hmong, llokano, Japanese, Korean, Laotian,
Marshallese, Samoan, Tagalog, Thai, Tongan, and Vietnamese.
http:/www.immunize.org/printmaterials/translations.asp

Washington State Immunization Program

The Washington State Immunization Programs provides immunization materials in various Asian
languages.

http:/www.doh.wa.gov/cfh/immunize/forms/otherlanguages.htmicis

National Hepatitis B Initiative for Asians and Pacific Islanders (OMH)

The Office of Minority health provides goals and strategies to eliminate hepatitis Bamong Asian Americans,
Native Hawaiians and other Pacific Islanders.
http:/www.omhrc.gov/templates/browse.aspx?lvi=2&IvIid=190

American Liver Foundation

The American Liver Foundation’s “ThinkB” campaign provides information on Hepatitis B in Asian
languages.

http://www.thinkb.org/

Asian Liver Center

The Asian Liver Center at Stanford University provides educational brochures for the general public
and and health practitioners on hepatitis B and liver cancer prevention and treatment in various Asian
languages including Chinese, Laotian, Vietnamese, Korean, Tagalog, and Thai.
http:/www.asianlivercenter.org/JRC/JRC_brochures.php

Asian American Hepatitis B Program

The Asian American Hepatitis B program provides Hepatitis B educational brochures, videos and website
information in Chinese, Korean and Vietnamese.

http:/www.bfreenyc.org/

Hepatitis B Foundaton

The Hepatitis B Foundation offers educational materials and website information in Chinese, Korean and
Vietnamese on Hepatitis B, as well as an online cultural competency training on Hepatitis B in Asian and
Pacific Islanders.

http://www.hepb.org/

Hepatitis A, B, and C Prevention Programs

This website showcases programs across the United States that work to prevent hepatitis A, B, or C in
people who are at risk for infection. The site also features general information on hepatitis B and hepatitis
A vaccination, special topics related to viral hepatitis, and links to other organizations and resources.
http://www.hepprograms.org/apia/index.asp
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