EVALUATION PLAN: The Peer Leader Training

Introduction

The POWER Program (POWER) is a partnership-focused intervention designed to teach hypertension self management skills to community-based veterans in southeastern Wisconsin. Most POWER activities occur at the local units—or “posts”—of community-based veterans’ service organizations such as the American Legion and the Veterans of Foreign Wars. The main component of the intervention is a longitudinal training series for post members who volunteer to be peer leaders. The training prepares each peer leader to serve as a source of health information and support at their respective posts. 

Our evaluation plan concerns itself primarily with the peer leaders’ training and the changes directly attributable to this training. Though we also collect data on the clinical outcomes, health habits, and attitudes of 404 post members with hypertension who are exposed to POWER activities, we’ve opted here to keep a tight focus on the peer leaders—their training, reactions, learning, and performance.  

Our evaluation plan addresses four areas of anticipated outcomes:  

1. Reaction Outcomes. Reaction outcomes answer the question, “How did the peer leaders react to the training curriculum in particular, and the POWER Program more broadly?” The goal is to assess satisfaction and adoption by peer leaders and their perceptions of benefits. This question is especially important because projects of this type may be undervalued and poorly adopted by predominantly middle-aged and older men, who may be resistant to community-based health improvement interventions.1 
2. Learning Outcomes. Outcomes in this area answer the questions: “Did the peer leaders acquire new skills? Did they gain knowledge? Did their attitudes change?” 

3. Behavior Change Outcomes. This outcome area concerns behavior change on two levels: The individual peer leader and the post. The questions we ask include, “Do the peer leaders’ personal health practices and habits change over the course of the program? Are the activities we promote, such as checking blood pressure and setting up a ‘health corner,’ being done at the post?”     

4. Impact Outcomes. This outcome area looks at impact and sustainability, mainly from the perspective of the peer leaders: Has the program influenced the health of post members? Has it resulted in benefits to the larger veteran community? Do they see POWER activities continuing at their posts? Do they see the program expanding? 

Evaluation Design / Model in Use 

Our evaluation plan uses a mixed-method design that seeks both formative data (to improve the project during implementation) and summative data (to help determine the project’s outcomes). We use data collection tools that have been carefully designed and piloted. Our overall plan follows Kirkpatrick’s evaluation model.2 This model is used extensively in health and health education programs. Kirkpatrick’s model guides the collection of four levels of program information. These outcome levels align with the four areas of anticipated outcomes described above. They begin with reaction, which refers to training satisfaction and involvement. Level two is learning, consisting of new or improved knowledge, attitudes, or skills gained from the curriculum, and demonstrated within the context of training. Level three is behavior change; specifically, the observable performance changes that are transferred to community settings away from the course of training. The fourth level is impact, which refers to the effect of the program on the desired outcomes of the program’s sponsors, such as improved individual or community health. 

Shown below are our data collection and analysis notes, organized by the four evaluation areas mentioned above. These notes indicate the methods (some qualitative, some quantitative) upon which we rely to operationalize the evaluation plan. 

Outcome Level 1: Reaction and Satisfaction

At the reaction level, we assess peer leader satisfaction at the conclusion of the 8-hour orientation session and after each mini-training session (MTS) using a paper survey with a rating scale and space for comments. We collect and analyze the peer leaders’ perceptions of personal benefit at the end of the program, also using a paper survey with a rating scale and space for comments. In addition, we collect and transcribe oral comments from focus groups with peer leaders. Finally, we keep track of attendance at training sessions, an indirect measure of peer leader satisfaction with the program. 

Outcome Level 2: Skills and Learning

The second level of outcome evaluation emphasizes peer leaders’ learning and skill acquisition. We use two primary methods for data collection related to this outcome: 1) A “pre/post” skills assessment (one at the end of the initial 8-hour session, and one at the end of the program); and 2) a series of focus groups that ask peer leaders directly about the skills and attitudes they acquired through training. 

Outcome Level 3: Behavior Change

The third level of outcomes addresses behavior change; specifically, changes in the behavior of peer leaders and their posts that we can attribute to training activities. We assess behavior change through direct observation. We visit the posts of the peer leaders twice over the course of the program; one within the first six months, and the second six months later. We schedule both visits to occur during the post’s regularly scheduled monthly meetings; this is when the peer leader is expected to put into action what they have been taught at the training sessions. A pair of observers with experience in qualitative data collection record information on a pre-tested data collection form. The form includes fields for meeting variables (e.g., number in attendance, meeting length, age range of attendees); specific peer leader activities that we teach them to perform (e.g., presenting health material and distributing handouts); and whether or not certain equipment and materials (e.g., blood pressure cuffs, weight scales, and the “Health Corner”) are set up.

Outcome Level 4: Impact and Sustainability

We assess impact-level outcomes in two ways: 1) a written survey asking peer leaders to report their perceptions of benefits that accrued to their post and its members; and 2) focus groups with the peer leaders, with questions specifically tied to health status changes and overall health improvement within the post. We also collect focus group data on the post’s intention to conduct activities in the future that may impact the health of the post and its members. As noted above, additional study data not included in this plan will show POWER’s influence on clinical outcomes, health habits, and attitudes of a subset of hypertensive veterans at the intervention posts; some of the variables we measure include changes in blood pressure, weight, fruit and vegetable intake, patient activation, and exercise. As we complete our analyses, we will post the results on our website. 
Summary and Limitations

The evaluation plan discussed here is guided by the Kirkpatrick model.2 The Kirkpatrick model provides a tested structure for gaining a comprehensive, multi-level perspective of outcomes. The implementation of the methods we summarize builds on a successful pilot version of POWER.  As others consider implementing POWER-like programs, we recommend starting with the Kirkpatrick model and reviewing the methods we have outlined here. But we also believe that other models may be just as effective.

A limit of this evaluation plan is its broad use of peer leader data to determine training outcomes, much of which is self-report. But the plan is strengthened by its design, which includes mixed-methods, process and product measures, and direct observation of behavior at peer leader posts. Overall, the methods we describe here are capable of generating data that form the basis for dependable findings of interest to POWER Program stakeholders. 
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