Supporting Statement for the Multisite Evaluation of the In Community Spirit Program—Prevention of HIV/AIDS for Native/American Indian and Alaska Native Women Living in Rural and Frontier Indian Country

B. Collection of Information Employing Statistical Methods


1. Respondent Universe and Sampling Methods


Key Informant Interviews—Baseline. The Key Informant Interviews—Baseline (Attachment A.1) will be conducted for each cooperative agreement community. Multisite evaluation contractor liaisons will work with grantee project directors to identify 5 potential interview participants at each community through purposive sampling. Respondents will be both tribal and non-tribal and will be selected as a function of their involvement in the implementation of the In Community Spirit Program and not as a function of their ethnicity or membership of a tribal nation. If one or more of the original potential respondents is unable or unwilling to participate in the interview, the grantee project director will identify one or more additional respondents to reach a maximum of five completed interviews per grantee community. It is estimated that 30 respondents will participate in Key Informant Interviews—Baseline, and that 30 respondents will be sufficient to ensure saturation of themes in the content analysis of the qualitative data.
Key Informant Interviews—Follow-up. The Key Informant Interviews—Follow-up (Attachment A.2) will be conducted 11 months after Baseline for each grantee community. Interviews will target the same adult grantee program administrators, providers, and/or partners that participated in the Key Informant Interviews—Baseline data collection activity. No additional sampling is anticipated. However, in the event that a true follow-up interview is not possible (e.g., person is no longer a member of the agency or organization), the multisite evaluation contractor liaison will work with the grantee project director to identify an appropriate interview replacement using purpose sampling to ensure a maximum of 5 completed interviews per grantee. It is estimated that 30 respondents will participate in Key Informant Interviews—Follow-up and that five respondents per grantee community will be sufficient to ensure saturation of themes in the content analysis of results from the qualitative interviews.

Women’s HEAL Survey—Prevention Education. Respondents for the HEAL Survey—Prevention Education (Attachment B) will represent a sample of AI/AN women participating in primary prevention education efforts. The respondent universe will be all AI/AN women over the age of 18 that participate in adapted evidence-based prevention education interventions. For each community and year, at least 100 adult AI/AN women participants in prevention education activities will be recruited to take part in a baseline, post-curriculum, and 3-month follow-up survey. This scheme would result in a maximum sample of 600 women at baseline. We anticipate that at least 50% of participants will complete the survey at a 3-month follow-up.

The Prevention Education Survey was designed to examine several areas of interest including increases in knowledge about HIV and its prevention, reduction in sexual risk behaviors, decreases in stigma around condom usage, and increases in sexual healthy behaviors. For the purpose of the power analysis we have decided to focus on the percentage of women who have ever been tested for HIV, and in particular the minimum change in that proportion that it will be possible to detect at the 3-month follow up. As a reference, the percentage of women 18 and over in the United States who had ever been tested for HIV was 37.9% in the first semester of 2011
. We anticipate this proportion to be much lower among our target population at baseline.

Table 6 shows the minimum change in the percentage of interest that will be possible to detect at a 5% significance level with 80% power, for different hypotheses regarding the baseline proportion as well as the interclass correlation (ICC). The interclass correlation accounts for the fact that observations within each community will be likely not independent. A basic one-sided test for one proportion is used for the computations, where the relevant sample is composed of women at follow up who had not had an HIV test at baseline adjusted by the maximum expected attrition and the hypothesized design effects. In sum, with the proposed sample size it will be possible to detect small to medium size effects in Cohen’s conventional terms
.

Table 6. Minimum Detectable Increase at 3-months Follow Up in the Percentage of Women Who Had Ever Been Tested for HIV at a 5 % Significance Level with 80% Power

	Proportion of women who had ever been tested for HIV at baseline
	Inter-class correlation

	
	1%
	5%

	20%
	9.2%
	15.9%

	40%
	11.6%
	18.3%


The intent of this data collection effort is not to understand the impact of the In Community Spirit Program and generalize to other, non-participating AI/AN women or to inform future Federal policies. Rather, the intent of this effort is to understand the specific key outcomes on AI/AN participants from baseline to 3 month follow up. 
2. Procedures for the Collection of Information


Key Informant Interviews—Baseline. The Key Informant Interviews—Baseline (Attachment A.1) will be conducted immediately following OMB clearance for each grantee community. The evaluation team will work with the In Community Spirit grantee project director to identify program participants and partners who are directly involved with program implementation. The project director will be responsible for identifying a list of appropriate respondents and forward the appropriate contact information to the evaluation team for administration. Because it will be necessary to facilitate administration of the interview, identifying information for each respondent will be forwarded to the multisite evaluation team. However, no identifying information will be included on the data collection instruments. The multisite evaluation team will randomly select a maximum of five respondents from each respondent list and contact the individuals via telephone to introduce the study, request participation, and to schedule an appointment for administration of the interview. Each respondent, prior to administration of the Key Informant Interview—Baseline will provide verbal consent (Key Informant Interview Verbal Consent and Script – Attachment D.1). The multisite evaluation team will be responsible for administering the interview by telephone and will be trained by the multisite evaluation project director in qualitative interviewing. Interviews will be audio recorded but respondents will not be identified by name.

Key Informant Interviews—Follow-up. The Key Informant Interviews—Follow-up (Attachment A.2) will be conducted 11 months after Baseline with up to 5 adults from each grantee community who participated in the Key Informant Interviews—Baseline. These adults will be both tribal and non-tribal participants. Interviews will be conducted by phone. In the event that a Key Informant Interviews—Baseline participant is no longer available, the multisite evaluation team will work with the grantee project director to identify appropriate replacements. The multisite evaluation team will be responsible for administering the interviews and will be trained by the multisite evaluation project director in qualitative interviewing. Each participant will provide verbal consent prior to the interview (Key Informant Interviews Verbal Consent and Script–Attachment D.1).

Women’s HEAL Survey—Prevention Education. Respondents for the HEAL Survey—Prevention Education (Attachment B) will represent a sample of AI/AN women participating in primary prevention education efforts. The grantee project director, or designated project staff, will administer the survey to all AI/AN women participating in the prevention education curriculum sponsored by the grantee and written consent will be obtained (HEAL—Prevention Education Consent​_Attachment D.3). AI/AN women participating in the prevention education curriculum will be administered a baseline, post-curriculum, and 3-month follow-up survey. At entry into the program, AI/AN women will be assigned a random ID number so that grantee project staff can track and recruit participants for the follow-up survey. Up to 600 AI/AN women will participate in the Women’s HEAL Survey—Prevention Education, which represents the maximum number of women who would be recruited. 

Table 7. Instrumentation, Respondents, and Periodicity

	Measure
	Data Source
	Method
	When Collected



	Key Informant Interviews—Baseline
	Program representatives and partners
	Interview
	Once immediately following OMB clearance

	Key Informant Interviews—Follow-up
	Program representatives and partners
	Interview
	Once 11 months after baseline 

	Women’s HEAL Survey—Prevention Education
	AI/AN women participating in prevention education curriculum
	Paper/pencil surveys
	· Baseline

· Post-curriculum

· 3-month follow-up




3. Methods to Maximize Response Rates and Deal with Nonresponse


For cooperative agreement sites, participation in the multisite evaluation is a requirement of the In Community Spirit Program. However, the multisite evaluation has taken a number of steps to minimize the burden on local programs to ensure that completion is timely. These steps include providing training and technical assistance to each grantee as well as developing a survey participant tracking system.

The multisite evaluation team will provide training and technical assistance to all grantee programs to maximize response rates for data collection activities. This will be done by providing Web-based trainings, distributing data collection protocol and procedures manuals, and providing on-going one-on-one contact with each grantee through an evaluation liaison. 

Methods will be utilized to maximize response rates for the qualitative interviews (i.e., Baseline and Follow-up Key Informant Interviews) which include gaining buy-in from In Community Spirit program staff, providing flexibility in scheduling, and conducting follow-up phone calls to non-responders. Project staff will obtain contact information for potential respondents, which will result in more accurate information, thus increasing response rates. If any identified respondent for the qualitative interviews are unable to participate, the multisite evaluation team will request that the grantee project director identify replacement respondents. Respondents for the qualitative interviews will receive an incentive for their participation. 

The HEAL survey data collection protocol was designed with feedback from AI/AN serving grantees as well as AI/AN women. It is anticipated that most prevention education participants will participate in the baseline and post curriculum surveys. This estimate is based on participation rates of AI/AN women participating in similar pre and post surveys that are implemented through local level (i.e., grantee level) evaluation components. An estimate of 50% response rate at follow-up was developed, in part, with feedback from a grantee conducting long-term follow-up at 3 Tribes post intervention. To maximize response rates for the HEAL Survey, all efforts have been made to minimize burden on individual respondents by limiting the number of items on each questionnaire and building in grantee data collection protocols that encourage participation as well as providing incentives. In addition to encourage participation in data collection with AI/AN populations, the contractor will work with grantee project staff and affiliated tribes to obtain local level support and to secure local level approvals (e.g., IRB, Tribal resolution, etc.).19 Additionally, a $5 incentive will be utilized to encourage respondent participation and increase response rates at each wave, and the multisite evaluation team will provide the grantee with a survey participant tracking system to track program and survey participation. 

4. Tests of Procedures to be Undertaken


The multisite evaluator was contracted to assess the process and impact of the already-funded In Community Spirit Program. As such, the instruments to be used in the evaluation were customized around In Community Spirit activities (i.e., Community Awareness, Prevention Education, and Capacity Building) and goals. As new measures were developed, standard instrument development procedures including review of the literature, item development, and content review by experts in the field were used (see below). 

A thorough review of the literature was conducted related to HIV prevention education and outreach and awareness activities in efforts to develop the HEAL Survey. In addition, an expert in HIV prevention and gender-responsive prevention was consulted in developing the surveys. Drafts of all instruments were developed and reviewed by multisite evaluation team members, the OWH Contracting Officer’s Technical Representative, and an expert consultant. Once reviewed and revised, the instruments underwent cognitive testing and/or pilot testing on no more than 9 respondents matching the type appropriate for the instrument, in efforts to enhance question accuracy, determine administration time, and identify barriers to survey implementation with AI/AN women. AI/AN women were utilized for the cognitive testing of HEAL Survey items. 

5. Individuals Consulted on Statistical Aspects and Individuals Collecting and/or Analyzing Data


The multisite evaluator, a contractor for OWH, has full responsibility for the development of the overall statistical design and assumes oversight responsibility for data collection and analysis. Training, technical assistance, and monitoring of data collection will be provided by the evaluator. 

The individuals responsible for the design of the data collection procedures and oversight of data collection and analysis are: 

Christine M. Walrath-Greene, Ph.D.



ICF Macro


40 Wall Street, 34th Floor



New York, NY 10005


(212) 941-5555



cwalrath@icfi.com
Robin Davis, PhD

ICF Macro

3 Corporate Square, NE Suite 370

Atlanta, GA 30329

(404) 592-2188

rdavis@icfi.com
The following individuals will serve as statistical consultants to this project:



Robert Stephens, PhD



ICF Macro



3 Corporate Square, NE Suite 370



Atlanta, GA 30329



(404) 321-3211



rstephens@icfi.com
Anupa Fabian, MPA



ICF Macro


40 Wall Street, 34th Floor



New York, NY 10005


(212) 941-5555



cwalrath@icfi.com
The agency staff person responsible for receiving and approving contract deliverables is:



Judith Labiner-Wolfe, PhD.



Evaluation Specialist



Office on Women’s Health



U.S. Department of Health and Human Services



200 Independence Avenue, SW



Washington, DC 20201



(202) 260-0904

Judith.LabinerWolfe@hhs.gov
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