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Abstract

We evaluated the fidelity and implementation of an HIV/AIDS and sexually transmitted infections 

intervention for rural African American youth. Using a community-based evaluation approach, 

community partners and researchers monitored four core process-evaluation components: reach, 

fidelity, dose delivered, and dose received. Researchers collected evaluation data through session 

observations, facilitator debriefing interviews, a youth focus group, and a satisfaction survey. For 

reach, more than half of the participants attended the 13 sessions. Participation varied between 

62% and 100%. For fidelity, not all sessions were implemented as intended; multiple 

modifications occurred across sessions. For dose delivered, some lessons were missing materials 

and content was omitted; facilitators omitted content when there was insufficient time to complete 

a lesson. For dose received, engagement varied across lessons but youth reported high levels of 

satisfaction with the intervention. This formative process evaluation enabled us to identify and 

address multiple challenges to implementation.
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Despite more than 30 years in the fight against HIV/AIDS, we still face challenges in 

reaching populations affected by the virus. The difficulty of reaching geographically isolated 

or rural populations results in limited access to HIV/AIDS-prevention education, HIV 
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testing, and health care for individuals living with HIV and AIDS (Southern AIDS Coalition 

[SAC], 2008). Structural challenges such as limited transportation and the lack of medical 

providers and facilities contribute to the difficulty of reaching rural residents (Castaneda, 

2000). In these geographically dispersed communities, it is especially challenging to 

implement HIV/AIDS outreach programs and other sexual-risk-prevention interventions. 

Multisectoral collaborations and partnerships are often required to reach these underserved 

communities. In this article, we present results of a process evaluation of an HIV/AIDS-

prevention intervention targeting rural African Americans in which we used community-

based participatory research methodology involving an academic–community partnership to 

reach rural areas burdened with high infection rates.

African Americans in rural areas are disproportionately affected by the HIV/AIDS epidemic, 

particularly those who live in the rural south. Southern states represent approximately 67% 

of all AIDS cases among rural populations (SAC, 2008). Fifty-two percent of African 

Americans living with AIDS and 58% of newly diagnosed AIDS cases reported in 2006 

were among African Americans in the south (SAC, 2008). In addition, for the past 20 years, 

sexually transmitted infection (STI) rates have been consistently higher in the south 

compared to other regions; southern states report higher infection rates of chlamydia, 

gonorrhea, and syphilis (SAC, 2012).

Adolescents are disproportionately affected by STIs, accounting for nearly half of all STI 

cases (Centers for Disease Control and Prevention [CDC], 2011). Moreover, STI rates have 

continued to rise in this vulnerable population; between 2009 and 2010, gonorrhea rates 

increased 0.9% for females and 2.1% for males (CDC, 2011). Increases in STI rates put 

adolescents at higher risk for HIV as well. These high rates are especially concerning for 

African American adolescents, who have the highest rates of STIs and HIV among 

adolescents of all races (CDC, 2011, 2012).

Although these STI statistics are not specific to rural adolescents, previous reports have 

shown that for the past two decades STI rates have been higher in the south (SAC, 2008). 

Despite these statistics, most HIV/AIDS-and STI-prevention interventions are designed for 

and conducted with individuals living in northern urban areas (Smith & DiClemente, 2000). 

In southern states like North Carolina, the highest incidence of HIV/AIDS is in rural 

counties (Adimora et al., 2003). To address the disparate rates of HIV among rural African 

Americans in eastern North Carolina, we developed a prevention intervention: Teach One 

Reach One (TORO). The program was implemented in two rural counties where African 

Americans composed 34% and 58% of the county populations but represented 82% and 86% 

of people with HIV/AIDS (Corbie-Smith et al., 2011).

We describe the process evaluation of the TORO program. We focus on four key 

components of process evaluation: reach, fidelity, dose delivered, and dose received, 

providing a detailed description how each of these components was evaluated. We conducted 

a process evaluation for two primary reasons. First, process evaluations provide a description 

of the program and the program operations so that others can easily replicate the intervention 

(Royse, Thyer, Padgett, & Logan, 2006). Second, process evaluations provide information to 

assess and improve intervention content, delivery, and implementation (Jenkinson, 
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Naughton, & Benson, 2012). To our knowledge, this study describes the first community-

based HIV/AIDS- and STI-prevention intervention implemented among African American 

youth living in the rural south. Our goal was to evaluate the implementation of this pilot 

prevention intervention.

Method

Intervention Background and Description

We developed TORO in the context of a community-based participatory research partnership 

(Corbie-Smith et al., 2010). The intervention was developed through Project GRACE 

(Growing, Reaching, Advocating for Change, and Empowerment) to address HIV/AIDS and 

STI disparities in rural African American communities in eastern North Carolina. Project 

GRACE is a consortium of academic–community collaborations between partners that share 

the common goal of eliminating health disparities in African American communities 

(Corbie-Smith et al., 2010). The rising rates of HIV in the southeastern United States in 

general and in rural North Carolina in particular was one of the major health concerns shared 

by members of these communities (Corbie-Smith et al., 2010).

The Project GRACE consortium and steering committee provided quality control checks on 

academic–community decision making about strategies used to address HIV/AIDS 

disparities. Our research team has published detailed articles describing the community-

based participatory research approach (Corbie-Smith et al., 2010), and also an article that 

describes our community–academic partnership development (Corbie-Smith et al., 2011).

Our previous formative and capacity-building work in the community revealed concern 

particularly about risk behaviors among the youth (early sexual initiation, substance use, 

delinquent behaviors; Akers, Muhammad, & Corbie-Smith, 2011). Key stakeholders and 

community partners agreed that the community needed an intervention to reduce sexual risk 

behaviors among African American youth residing in rural communities (Corbie-Smith et 

al., 2010). Our community partners and the youth agreed that the intervention should target 

preteens and those in early adolescence to educate them while they are young and prior to 

exposure to risk behaviors (Coker-Appiah et al., 2009). Community members emphasized 

the need for a multigenerational intervention that involved parents or other influential adults 

who would reinforce the information provided to the youth (Corbie-Smith et al., 2010).

We designed TORO using a lay health advisor (LHA) model, in which research participants 

are considered as natural helpers and are trained to share their gained knowledge and 

expertise with their friends. Our research team created separate curricula for youth and 

parents that were administered simultaneously. The youth curriculum focused on abstinence, 

condom use, and healthy dating relationships. The parent curriculum focused on parental 

monitoring, communication about sexual health, and healthy dating. In this article, we focus 

on a process evaluation of the youth curriculum only.

We piloted the intervention from October through December 2008. A full description of the 

development of the intervention is published elsewhere (Corbie-Smith et al., 2010). Briefly, 

the intervention consisted of 13 sessions; each session was led by a trained facilitator and 
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cofacilitator. The sessions were scheduled to last for approximately 90 minutes. All sessions 

were held at a predominantly African American church in one of the two intervention 

counties. The participants attended sessions every Saturday for 9 weeks; four of the sessions 

were doubled (lessons taught back-to-back in a single day). Participants were not penalized 

for missing a session; however, they could not miss more than four sessions or face 

termination from further intervention participation. Weekday make-up sessions were offered 

for those who could not attend the Saturday session.

Facilitator Selection and Training

Our community partners played a pivotal role in the hiring and training of the local resident 

facilitators. The facilitator positions were advertised in two local newspapers, within our 

partnering agencies, and by word of mouth. The interviewing team consisted of a 

subcommittee of the steering committee, an executive director of a partnering agency, and 

the TORO project coordinator. The research staff and the subcommittee developed the 

interview guide; revisions were made based on recommendations from the subcommittee. 

The candidates participated in a two-round interviewing process. The first round focused on 

screening and matching of skills, and the second round focused on facilitating a mock 

TORO session. The interviewing team made candidate recommendations once the 

interviewing process was completed; they submitted the list of candidates to the full steering 

committee for a vote and approval.

The hired facilitators were introduced to the organizational structure of Project GRACE and 

were considered community partners in eliminating HIV/AIDS disparities, because they 

were also residents of the communities where the intervention was implemented. Our 

community partners and project staff jointly developed and conducted a 5-day facilitator 

training workshop, which included didactic and interactive trainings. During the workshop, 

facilitators learned about the overall purpose of the study, research protocol, and research 

integrity. They reviewed HIV and STI information such as modes of transmission, 

prevention methods, and HIV stigma. The training also included content about intervention 

facilitating styles, methods for encouraging group participation, and handling group 

interruptions. The facilitators were trained to teach both the youth and parent curricula. They 

were required to deliver a 1-hour mock presentation of an intervention lesson and received 

additional intensive training on the research protocol and procedures (e.g., recruitment, 

obtaining consent, participant tracking).

Over the course of the intervention, the university-based project staff and several community 

partners conducted 1- to 2-day refresher workshops for facilitators in which they discussed 

ways for improving cofacilitation, identifying content delivery challenges, practicing the 

delivery of challenging content, and improving their overall facilitation effectiveness. We 

tailored the content and number of refreshers according to the facilitators' expressed needs. 

The project staff also provided a 1-hour conference call training on collecting process-

evaluation data during the intervention sessions. The community partners were trained on 

how to use each evaluation instrument and what to look for during the lesson delivery. 

Community partners were paired with a project staff member during their initial observation 

to ensure that they understood the process for monitoring the session.
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Youth Participants

We recruited 12 African American youth (referred to as youth ambassadors in the 

intervention curriculum)—7 boys and 5 girls—who resided in the target counties. The mean 

age for the youth was 10 years. The youth were recruited by community partners through 

local community-based organizations, community events, and churches. The eligibility 

criteria for youth ambassadors were as follows: (a) self-identified as African American, (b) 

resided in either of the two intervention counties, (c) agreed to participate voluntarily, (d) 

were between 10 and 14 years of age, and (e) identified at least five ally pairs (i.e., caregiver/

youth pairs). All of the recruited dyad pairs, which consisted of the caregiver and his or her 

youth, were informed that they would not be eligible for participation if they were unable to 

identify ally pairs, and they were required to provide the names and contact information of 

their allies. The parents provided written consent for youth participation and the youth 

signed assents. The youth also provided informed consent prior to intervention participation. 

They received cash incentives for their participation in the study. All procedures were 

approved by the University of North Carolina Institutional Review Board.

Process Evaluation Components

We assessed treatment fidelity (whether the youth curriculum was administered as planned) 

and identified challenges to the intervention delivery. We included four core elements for the 

process evaluation: reach, fidelity, dose delivered, and dose received (Saunders, Evans, & 

Joshi, 2005). Reach is the proportion of the priority target audience that participates in the 

intervention sessions. Reach and recruitment are generally described as two distinct 

evaluation components. Recruitment entails the approach used to attract participants, 

barriers to recruitment, and maintenance of participant involvement (Saunders et al., 2005). 

We focused on reach, which was measured using participant attendance logs.

A formal evaluation of the recruitment was not conducted and will not be reported in detail 

here. Briefly, recruitment occurred in the two intervention counties using local resident 

recruiters who were hired through advertisements in the local communities. Adherence to 

the recruitment plan consisted of documenting when and where recruitment took place, who 

they spoke with, number of contacts made, and whether the person consented or declined 

participation.

Fidelity, a theory-driven element, assessed the quality of implementation and to what extent 

the intervention components were implemented as planned. The framework we used to guide 

intervention content and delivery was social learning theory (Bandura, 1977). More 

specifically, we assessed facilitator effectiveness with the delivery of the session content 

(e.g., familiar with material, confident in material delivery, confident in modeling 

behaviors). Dose delivered assessed whether all of the intended intervention content was 

delivered to the participants, whether intended methods and strategies were used, whether 

the methods and materials were appropriate, time spent on content, and facilitator 

satisfaction with intervention implementation. Dose received assessed participant reactions 

to intervention content, extent of participant engagement, and satisfaction with their 

intervention experience. One way we assessed how participants responded to specific 
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aspects of the intervention was to observe their verbal and nonverbal expressions (i.e., facial 

expressions, body posture) throughout the sessions.

Process Evaluation Instruments

Data were gathered from multiple sources, including structured session observations, 

debriefings with intervention facilitators, youth satisfaction surveys, and a youth focus 

group. Table 1 shows the data sources and instruments used to gather information about each 

of the four core evaluation components. The project staff and community partners created 

the instruments. We used these instruments and a focus group with participants to gather 

community input on how the intervention could be improved. The use of the various forms 

of data collection allowed for triangulation of the data to increase the credibility and validity 

of the findings (Padgett, 1998). For example, data from the observation guide, LHA 

debriefing guide, and focus group, which are described below, were used to extract findings 

pertaining to fidelity, dose delivered, and dose received. We describe all data collection 

instruments below.

The observation guide was used to record the fidelity of session delivery and the participants' 

reaction to the lesson. Project staff and community partners served as observers. All 13 

lessons were observed. Using the guide, observers documented the start and end time of 

each activity, as well as the start and end time of the informational content delivered. For 

each section within a lesson, the observers documented whether participants appeared 

interested in the content, the comprehensibility of the content, any missing materials, and 

effectiveness of the facilitator delivery.

The session observers conducted the debriefing with the facilitators (LHA coordinators) 

following each session using the LHA coordinator debriefing guide. This guide consisted of 

18 items (see Appendix A), which included questions about the relative ease of teaching the 

content, the participation and engagement level of the youth, content or activities that 

worked well, needed revisions to the content or activities, and any other logistical issues. 

The debriefing lasted for approximately 25 minutes. The participant satisfaction survey 

consisted of 11 items; each youth participant completed the survey after the final session. 

Participants were instructed to respond to the questions using a 5-point Likert scale (1 = 

strongly agree, 2 = agree, 3 = disagree, 4 = strongly disagree, 5 = doesn't apply to me).

Project staff conducted a focus group with all youth for additional insight on how 

participants experienced the intervention and to obtain recommendations on how to improve 

TORO. Participants also discussed expectations about the intervention and the value gained 

from their participation. Staff conducted the focus group after the final session. A youth 

attendance log was used to record each participant's attendance; the facilitator marked the 

youth as present, absent, or withdrawn at the beginning of each session.

The data from the observation guide and the LHA coordinator debriefing guide were 

primarily used to measure fidelity, dose delivered, and dose received. More specifically, the 

observation guide and the LHA coordinator debriefing guide were used to assess participant 

response and engagement with the lesson content, the intervention fidelity, appropriateness 

of content and activities, and successes and challenges with the content and delivery. The 
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focus group was also used to assess dose received (engagement and satisfaction). The 

participant satisfaction survey was used to assess fidelity (facilitator effectiveness) and dose 

received (satisfaction). The youth attendance log was used to measure reach.

Data Analysis

The LHA debriefing guide interviews and the youth focus group were audio-recorded and 

transcribed verbatim. The data were coded and analyzed using Atlas.ti (2011), a qualitative 

data-management software. We used an inductive approach to content analysis and the 

constant comparative method, which is central to the grounded theory framework (Glaser & 

Strauss, 1967; Strauss & Corbin, 1998). We read the transcripts several times in their 

entirety to allow for full immersion of the data (Borkan, 1999). All relevant text that referred 

to treatment fidelity was highlighted as a data-reduction technique. Next, we used the open 

coding process by reading the transcripts line by line to identify themes related to the four 

key process evaluation areas that were pertinent to improving or modifying the intervention 

content and delivery (Padgett, 1998).

Major categories and codes were derived by using key words in the text. We discussed the 

identified themes and grouped them into thematic categories, a process known as axial 

coding (Padgett, 1998). We developed a thematic codebook based on the axial coding and 

reviewed the codebook by discussing and defining thematic categories and codes. Two 

members of the research team who were involved with all aspects of data collection, data 

preparation, and codebook development coded and compared coded data to test interrater 

reliability. Discrepancies in coding were discussed until a consensus was reached between 

the coders. After coding, the coders conducted queries to assess the relationship between 

codes relevant to the four evaluation components. We examined the queries and conducted a 

careful inspection of the content pertinent to our evaluation. We concluded that even with a 

modest sample size, the LHA debriefings and focus group provided rich information and 

consistent themes across transcripts. Thus, no additional debriefings or focus groups were 

necessary.

We used different approaches to analyze the data collected from the other evaluation 

instruments. We aggregated and analyzed the observation guide data by creating tables to 

quantify the amount of omitted content, activities, and materials. The percentage for each 

response item was calculated for the satisfaction survey. The response-item percentages 

were calculated by hand because of the relatively small number of surveys. Finally, the 

proportion of youth attendance was also calculated by hand based on the recorded 

attendance for each session.

Results

Reach

The research goal was to reach 15 dyad pairs. We recruited 15 dyads; however, only 12 pairs 

were eligible to participate in the program. Three dyads were unable to participate because 

they did not have an adequate number of allies recruited before the program began. We 

found no significant differences in attendance patterns between girls and boys. A maximum 
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of 4 participants were ever missing from a single session. Several of the participants joined 

the study later in the intervention because of prior obligations; an increase in attendance was 

noted in Sessions 5 through 13. Youth attendance varied between 62% and 100%. More than 

half of the participants attended each of the 13 sessions.

Fidelity

Overall, the implementation process was not consistently facilitated as intended and the 

underlying objectives of each lesson's content and activities were not always achieved. The 

quality of the implementation was compromised because of participants' frequent late 

arrival. Six out of the 13 sessions started 10 to 30 minutes late. Starting the sessions later 

than intended affected the facilitators' content and activity delivery. They frequently made 

decisions to shorten or omit content to complete the lessons in the allotted time. Another 

challenge was that some content required more time to cover than allotted because the youth 

had difficulty grasping concepts or they extended the discussion. Spending more time than 

allotted on particular sections resulted in facilitators reducing the time spent discussing other 

content and role-modeling behavioral skills, and reduced the time youth had to practice new 

skills. Despite these time constraints, facilitators and session observers often noted 

successful facilitation of the content, role modeling, and skill practicing (e.g., negotiating 

risky situations and condom use) by the youth.

Observers documented several areas where the facilitators could have been more effective 

when delivering the intervention. First, facilitators inconsistently took advantage of 

“teachable moments.” For example, when a participant's feedback or question referenced a 

previously learned skill, facilitators sometimes failed to explicitly make the connection 

between earlier content and the current discussion (observation guide [OG] 2). Second, 

observers highlighted the facilitators' inconsistency in encouraging youth participation. 

Some youth were slow to respond and less alert at the beginning of sessions and required 

encouragement to get their active and sustained participation (OG 2). Third, facilitators 

sometimes lacked preparation, as reflected in their seeming unfamiliarity with the lesson. 

Observers noted that facilitators occasionally read a lesson verbatim from the facilitator 

guide rather than facilitating its content. This caused the facilitators to appear less confident 

with the content and the delivery seemed less effective at engaging participants or increasing 

knowledge and skills (OGs 5, 8, 9).

Equally important, the observers noted specific actions that the facilitators took to enforce 

implementation fidelity. For example, the facilitators reminded participants to arrive 

promptly to sessions, complete weekly assignments, and follow the group rules to avoid 

delays and interruptions. The facilitators were very effective in modeling behavioral skills 

and in assisting the youth as they practiced each skill. They often provided additional 

examples or scenarios to help the participants understand concepts, because the participants 

were expected to apply these concepts and skills in future sessions. Facilitators were skilled 

at detecting when participants did not understand the content and were able to modify 

instructions as needed. These modifications often improved youth comprehension and 

participation. The facilitators were also attuned to the group's participation level and 
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incorporated different strategies to reenergize the group to increase participation (e.g., brief 

stretching exercises, providing candy).

Dose Delivered

Data collected through the lesson observation guides indicated that a variety of 

implementation changes occurred across the lessons. The changes in the content covered 

were primarily a result of omitted lesson content and activities and modified classroom and 

dyad activities (caregiver–youth joint activity). Nine lessons had missing materials (i.e., 

posters, worksheets, game materials), eight lessons had omitted content and activities, and 

six lessons had modified class and dyad activities. Facilitators extended certain lesson 

components beyond the time allotted. The maximum time overage for a given component 

was 30 minutes (OG 4). On average, components were extended 10 to 15 minutes over the 

allotted time. One facilitator commented about moving quickly to complete the lesson 

because they spent additional time clarifying content, saying, “At the end I did have to rush. 

I think that was just because we gave them time or we took the time for them to ask 

questions.”

Conversely, some facilitators discussed the issue of having too much time for certain 

sections of the lesson. One facilitator commented about specific sections within the lesson 

where too much time was allotted: “Some sections I felt like it was too much time allotted 

for, like introduction. Didn't really need five minutes for that part because we only had one 

new person.” In most of the lessons, the introduction, homework review, homework 

assignment, and wrap-up sections required less time than the 5 minutes allotted. According 

to the recorded times on the observation guides, these sections were completed in 1 to 4 

minutes. On average, sections containing the most content-dense material were completed 5 

to 10 minutes under the time allotted. One content-dense section was completed 20 minutes 

under the allotted time (OG 6).

Another time issue was the difference in the time between completing the youth and the 

caregiver sessions. The youth usually completed their session prior to the caregivers; as a 

result, the youth experienced delays before starting the dyad activity. During periods of 

delay, the facilitators reviewed previously taught concepts and allowed the youth to practice 

behavioral skills, such as condom application (OG 11).

For most sessions, we found the content to be appropriate for the youth, but there were some 

comprehension challenges documented by the session observers. Table 2 shows the major 

comprehension challenges experienced by the youth from the perspective of the observer 

and facilitator. For example, data from the observation guide documented the difficulty the 

youth had in understanding decision-making concepts. The observer noted that the youths' 

responses indicated that they understood possible consequences associated with certain 

decisions, but they were unable to identify the problem and alternative decision choices 

during a decision-making activity (OG 2). Thus, the observer indicated that the decision-

making model concept appeared too advanced for the youth. Contrary to the observation 

comments, the facilitators believed that the youth experienced challenges with understanding 

decision making because of the advanced vocabulary used and not because the concept was 

too advanced (LHA debriefing guide 2).
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Several terms in the decision-making content were noted as challenging for some of the 

participants. The lesson observers documented that the facilitators spent additional time 

clarifying the meaning of certain terms. The importance of participants understanding the 

vocabulary is noted in a comment from one facilitator:

Being able to give definitions of certain words that the kids [youth] may ask that's 

not so much sticking strictly to the topic. Being able to veer off the topic maybe just 

a little if they have any questions about what certain word, words are and the 

functions or whatever.

Another facilitator also mentioned the challenge that some participants had with specific 

terms:

Some of the things they did not understand is an obstacle, a challenge, and the 

reason I knew that is because of course they asked me what those words meant. 

And one of the participants said he was confused, and I elaborated but I wasn't 

supposed to.

Facilitators and observers were also able to recognize when the material and activities 

needed to be altered to improve its effectiveness with the youth, such as simplifying 

instructions and incorporating activities to augment content comprehension; they often 

suggested ways in which content and activities could be improved. For instance, the quote 

below provides an example of how a facilitator suggested incorporating a role-play activity 

to enhance the youths' understanding of healthy and unhealthy relationships:

I guess have the kids to actually role play, say for instance a healthy relationship. 

Maybe put a girl and a guy [boy] together and have them actually role play what's a 

healthy relationship, and then what's unhealthy, and then have maybe the class to 

determine through the role play if it's healthy or unhealthy.

Other suggestions to improve content and activities included changing the method for 

certain activities to increase participation: “I probably would have them to write more. I 

think the, the visual and the physical of actually writing, and plus also it will help more of 

the kids to participate.” Also, making the lessons more interactive was a common theme 

among facilitators. The facilitators emphasized adding more role playing and hands-on 

activities to increase the understanding of various concepts within the lesson and to increase 

participation.

The facilitators acknowledged the fluidity between sessions, whether single or double 

sessions, which reinforced the content for the youth. In the following comment was noted 

the recognition of the connectedness between sessions: “I thought how family, friend, and 

community could help was a good activity, and it was good that this session reflected back 

on healthy relationships.” The facilitator gave additional feedback regarding the logical flow 

of the content:

That was a good tie-in from the previous week. To go from setting personal 

boundaries into risky situations was a good segue. I don't know if we tied it in as 

much as we could or should have, but I thought it was a good segue from setting 

personal boundaries to risky situations.
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Overall, facilitators reported that they were satisfied with the implementation of the sessions. 

Some referred to well-implemented sessions as lessons that were completed in their entirety 

and delivered as designed, whereas others reported being satisfied with implementation even 

when the lesson was modified or had omitted content or activities. Well-implemented 

sessions were also defined as sessions that the youth “connected with,” displayed 

attentiveness to, and engaged with in high levels of participation, offering “good” feedback. 

For example, during a debriefing a facilitator commented,

I feel the session went well. The kids participated. Everybody was involved. Every 

last child actually had something to say and I think, you know, as far as the timing 

being a little bit behind, we worked everything in and got everything accomplished.

Dose Received

The session observers and facilitators were astute to the engagement level of the youth. They 

described youth engagement as giving good feedback, asking questions, and being eager to 

respond to questions. The following comment describes youth engagement from one 

facilitator's perspective: “Asking questions, answering any questions that the facilitator had, 

participating in the activities, and also volunteering to write on the board is what we had 

today; a lot of volunteers.” Most facilitators agreed that it was difficult to maintain the 

attention of the youth, particularly when double sessions were delivered. The format of 

delivering two sessions in one day was mentally wearing for them: “I think this session 

didn't go as well as the first one. I guess the kids were tired, agitated, but still they did 

communicate with the lesson.”

The facilitators and observers also paid attention to the facial and body expressions of the 

participants. For example, observers noted when the youth maintained eye contact with the 

facilitator, nodded their heads to signal they understood, and smiled and laughed to indicate 

relating to the lesson. Observers also documented expressions of disinterest such as playing 

with cell phones, being fidgety, wondering stares, and frequent requests to use the restroom 

(OGs 4, 12). Restroom interruptions were most frequent when double sessions were 

implemented; observers reported consistent restroom interruptions for three out of the four 

double sessions.

We also captured the reaction of the youth to specific aspects of the intervention in the LHA 

debriefings. One facilitator referenced a comment made by a participant regarding the use of 

support systems to avoid risky situations: “When they said they wanted their families to 

warn them of dangerous situations, I thought that was something we should take note of—

that children still want to be parented.” Another facilitator commented on the reaction and 

response that the youth had during a condom-use demonstration activity:

I think they got more involved with it. At first it was like, “Eww!” You know? 

Some of them was actually backing back like, “We've really got to do this, we 

really have to touch them?” and then they really all got into it and it was like, 

“Okay, we learned this is how you do it.” And they were asking questions. It made 

me know that they was paying attention because they was asking, “Well, why can't 

we use it again?” and “What if you flip it over and turn it to the other side?” I 

mean, so those are questions that you want them to ask.
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In addition to the positive reaction that the youth had to the lesson content and activities, the 

satisfaction surveys indicated that many of the youth were satisfied with their overall 

intervention experience. Satisfaction with each of the 13 lessons was high, representing the 

upper quartile of the satisfaction scale. Several examples of items scored at the 90th 

percentile or greater included the belief that other youth would enjoy taking the lessons, they 

would tell friends to participate in the program, they were satisfied with the lessons, and they 

liked participating in the program. The youth also commented on their experience with the 

intervention in the focus group. One of the participants expressed deciding to participate in 

the intervention because of wanting “to learn not to get HIV/AIDS.” When asked what they 

expected the training to be like, participants said things such as “important and fun,” 

“educational,” “boring,” “to be all about sex,” and “wasn't expecting to make friends.”

The participants indicated that the most memorable parts of the intervention were learning 

how to put on a condom, learning what a female condom looks like, and learning about how 

to have safe sex. According to one youth, the most important thing about the training was 

“how not to get a disease that can affect you for the rest of your life.” When asked how they 

would explain what a TORO ambassador is, a youth responded, “If you go outside and you 

get to playing and you see your friends, you can go back in the house and get your own 

[TORO] binder and teach them about it.” One youth pointed out that he had already 

educated one of his friends: “My friend said the wrong term, and I had to tell him what was 

the right term for that particular body part.” Finally, when asked how they would improve 

TORO, the majority of the youth stated that they would increase the duration by adding 

more weeks to the intervention so they could have time to learn more safe-sex information.

Discussion

We evaluated the implementation of an HIV/AIDS- and STI-prevention intervention for 

rural African American youth. The TORO process evaluation, which incorporated input 

from community partners, project staff, and participants, showed that the overall 

implementation of the intervention was successful. The omissions and modifications found 

were less significant when considering all the content and activities that were delivered as 

intended. This study adds richness to the existing literature in that it is the first study to use a 

community-based participatory research approach to evaluate a rural HIV/AIDS and STI 

intervention. To our knowledge, no other study targeting rural African American youth has 

used an evaluation design in which community partners were involved in identifying and 

resolving intervention-implementation challenges.

In addition, training the entire research team to use multiple evaluation tools to capture 

intervention successes and challenges contributed to the thoroughness of the evaluation. The 

facilitators and project staff reported that most sessions were delivered as intended to the 

targeted population. The delivery process, however, was not without minor flaws (see Table 

3 for a summary of problems and solutions). Many of the problems and solutions 

highlighted in Table 3 were jointly identified and resolved with the input of our community 

partners. Because of the formative nature of the process evaluation, we were able to solve 

many issues during the implementation phase, which allowed us to maintain the overall 

integrity and impact of the intervention.
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We recognized several important factors that are instrumental for successful implementation. 

First, it is vitally important to have effective facilitators. Effective facilitators know when 

and how to modify the lesson content if necessary. Although we trained the facilitators to 

follow each session as outlined, the TORO facilitators intuitively knew when to modify the 

lessons to improve youth comprehension and participation; for example, they knew when 

they needed to spend additional time clarifying concepts and vocabulary. This clarification 

helped to achieve the lesson objectives.

Second, timing is very important to implementing an intervention in its entirety. TORO 

contained some lesson components that were allotted too much time or too little time (as 

determined through this evaluation). Also, the time discrepancy between the youth and 

caregiver sessions resulted in the youth waiting to start the dyad activity. We are unable to 

elaborate on why this discrepancy existed because we did not evaluate both curricula for this 

article; however, we suggest that when implementing separate sessions for two groups 

simultaneously, both sessions be balanced in the amount of content and that the sessions 

start at the same time.

Third, the diverse evaluators and the different evaluation instruments contributed to the 

strength of this evaluation. This was particularly evident for the dose-delivered results 

regarding comprehension challenges. In Table 2, for example, the data showed corroboration 

and contradiction but offered a comprehensive perspective on why the youth experienced 

difficulties with certain aspects of the lesson. The variation of facilitator and observer 

feedback attests to the benefits of having a diverse evaluation team to identify challenges and 

successes across the lessons. We collected data from the various instruments, which 

permitted us to address a broader range of issues that might have caused the youth to 

struggle with the lessons.

Strengths and Limitations

This study has several strengths and weaknesses. One of the strengths included the use of 

multiple data collection methods; the different data sources increased the rigor of the 

evaluation design. Second, we used various team members to collect the data to decrease 

bias in analyzing and interpreting the findings. Third, we used a qualitative approach to 

evaluation, which allowed for an in-depth examination of implementation that solely 

quantitative approaches generally lack.

As for limitations, the study did not assess facilitators and barriers to recruitment. We 

recruited a hard-to-reach population for an HIV/AIDS-prevention intervention study in an 

environment where HIV/AIDS stigma is high. Identifying effective recruitment strategies 

would have been a significant contribution to the literature in general and in rural sexual and 

reproductive health research in particular. Another weakness of the study is that it was 

primarily a qualitative evaluation, with the exception of the youth satisfaction survey. The 

qualitative approach offered a more subjective perspective and could be difficult to interpret 

because of varied interpretations from observers and facilitators. The observers were trained 

to observe as objectively as possible, but we also recognized that we could not control for 

individual interpretation because of the flexible nature of qualitative methods.
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The inclusion of more quantitative measurements would have enhanced the evaluation by 

providing a consistent metric for evaluating session delivery, participant engagement, and 

facilitator effectiveness. For example, we could have developed the observation guide to 

include written qualitative observations and a metric scale for each question to control for 

observer bias. We could also have developed a brief participant and facilitator survey to be 

completed after each session to assess satisfaction, content, and facilitation problems to 

provide a quantitative account of their experiences with the sessions.

To ensure community input, we engaged multiple community partners to conduct the TORO 

process evaluation. Researchers from previous community-based participatory research 

projects have focused on engaging only staff members from community organizations to 

assist with assessing community health concerns (Hyatt et al., 2009) instead of broadening 

their approach to include community residents likely to be directly affected by these 

concerns. Unlike previous studies, we examined how engaged the participants were during 

each lesson and monitored the fidelity and effectiveness of each lesson. Other HIV-

prevention intervention studies have incorporated a narrow evaluative perspective, using the 

data collected only from peer health advocates and ethnographers and excluding the 

perspective of the participants (Dickson-Gomez, Weeks, Martinez, & Convey, 2006). In 

another example of a narrowly focused process evaluation, a computer-based HIV 

intervention with rural ninth graders was evaluated on the technical aspect of the 

intervention only, such as materials being posted and functioning as intended; number of 

times students contacted technical support staff; and the number of unique entries to 

determine student participation (Roberto et al., 2007). The researchers did not gather 

information on student experiences with the intervention or feedback from school staff or 

administrators.

Researchers in a study targeting Hispanic youth used an evaluation approach similar to 

TORO; however, they evaluated two HIV-prevention programs (one new program and a 2-

year-old program) within a community-based organization (Harper, Conteras, Bangi, & 

Pedraza, 2003). The TORO evaluation differed in that it was a newly implemented 

intervention that was not affiliated with an existing community-based organization and 

involved community partners representing different sectors of the community. Harper et al. 

(2003) created evaluation instruments such as facilitator journals, session-observation forms, 

participant session-evaluation forms, focus groups for current and previous participants, and 

individual participant interviews.

Harper et al.'s (2003) evaluation process was extensive, and like TORO, they gathered 

program and implementation data from the staff and participants; however, it is unclear 

whether they partnered with other agency-based staff and community members to help 

conduct the evaluation. In short, there are many strategies used to conduct process 

evaluations. Although no one strategy might be deemed superior to another, we chose to use 

an extensive qualitative approach that included invested community partners as evaluators.
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Conclusion

We have presented a study with an innovative approach to evaluating a rural HIV/AIDS- and 

STI-prevention intervention. This approach gave voice to the communities in which the 

study was implemented. The premise of community-based participatory research is the 

expectation that community partners share in the responsibility of understanding the health 

problems in their community and share control over all phases of the research (Israel, 

Schulz, Parker, & Becker, 1998). The community-based approach to process evaluation was 

helpful in determining how well study fidelity was upheld. Community partner involvement 

in the evaluation was critical to improving the success of the study. TORO is a model 

example of how research and community partnerships together improve the health of a 

community and make certain that the programs offered in a community reflect the interests 

and needs of that community.
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Appendix A

LHA Coordinator Debriefing Guide

How did you feel about the session? Did it go well? Why or why not?

What types of activities worked well? What didn't work well?

In what way did the session flow logically?

Did the participants seem to easily understand the content of the session? (Probes: What 

didn't they understand? What were some indicators that they did understand the content?)

Did the participants seem to easily understand the activities in the session? (Probe: What 

didn't they understand?)

How engaged were the participants? (Probe: What were some indicators that the participants 

were engaged?)

How did their participation and involvement change as you progressed through the session?

How well do you think the participants related to the lesson?

What interesting points were raised for you?
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How good was the match between the amount of time allotted to teach the session and the 

amount of material that you needed to cover?

How well were the participants' objectives met?

Was there anything unusual or awkward about the session?

What revisions/changes would you recommend for the remaining sessions?

What revisions/changes would you make to this session?

Were there any interruptions during the lesson?

Were there other people (besides participants) present during the data collection event? If so, 

who, and what was their role? [This question was asked only after Lessons 1 and 13. Data 

collection occurred prior to Lesson 1 and following Lesson 13.]

Were there problems with the layout of the room? Briefly describe the setting.

Were there any other logistical problems (e.g., food and so forth)?

References

Adimora AA, Schoenbach VJ, Martinson FE, Donaldson KH, Stancil TR, Fullilove RE. Concurrent 
partnerships among rural African Americans with recently reported heterosexually transmitted HIV 
infection. Journal of Acquired Immune Deficiency Syndrome. 2003; 34(4):423–429. DOI: 
10.1097/00126334-200312010-00010

Akers AY, Muhammad MR, Corbie-Smith G. When you got nothing to do, you do somebody: A 
community's perceptions of neighborhood effects on adolescent sexual behaviors. Social Science & 
Medicine. 2011; 72(1):91–99. DOI: 10.1016/j.socscimed.2010.09.035 [PubMed: 21129833] 

Atlas.ti. (Version 5.2) [Computer software]. Berlin: Author; 2011. 

Bandura A. Self-efficacy: Toward a unifying theory of behavioral change. Psychological Review. 1977; 
84(2):191–215. DOI: 10.1037//0033-295X.84.2.191 [PubMed: 847061] 

Borkan, J. Immersion/crystallization. In: Crabtree, BF., editor. Doing qualitative research. Thousand 
Oaks, CA: Sage; 1999. p. 179-194.

Castaneda D. HIV/AIDS-related services for women and the rural community context. AIDS Care. 
2000; 12(5):549–565. DOI: 10.1353/cpr.0.0099 [PubMed: 11218542] 

Centers for Disease Control and Prevention. Sexually transmitted disease surveillance 2010. Atlanta: 
Author; 2011. 

Centers for Disease Control and Prevention. HIV surveillance in adolescents and young adults. 
Atlanta: Author; 2012. 

Coker-Appiah DS, Akers AY, Banks B, Albritton T, Leniek K, Wynn M, et al. Corbie-Smith G. In their 
own voices: Rural African American youth speak out about community-based HIV prevention 
interventions. Progress in Community Health Partnerships: Research, Education, and Action. 2009; 
3(4):275–276. DOI: 10.1353/cpr.0.0099

Corbie-Smith G, Adimora AA, Youmans S, Muhammad M, Blumenthal C, Ellison A, et al. Lloyd SW. 
Project GRACE: A staged approach to development of a community–academic partnership to 
address HIV in rural African American communities. Health Promotion Practice. 2011; 12(2):
293–302. DOI: 10.1177/1524839909348766 [PubMed: 20685913] 

Corbie-Smith G, Akers A, Blumenthal C, Council B, Wynn M, Muhammad M, Stith D. Intervention 
mapping as a participatory approach to developing an HIV prevention intervention in rural African 
American communities. AIDS Education and Prevention. 2010; 22(3):184–202. DOI: 10.1521/
aeap.2010.22.3.184 [PubMed: 20528128] 

Albritton et al. Page 16

Qual Health Res. Author manuscript; available in PMC 2015 December 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Dickson-Gomez J, Weeks M, Martinez M, Convey M. Times and places: Process evaluation of a peer-
led HIV prevention intervention. Substance Use & Misuse. 2006; 41(5):669–690. DOI: 
10.1080/10826080500411403 [PubMed: 16603454] 

Glaser, BG.; Strauss, AL. The discovery of grounded theory: Strategies for qualitative research. 7th. 
Chicago: Aldine; 1967. 

Harper GW, Conteras R, Bangi A, Pedraza A. Collaborative process evaluation: Enhancing community 
relevance and cultural appropriateness in HIV prevention. Journal of Prevention & Intervention in 
the Community. 2003; 26(2):53–69. DOI: 10.1300/J005v26n02_05

Hyatt RR, Gute DM, Pirie A, Page H, Vasquez I, Dalembert F. Transferring knowledge about human 
subjects protections and the role of institutional review boards in a community-based participatory 
research project. American Journal of Public Health. 2009; 99(Suppl. 3):S526–S531. DOI: 
10.2105/AJPH.2008.155390 [PubMed: 19890152] 

Israel BA, Schulz AJ, Parker EA, Becker AB. Review of community-based research: Assessing 
partnership approaches to improve public health. Annual Review of Public Health. 1998; 19:173–
202. DOI: 10.1146/annurev.publhealth.19.1.173

Jenkinson KA, Naughton G, Benson AC. The GLAMA (Girls! Lead! Achieve! Mentor! Activate!) 
physical activity and peer leadership intervention pilot project: A process evaluation using the RE-
AIM framework. BMC Public Health. 2012; 12(55):1–15. DOI: 10.1186/1471-2458-12-55 
[PubMed: 22214479] 

Padgett, D. Qualitative methods in social work research: Challenges and rewards. Thousand Oaks, CA: 
Sage; 1998. 

Roberto AJ, Zimmerman RS, Carlyle KE, Abner EL, Cupp PK, Hansen GL. The effects of a 
computer-based pregnancy, STD, and HIV prevention intervention: A nine-school trial. Health 
Communication. 2007; 21(2):115–124. DOI: 10.1080/10410230701306990 [PubMed: 17523857] 

Royse, D.; Thyer, BA.; Padgett, DK.; Logan, TK. Program evaluation: An introduction. Belmont, CA: 
Thomson Brooks/Cole; 2006. 

Saunders RP, Evans MH, Joshi P. Developing a process-evaluation plan for assessing health promotion 
program implementation: A how-to guide. Health Promotion Practice. 2005; 6(2):134–147. DOI: 
10.1177/1524839904273387 [PubMed: 15855283] 

Smith MU, DiClemente RJ. STAND: A peer educator training curriculum for sexual risk reduction in 
the rural South. Students Together Against Negative Decisions. Preventive Medicine. 2000; 30(6):
441–449. DOI: 10.1006/pmed.2000.0666 [PubMed: 10901486] 

Southern AIDS Coalition. Southern states manifesto: Update 2008 HIV/AIDS and sexually transmitted 
diseases in the south. Birmingham, AL: Author; 2008. 

Southern AIDS Coalition. Southern states manifesto: Update 2012 policy brief and recommendations. 
Birmingham, AL: Author; 2012. 

Strauss, A.; Corbin, J. Basics of qualitative research. 2nd. Thousand Oaks, CA: Sage; 1998. 

Biographies

Tashuna Albritton, PhD, MSW, is a postdoctoral fellow at Yale University Center for 

Interdisciplinary Research on AIDS and Yale School of Public Health in New Haven, 

Connecticut, USA.

Stepheria Hodge-Sallah, MPH, CHES, is the project manager for Gramercy Research 

Group in Winston-Salem, North Carolina, USA.

Aletha Akers, MD, MPH, is an assistant professor at the University of Pittsburgh School of 

Medicine in the Department of Obstetrics, Gynecology and Reproductive Sciences, and an 

investigator at the Magee Women's Research Institute in Pittsburgh, Pennsylvania, USA.

Albritton et al. Page 17

Qual Health Res. Author manuscript; available in PMC 2015 December 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Connie Blumenthal, MPH, BS, is a research associate at the Cecil G. Sheps Center for 

Health Services Research at the University of North Carolina at Chapel Hill in Chapel Hill, 

North Carolina, USA.

Sarah O'Brien, MPH, BS, is an evaluation analyst at the Center for AIDS Prevention 

Studies at the University of California, San Francisco, in San Francisco, California, USA.

Barbara Council, MS, BS, is the program coordinator for the Sister Talk HIV Program, 

Greenville, North Carolina, USA.

Melvin Muhammad, BS, is a community health advocate and organizer who works with 

communities in the areas of sexual health and STI prevention, care services, and research in 

Tarboro, North Carolina, USA.

Giselle Corbie-Smith, MD, MSc, is a professor of social medicine and medicine at the 

University of North Carolina at Chapel Hill School of Medicine; director of the Program on 

Health Disparities at the Cecil G. Sheps Center for Health Services Research; and director of 

the Community Academic Resources for Engaged Scholarship Services core at the North 

Carolina Translational and Clinical Sciences Institute in Chapel Hill, North Carolina, USA.

Albritton et al. Page 18

Qual Health Res. Author manuscript; available in PMC 2015 December 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Albritton et al. Page 19

Ta
b

le
 I

Te
ac

h 
O

ne
 R

ea
ch

 O
ne

 Y
ou

th
 C

ur
ri

cu
lu

m
 P

ro
ce

ss
-E

va
lu

at
io

n 
M

et
ho

ds
.

C
or

e 
P

ro
ce

ss
-E

va
lu

at
io

n 
C

om
po

ne
nt

s
P

ro
ce

ss
-E

va
lu

at
io

n 
Q

ue
st

io
n

D
at

a 
So

ur
ce

s
To

ol
/P

ro
ce

du
re

s

T
im

in
g 

of
 

D
at

a 
C

ol
le

ct
io

n
D

at
a 

A
na

ly
si

s 
or

 S
yn

th
es

is
R

ep
or

ti
ng

Fi
de

lit
y

To
 w

ha
t e

xt
en

t w
as

 th
e 

in
te

rv
en

tio
n 

im
pl

em
en

te
d 

co
ns

is
te

nt
ly

 w
ith

 th
e 

un
de

rl
yi

ng
 th

eo
ry

 a
nd

 
ph

ilo
so

ph
y?

C
ur

ri
cu

lu
m

 
In

te
rv

en
tio

n 
m

ap
pi

ng
 m

at
ri

ce
s

C
om

pa
ri

so
n 

of
 le

ss
on

 
co

nt
en

t t
o 

pe
rf

or
m

an
ce

 a
nd

 
be

ha
vi

or
al

 o
bj

ec
tiv

es
 f

ro
m

 
th

e 
in

te
rv

en
tio

n 
m

ap
pi

ng
 

m
at

ri
ce

s

E
nd

 o
f 

in
te

rv
en

tio
n 

pr
og

ra
m

Pe
rf

or
m

an
ce

 a
nd

 b
eh

av
io

ra
l 

ob
je

ct
iv

es
 n

ot
 c

ap
tu

re
d 

in
 th

e 
le

ss
on

s 
w

er
e 

id
en

tif
ie

d 
an

d 
lis

te
d

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

 a
nd

 
pr

oj
ec

t 
ov

er
al

l

W
as

 th
e 

tr
ai

ni
ng

 im
pl

em
en

te
d 

as
 in

te
nd

ed
?

Pr
og

ra
m

 s
ta

ff
O

bs
er

va
tio

n 
gu

id
es

Pr
og

ra
m

 s
ta

ff
 

re
po

rt
ed

 
w

ee
kl

y 
ob

se
rv

at
io

ns

O
bs

er
va

tio
ns

 u
se

d 
to

 m
od

if
y 

cu
rr

ic
ul

um
Fo

rm
at

iv
e—

bi
w

ee
kl

y 
fe

ed
ba

ck
 to

 
st

af
f

L
H

A
 c

oo
rd

in
at

or
L

H
A

 c
oo

rd
in

at
or

 d
eb

ri
ef

in
gs

L
H

A
 

co
or

di
na

to
r 

de
br

ie
fi

ng
s 

ad
m

in
is

te
re

d 
at

 e
nd

 o
f 

ea
ch

 
le

ss
on

C
od

ed
 d

eb
ri

ef
in

gs
 u

si
ng

 A
tla

s.
 ti

; 
co

de
s 

us
ed

 to
 m

od
if

y 
cu

rr
ic

ul
um

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

Fo
rm

at
iv

e—
bi

w
ee

kl
y 

fe
ed

ba
ck

 to
 

st
af

f
Su

m
m

at
iv

e
—

de
sc

ri
be

d 
fo

r 
ea

ch
 

le
ss

on

D
os

e 
D

el
iv

er
ed

To
 w

ha
t e

xt
en

t w
er

e 
al

l o
f 

th
e 

in
te

nd
ed

 u
ni

ts
 o

r 
co

m
po

ne
nt

s 
of

 th
e 

in
te

rv
en

tio
n 

pr
ov

id
ed

 to
 

pa
rt

ic
ip

an
ts

?

Pr
og

ra
m

 s
ta

ff
O

bs
er

va
tio

n 
gu

id
es

Pr
og

ra
m

 s
ta

ff
 

re
po

rt
ed

 
bi

w
ee

kl
y 

ob
se

rv
at

io
ns

O
bs

er
va

tio
ns

 u
se

d 
to

 m
od

if
y 

cu
rr

ic
ul

um
Fo

rm
at

iv
e—

bi
w

ee
kl

y 
fe

ed
ba

ck
 to

 
st

af
f

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

To
 w

ha
t e

xt
en

t w
er

e 
al

l 
m

at
er

ia
ls

 (
w

ri
tte

n 
an

d 
au

di
ov

is
ua

l)
 d

es
ig

ne
d 

fo
r 

us
e 

in
 

th
e 

in
te

rv
en

tio
n 

us
ed

?

Pr
og

ra
m

 s
ta

ff
O

bs
er

va
tio

n 
gu

id
es

Pr
og

ra
m

 s
ta

ff
 

re
po

rt
ed

 
bi

w
ee

kl
y 

ob
se

rv
at

io
ns

O
bs

er
va

tio
ns

 u
se

d 
to

 m
od

if
y 

cu
rr

ic
ul

um
Fo

rm
at

iv
e—

bi
w

ee
kl

y 
fe

ed
ba

ck
 to

 
st

af
f

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

To
 w

ha
t e

xt
en

t w
as

 a
ll 

of
 th

e 
in

te
nd

ed
 c

on
te

nt
 c

ov
er

ed
?

Pr
og

ra
m

 s
ta

ff
O

bs
er

va
tio

n 
gu

id
es

Pr
og

ra
m

 s
ta

ff
 

re
po

rt
ed

 
bi

w
ee

kl
y 

ob
se

rv
at

io
ns

O
bs

er
va

tio
ns

 u
se

d 
to

 m
od

if
y 

cu
rr

ic
ul

um
Fo

rm
at

iv
e—

bi
w

ee
kl

y 
fe

ed
ba

ck
 to

 
st

af
f

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

Qual Health Res. Author manuscript; available in PMC 2015 December 17.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Albritton et al. Page 20

C
or

e 
P

ro
ce

ss
-E

va
lu

at
io

n 
C

om
po

ne
nt

s
P

ro
ce

ss
-E

va
lu

at
io

n 
Q

ue
st

io
n

D
at

a 
So

ur
ce

s
To

ol
/P

ro
ce

du
re

s

T
im

in
g 

of
 

D
at

a 
C

ol
le

ct
io

n
D

at
a 

A
na

ly
si

s 
or

 S
yn

th
es

is
R

ep
or

ti
ng

fo
r 

ea
ch

 
le

ss
on

To
 w

ha
t e

xt
en

t w
er

e 
al

l o
f 

th
e 

in
te

nd
ed

 m
et

ho
ds

 a
nd

/o
r 

st
ra

te
gi

es
 u

se
d?

Pr
og

ra
m

 s
ta

ff
O

bs
er

va
tio

n 
gu

id
es

Pr
og

ra
m

 s
ta

ff
 

re
po

rt
ed

 
bi

w
ee

kl
y 

ob
se

rv
at

io
ns

O
bs

er
va

tio
ns

 u
se

d 
to

 m
od

if
y 

cu
rr

ic
ul

um
Fo

rm
at

iv
e—

bi
w

ee
kl

y 
fe

ed
ba

ck
 to

 
st

af
f

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

W
er

e 
m

et
ho

ds
 a

nd
 m

at
er

ia
ls

 
ap

pr
op

ri
at

e?
L

H
A

 c
oo

rd
in

at
or

L
H

A
 c

oo
rd

in
at

or
 d

eb
ri

ef
in

gs
L

H
A

 
co

or
di

na
to

r 
de

br
ie

fi
ng

s 
ad

m
in

is
te

re
d 

at
 e

nd
 o

f 
ea

ch
 

le
ss

on

C
od

ed
 d

eb
ri

ef
in

gs
 u

si
ng

 A
tla

s.
 ti

; 
co

de
s 

us
ed

 to
 m

od
if

y 
cu

rr
ic

ul
um

Fo
rm

at
iv

e—
bi

w
ee

kl
y 

fe
ed

ba
ck

 to
 

st
af

f
Su

m
m

at
iv

e
—

de
sc

ri
be

d 
fo

r 
ea

ch
 

le
ss

on

Pr
og

ra
m

 s
ta

ff
O

bs
er

va
tio

n 
gu

id
es

Pr
og

ra
m

 s
ta

ff
 

re
po

rt
ed

 
bi

w
ee

kl
y 

ob
se

rv
at

io
ns

O
bs

er
va

tio
ns

 u
se

d 
to

 m
od

if
y 

cu
rr

ic
ul

um
Fo

rm
at

iv
e—

bi
w

ee
kl

y 
fe

ed
ba

ck
 to

 
st

af
f

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

A
m

ba
ss

ad
or

s
A

m
ba

ss
ad

or
 f

oc
us

 g
ro

up
Fo

cu
s 

gr
ou

p 
he

ld
 s

ho
rt

ly
 

af
te

r 
co

m
pl

et
in

g 
fi

na
l l

es
so

n

T
he

m
es

 id
en

tif
ie

d 
fr

om
 f

oc
us

 
gr

ou
p 

th
ro

ug
h 

qu
al

ita
tiv

e 
an

al
ys

es
 

us
in

g 
A

tla
s.

ti

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

th
e 

pr
oj

ec
t 

ov
er

al
l

H
ow

 s
at

is
fi

ed
 w

er
e 

th
e 

L
H

A
 

co
or

di
na

to
rs

 w
ith

 th
e 

ac
tu

al
 

im
pl

em
en

ta
tio

n 
of

 th
e 

tr
ai

ni
ng

?

L
H

A
 c

oo
rd

in
at

or
L

H
A

 c
oo

rd
in

at
or

 d
eb

ri
ef

in
gs

L
H

A
 

co
or

di
na

to
r 

de
br

ie
fi

ng
s 

ad
m

in
is

te
re

d 
at

 e
nd

 o
f 

ea
ch

 
le

ss
on

C
od

e 
de

br
ie

fi
ng

s 
us

in
g 

A
tla

s.
 ti

; 
co

de
s 

us
ed

 to
 m

od
if

y 
cu

rr
ic

ul
um

Fo
rm

at
iv

e—
bi

w
ee

kl
y 

fe
ed

ba
ck

 to
 

st
af

f
Su

m
m

at
iv

e
—

de
sc

ri
be

d 
fo

r 
ea

ch
 

le
ss

on

D
os

e 
R

ec
ei

ve
d

To
 w

ha
t e

xt
en

t w
er

e 
pa

rt
ic

ip
an

ts
 p

re
se

nt
 a

t 
in

te
rv

en
tio

n 
ac

tiv
iti

es
 e

ng
ag

ed
 

in
 th

e 
ac

tiv
iti

es
?

Pr
og

ra
m

 s
ta

ff
O

bs
er

va
tio

n 
gu

id
es

Pr
og

ra
m

 s
ta

ff
 

re
po

rt
ed

 
bi

w
ee

kl
y 

ob
se

rv
at

io
ns

O
bs

er
va

tio
ns

 u
se

d 
to

 m
od

if
y 

cu
rr

ic
ul

um
Fo

rm
at

iv
e—

bi
w

ee
kl

y 
fe

ed
ba

ck
 to

 
st

af
f

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

Qual Health Res. Author manuscript; available in PMC 2015 December 17.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Albritton et al. Page 21

C
or

e 
P

ro
ce

ss
-E

va
lu

at
io

n 
C

om
po

ne
nt

s
P

ro
ce

ss
-E

va
lu

at
io

n 
Q

ue
st

io
n

D
at

a 
So

ur
ce

s
To

ol
/P

ro
ce

du
re

s

T
im

in
g 

of
 

D
at

a 
C

ol
le

ct
io

n
D

at
a 

A
na

ly
si

s 
or

 S
yn

th
es

is
R

ep
or

ti
ng

A
m

ba
ss

ad
or

s
A

m
ba

ss
ad

or
 f

oc
us

 g
ro

up
Fo

cu
s 

gr
ou

p 
he

ld
 s

ho
rt

ly
 

af
te

r 
co

m
pl

et
in

g 
fi

na
l l

es
so

n

T
he

m
es

 id
en

tif
ie

d 
fr

om
 f

oc
us

 
gr

ou
p 

th
ro

ug
h 

qu
al

ita
tiv

e 
an

al
ys

is
 

us
in

g 
A

tla
s.

ti

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

th
e 

pr
oj

ec
t 

ov
er

al
l

H
ow

 d
id

 p
ar

tic
ip

an
ts

 r
ea

ct
 to

 
sp

ec
if

ic
 a

sp
ec

ts
 o

f 
th

e 
in

te
rv

en
tio

n?

Pr
og

ra
m

 s
ta

ff
O

bs
er

va
tio

n 
gu

id
es

Pr
og

ra
m

 s
ta

ff
 

re
po

rt
ed

 
bi

w
ee

kl
y 

ob
se

rv
at

io
ns

O
bs

er
va

tio
ns

 u
se

d 
to

 u
pd

at
e 

cu
rr

ic
ul

um
Fo

rm
at

iv
e—

bi
w

ee
kl

y 
fe

ed
ba

ck
 to

 
st

af
f

A
m

ba
ss

ad
or

s
A

m
ba

ss
ad

or
 f

oc
us

 g
ro

up
Fo

cu
s 

gr
ou

p 
he

ld
 s

ho
rt

ly
 

af
te

r 
co

m
pl

et
in

g 
fi

na
l l

es
so

n

T
he

m
es

 id
en

tif
ie

d 
fr

om
 f

oc
us

 
gr

ou
p 

th
ro

ug
h 

qu
al

ita
tiv

e 
an

al
ys

is
 

us
in

g 
A

tla
s.

ti

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

th
e 

pr
oj

ec
t 

ov
er

al
l

H
ow

 s
at

is
fi

ed
 w

er
e 

A
m

ba
ss

ad
or

s 
w

ith
 th

e 
tr

ai
ni

ng
?

A
m

ba
ss

ad
or

s
Sa

tis
fa

ct
io

n 
su

rv
ey

Su
rv

ey
 

ad
m

in
is

te
re

d 
at

 f
in

al
 le

ss
on

R
es

po
ns

e 
fr

eq
ue

nc
y 

su
m

m
ar

iz
ed

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

th
e 

pr
oj

ec
t 

ov
er

al
l

A
m

ba
ss

ad
or

s
A

m
ba

ss
ad

or
 f

oc
us

 g
ro

up
Fo

cu
s 

gr
ou

p 
he

ld
 s

ho
rt

ly
 

af
te

r 
co

m
pl

et
in

g 
fi

na
l l

es
so

n

T
he

m
es

 id
en

tif
ie

d 
fr

om
 f

oc
us

 
gr

ou
p 

th
ro

ug
h 

qu
al

ita
tiv

e 
an

al
ys

is
 

us
in

g 
A

tla
s.

ti

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

th
e 

pr
oj

ec
t 

ov
er

al
l

W
er

e 
ob

je
ct

iv
es

 a
ch

ie
ve

d?
Pr

og
ra

m
 s

ta
ff

C
om

pa
ri

so
n 

of
 le

ss
on

 
co

nt
en

t t
o 

m
at

ri
ce

s
E

nd
 o

f 
in

te
rv

en
tio

n 
pr

og
ra

m

Pe
rf

or
m

an
ce

 a
nd

 b
eh

av
io

ra
l 

ob
je

ct
iv

es
 n

ot
 c

ap
tu

re
d 

in
 th

e 
le

ss
on

s 
w

ill
 b

e 
id

en
tif

ie
d 

an
d 

lis
te

d

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

 a
nd

 
fo

r 
th

e 
pr

oj
ec

t 
ov

er
al

l

Pr
og

ra
m

 s
ta

ff
O

bs
er

va
tio

n 
gu

id
es

Pr
og

ra
m

 s
ta

ff
 

re
po

rt
ed

 
bi

w
ee

kl
y 

ob
se

rv
at

io
ns

O
bs

er
va

tio
ns

 u
se

d 
to

 m
od

if
y 

cu
rr

ic
ul

um
Fo

rm
at

iv
e—

bi
w

ee
kl

y 
fe

ed
ba

ck
 to

 
st

af
f

L
H

A
 c

oo
rd

in
at

or
s

L
H

A
 c

oo
rd

in
at

or
 d

eb
ri

ef
in

gs
L

H
A

 
co

or
di

na
to

r 
de

br
ie

fi
ng

s 
ad

m
in

is
te

re
d 

at
 e

nd
 o

f 
ea

ch
 

le
ss

on

C
od

e 
de

br
ie

fi
ng

s 
us

in
g 

A
tla

s.
 ti

; 
co

de
s 

us
ed

 to
 m

od
if

y 
cu

rr
ic

ul
um

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

Fo
rm

at
iv

e—
bi

w
ee

kl
y 

fe
ed

ba
ck

 to
 

st
af

f

Qual Health Res. Author manuscript; available in PMC 2015 December 17.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Albritton et al. Page 22

C
or

e 
P

ro
ce

ss
-E

va
lu

at
io

n 
C

om
po

ne
nt

s
P

ro
ce

ss
-E

va
lu

at
io

n 
Q

ue
st

io
n

D
at

a 
So

ur
ce

s
To

ol
/P

ro
ce

du
re

s

T
im

in
g 

of
 

D
at

a 
C

ol
le

ct
io

n
D

at
a 

A
na

ly
si

s 
or

 S
yn

th
es

is
R

ep
or

ti
ng

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

ea
ch

 
le

ss
on

R
ea

ch
W

ha
t p

ro
po

rt
io

n 
of

 th
e 

pr
io

ri
ty

 
ta

rg
et

 a
ud

ie
nc

e 
pa

rt
ic

ip
at

ed
 in

 
(a

tte
nd

ed
) 

ea
ch

 s
es

si
on

?

L
H

A
 c

oo
rd

in
at

or
A

tte
nd

an
ce

 lo
g

L
H

A
 

co
or

di
na

to
rs

 
to

ok
 

at
te

nd
an

ce
 a

t 
ea

ch
 le

ss
on

Pe
rc

en
t o

f 
yo

ut
h 

in
 e

ac
h 

se
ss

io
n 

ca
lc

ul
at

ed
Su

m
m

at
iv

e
—

de
sc

ri
be

d 
fo

r 
ea

ch
 

le
ss

on
 a

nd
 

th
e 

pr
oj

ec
t 

ov
er

al
l

H
ow

 m
an

y 
pa

rt
ic

ip
at

ed
 in

 a
t 

le
as

t o
ne

 h
al

f 
of

 p
os

si
bl

e 
se

ss
io

ns
?

L
H

A
 c

oo
rd

in
at

or
s

A
tte

nd
an

ce
 lo

g
L

H
A

 
co

or
di

na
to

rs
 

to
ok

 
at

te
nd

an
ce

 a
t 

ea
ch

 le
ss

on

Pe
rc

en
t o

f 
yo

ut
h 

w
ho

 p
ar

tic
ip

at
ed

 
in

 a
t l

ea
st

 s
ix

 s
es

si
on

s 
ca

lc
ul

at
ed

Su
m

m
at

iv
e

—
de

sc
ri

be
d 

fo
r 

th
e 

pr
oj

ec
t 

ov
er

al
l

N
ot

e.
 L

H
A

 =
 la

y 
he

al
th

 a
dv

is
or

.

Qual Health Res. Author manuscript; available in PMC 2015 December 17.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Albritton et al. Page 23

Table 2

Conceptual, Instructional, and Vocabulary Challenges Within Lessons.

Lesson Conceptual/Content Challenges Instructional Challenges Vocabulary Challenges
Observer and Facilitator 
Feedback

Lesson 1 ✓ Both agreed on instructional 
challenges

Lesson 2 ✓ ✓
Observer identified conceptual 
challenges, facilitators identified 
vocabulary challenges

Lesson 3 ✓ Challenge identified by observer but 
not facilitator

Lesson 4 ✓ Both agreed on conceptual 
challenges

Lesson 6 ✓ ✓ Both agreed on conceptual and 
vocabulary challenges

Lesson 7 ✓ Challenge identified by facilitator 
but not observer

Lesson 8 ✓ Challenge identified by facilitator 
but not observer

Lesson 9 ✓ ✓
Observer identified conceptual and 
vocabulary challenges; facilitators 
observed vocabulary challenges

Lesson 10 ✓ ✓ Both agreed on instructional and 
vocabulary challenges

Lesson 11 ✓ Challenge identified by facilitator 
but not observer

Lesson 12 ✓ ✓ ✓
Both agreed on conceptual, 
instructional, and vocabulary 
challenges

Qual Health Res. Author manuscript; available in PMC 2015 December 17.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Albritton et al. Page 24

Table 3

The Teach One Reach One Problem–Solution Matrix.

Core Process-Evaluation Element Problem Solution

Reach Inadequate number of 
participants recruited and 
matriculated through the 
program

Strengthened recruitment for program by working with additional 
recruiters and community organizations to increase their referrals into 
the program; increased the amount of contact with participants who 
were recruited into the program to improve and gauge interest in the 
program; and offered a TORO informational/meet-and-greet session 
before the intervention began to answer questions and increase 
participant excitement, and to build trust with participants about the 
program

Increased collaborative recruitment efforts. The recruiters and LHA 
coordinators worked with various GRACE steering committee members 
to improve the networks to reach out to participants; recruiters worked 
in pairs at college fairs, visited schools and other sites (e.g., Boys & 
Girls Club and a teen pregnancy-prevention program) to recruit 
participants.

Fidelity Length of session did not 
accommodate the allotted 
start/end time

Delegated cofacilitators as timekeepers to enforce session start/end time

Dose Delivered Session materials missing 
during implementation of the 
lesson

Created a materials box and checklist for each lesson
Delegated a community-based organization representative to check 
materials boxes prior to lesson being taught

Variations of lesson 
implementation (i.e., 
omitting content and 
activities, modifying lesson 
to adapt to participants)

Refresher facilitator trainings were conducted to share best practices 
and reinforce appropriate implementation methods.
Delegated cofacilitators as timekeepers to enforce session start/end time

Dose Received Maintaining and engaging 
youth participants

Created additional skits/role plays to engage youth

Youth participants desired a 
longer program

Created additional programs to include TORO graduates; programs 
included Making Healthy Change Happen (a photovoice and advocacy 
project with youth–caregiver pairs and their allies) and Project Uplift 
My Sister (a female-youth empowerment and gender-equality project)

Note. GRACE (Growing, Reaching, Advocating, for Change and Empowerment) is the name of the academic–community partnership formed to 
address health disparities. LHA = lay health advisor; TORO = Teach One Reach One.
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