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Needs Analysis Report
Background:

Since the early years of the AIDS epidemic, identifying appropriate and effective prevention strategies have been a critical element to slowing the rates of HIV infection in the United States.  The Centers for Disease Control and Prevention (CDC) provides funding to States and jurisdictions for HIV prevention services.  In order to receive this funding, State Health Departments are tasked with developing a comprehensive HIV prevention plan.  The recommendations in the comprehensive prevention plan inform how federal funding will be spent to implement statewide HIV prevention strategies.  
In the State of Delaware, the comprehensive prevention plan outlines the epidemiologic profile of HIV/AIDS in the State, and the results of a community services assessment, which “describes the prevention needs of populations at risk for HIV infection, the prevention activities/interventions implemented to address these needs and an analysis of what service gaps exist” (Department of Health and Social Services i).  Based on the community services assessment, the Plan define priority populations in the State that are most at-risk for HIV infection.  Effective and appropriate HIV prevention interventions are then identified for each target population and put forward as recommendations for the State Health Department to consider when developing contracts for prevention services in affected communities (Department of Health and Social Services ii).  
Since 1994, the CDC, in an effort to improve local HIV prevention programs, shifted the focus of planning for HIV prevention strategies to strengthen the “(1) scientific basis, (2) community relevance, and (3) population- or risk-based focus of HIV prevention interventions in each project area” (Centers for Disease Control and Prevention 3).  This shift required the inclusion of community members in the development of the comprehensive HIV prevention plan.  Community planning allows local stakeholders to make decisions and recommendations on HIV prevention activities, and is seen as the best way to respond to local needs (Delaware HIV Consortium 1).  The HIV Prevention Planning Group was responsible for the development, evaluation, and revision of the Comprehensive HIV Prevention Plan in Delaware.  
In addition to HIV Prevention Community Planning, States and jurisdictions must undergo a similar planning process when identifying HIV/AIDS care services.  The Ryan White Care Act requires that community consortia develop a “Statewide Coordinated Statement of Need, which reviews the epidemic within the State, a discussion of the existing needs assessments, quantitative and qualitative information, and emerging trends/issues affecting HIV care and service delivery in the State” (Delaware HIV Consortium 1).  The Treatment Services Committee was the group responsible for developing the Statement of Need in Delaware.  

In 2004, based on recommendations from the federal government and local leadership on the treatment and prevention planning groups, Delaware decided to merge the HIV Prevention Community Planning Group and the Treatment Services Committee to form one group that engaged in planning and recommendations for HIV prevention, care, and treatment services in Delaware.  The HIV Planning Council was formed, with the mission of eliminating the spread of HIV/AIDS and creating a continuum of care for Delawareans (Delaware HIV Consortium 8).  Attendance and voting policies were created, along with categories of membership to reflect requirements outlined by CDC and the Health Resources and Services Administration (HRSA).  New sub-committees, or work groups, were established to address key planning components for prevention and treatment services.  The ultimate goal for the Planning Council is to create one Comprehensive HIV Plan that addresses HIV prevention and treatment needs for Delaware.    
The Council is comprised of community stakeholders, State Division of Public Health staff, service providers, and people living with HIV.  It brings together a diverse group of participants with a wide range of skills and abilities.  Members of the Council and responsible work groups within the Council must have a thorough understanding of all steps of the planning process in order to make informed and appropriate decisions.  
The Delaware HIV Consortium (DHC), a statewide non-profit organization whose mission is to ensure that effective and appropriate HIV treatment and prevention services are provided statewide, facilitates the activities of the HIV Planning Council.  DHC provides support and guidance to the Council during all phases of development and evaluation of the Comprehensive HIV Plan.  DHC’s Community Planning Coordinator, the staff person assigned to support the Council’s planning process and the SME for this project, identified preliminary training needs for the Council within the current phases of planning.  
One sub-committee of the Council, the Data Work Group, focuses on data analysis, epidemiologic profile review, facilitating a survey of consumers and focus groups on prevention and treatment services, identifying priority prevention populations, and recommending effective and appropriate interventions for those populations.  Currently, the Data Work Group is conducting focus groups to supplement data included in the community services assessment.  Once the focus groups are completed and the data analyzed, the Data Work Group will be responsible for identifying and selecting effective HIV prevention interventions for targeted populations in the State.  The Data Work Group must have a clear understanding of what an intervention is, what constitutes an “effective” intervention, how to identify an effective intervention, how to identify intervention types, and how appropriate interventions are identified.  The Community Planning Coordinator indicated that the Data Work Group would benefit greatly from training on any aspect of intervention identification and selection for the current planning process.
Identify Purpose/Goals of Needs Analysis
The purpose of this needs analysis is to understand the current environment and planning process for identifying HIV prevention interventions in order to:
· To verify and refine training need identified by the SME: Is training required to aid in work group member decision-making regarding HIV prevention interventions? What aspect(s) of identifying and selecting interventions need to be clarified to work group members?

· To identify scope of training:  Once training component is identified, what is the depth required to achieve the training goal?
Limitations

The Community Planning Coordinator for the Delaware HIV Consortium is the SME for this project.  Due to the client’s location in Delaware (this ID is in Northern Virginia), communication is limited to phone conversations and electronic means.  In addition, the target audience for this project is not easily accessible to this ID.  Any communication with audience members or other individuals involved in this project will be facilitated by the SME, which may influence audience feedback.

Questions

The first step in this analysis identified the drivers and barriers to the Data Work Group’s successful identification of HIV prevention interventions.  Preliminary drivers and barriers identified by this ID were:

Drivers to performance: 
· Completion and satisfaction with a segment of the planning process which will achieve buy-in from work group members for the planning process and the comprehensive plan

· Selecting appropriate interventions will lead to a reduction in HIV incidence

· Many service providers are a part of the Council.  Selecting appropriate interventions may impact services they deliver in a positive way (increased funding)

Barriers to performance:
· If the process to identify and select interventions in not clear, or if any of work group members do not have a baseline understanding of what they are responsible for, then members will not be satisfied with selected interventions, making it difficult to achieve buy-in during plan development and with the finalized plan
· Selecting appropriate interventions could potentially lead to an increase in HIV incidence

· Many service providers are a part of the Council.  Selecting appropriate interventions may impact services they deliver in a negative way (decreased funding)

A comprehensive material review was conducted.  Based on the focus of the needs analysis, potential drivers and barriers, and material review, the following questions were identified for SME feedback:
· In general, what are the strengths of the Data Work Group?  (This could be anything - from the diverse representation of work group members, to solid decision-making policies, to the level of trust between group members.)  What are motivating factors for the Data Work Group to achieve their goals?

· In general what are the challenges facing the Data Work Group? (Again, this could be anything as referenced above.)  What barriers must the Data Work Group address in order to achieve their goals? 

· Ideally, what should the Data Work Group be able to do, or accomplish when it comes time to identify and select prevention interventions?

· What was the Interventions Work Group (from the last planning cycle) able to do, or accomplish the last time they needed to complete this task?  

· How many current Data Work Group members have previously engaged in identification and selection of interventions?  How many are new to this part of the planning process? 

Other general questions for verification/clarification: 


· Is this the first time the merged Planning Council will engage in full plan development?  In the integration document, a Comprehensive HIV Plan is referenced - will plans for Treatment services and the Prevention Plan also be merged during this process to create one document? 

· Are there any additional policies/procedures, membership roles, and decision-making processes specific to the Data Work Group? 

· Based on the '07 timeline, it looks like the Council is preparing to revise the current plan as outlined in the CDC planning guidance.  The focus groups that the Data Work Group is currently preparing for, and the future work on identifying and selecting the interventions - is that for the new plan, or the next step in current plan revision? 

· How many non-voting Council members are members of the Data Work Group?  How many are voting?

· The representation categories that must be filled by Council members - it seems like this requirement brings some unique challenges.  Are the categories too limiting when trying to fill a vacant Council position?  For example, how does the Council get representation from the Incarcerated category? 

· The conflict of interest statement appears to resolve the issues related to decision-making to benefit a member's agency – is this policy effective?
Methods
An informal interview was conducted with the SME on 2/22/07.  This interview discussed the current structure of the HIV Planning Council, the current timeline for planning activities, the responsibilities of the Data Work Group, and preliminary training needs of work group members.  Documentation of prior planning activities, guidelines for planning, and reports were reviewed (see References section).  Additional questions were identified and emailed to the SME for feedback (see Questions section).  
Based on SME feedback, a task analysis was conducted.  Using the Dick, Carey, and Carey Instructional Analysis process, supplemented by the goal analysis tool located at the Center for Education Integrating Science, Mathematics and Computing website at Georgia Tech's College of Sciences, I identified one overarching goal and five defining goals for instruction.  Using a hierarchical analysis, a list of tasks the Data Work Group members would need to complete to reach the overarching goal was created, clustered, organized, and outlined in a flow chart to demonstrate their hierarchical relationship.  In the next phase of analysis, a learner analysis will be conducted, which will include a brief questionnaire consisting of open-ended questions for a representative group of the target audience.  This will verify information, assist in refining the scope of instruction, and achieve audience buy-in.  Work group members participating in the questionnaire will be identified by the SME, and the SME will facilitate information exchange between these work group members and the ID.
Sample

SME: Community Planning Coordinator at the Delaware HIV Consortium.  The Community Planning Coordinator works with the HIV Planning Council to facilitate and support planning activities and works with the Council to develop the Comprehensive HIV Plan.
Data Work Group members: Voting and non-voting members of the HIV Planning Council who are responsible for data collection, prioritization of target populations, and identification of appropriate and effective prevention and treatment activities for those populations.  A complete profile of Data Work Group members will be provided upon completion of the learner analysis.

Instrumentation
Instruments used in the development of this analysis include:

· A list of questions developed for the SME (Appendix A);

· An outline goal analysis and task analysis (Appendix B); and 

· A questionnaire for a representative group of Data Work Group members to validate training needs, and to identify baseline learner knowledge and abilities related to the identification of HIV prevention interventions (Appendix C).

Results
The results of the initial feedback provided by the SME indicate that the Data Work Group represents a very cohesive group that is focused on delivering a strong product to meet the Council’s needs.  They are invested in their work and take their responsibilities to the planning process seriously.  While this is the first time the work group will engage in plan development, work group members were involved in either the treatment or prevention planning committees before they integrated, bringing an average of 4-5 years of community planning experience to the work group.  Some of the barriers identified by the SME include the reluctance by members to take on leadership roles for the group.  In addition, the Data Work Group takes on the bulk of the planning process for the Council, which has pushed back their planning timeline to accommodate all of the Data Work Group responsibilities.  
Despite the 4-5 year of experience the average work group member brings to HIV community planning activities, only one member out of 19 has participated in the identification and selection of HIV prevention interventions during the development of the most recent Comprehensive Prevention Plan.  The SME identified the need for Data Work Group members to have a solid background knowledge about what interventions are and what makes an intervention “effective” according to CDC standards.  Data Work Group members also need to determine if an effective intervention is appropriate for implementation locally, and how to identify effective and appropriate interventions beyond the “Compendium” or list recommended by the CDC.  
The Data Work Group uses a consensus decision-making process.  The work group provides reports and updates on planning tasks to the Planning Council.  The Council provides recommendations and comments to the work group, but the final decisions related to planning tasks rests with the work group members.  The merging of the treatment and prevention planning groups has resulted in fairly complex requirements for representation on the Council.  This is to meet CDC and HRSA requirements that planning groups contain members that reflect perspectives of at-risk populations and people living with AIDS, and includes representatives of “varying races and ethnicities, genders, sexual orientations, ages, and other characteristics such as varying educational backgrounds, professions, and expertise” (Centers for Disease Control and Prevention 6).  This includes members whose characteristics are reflective of the “current and projected epidemic” (Centers for Disease Control and Prevention 6) in the State.  
In a small State such as Delaware, identifying appropriate members that meet these representative categories can be challenging, and as result, representation for membership categories may be addressed by a person who currently provides services to that population.  Since the Data Work Group makes recommendations for implementing prevention interventions in Delaware, then the decisions made by these work group members could affect the funding levels at agencies where they are currently employed.  A conflict of interest policy has been adopted by the Council to prevent members’ participation in discussions or voting “in which they may have a direct or indirect personal financial interest” (Delaware HIV Consortium 14).  The conflict of interest statement, coupled by the fact that the Council does not make direct decisions regarding funding levels, eliminates this as a potential barrier when making recommendations for HIV prevention interventions.
A thorough review of CDC’s HIV Community Planning Guide, the Academy for Educational Development’s Setting HIV Prevention Priorities Guide, and the 2005-2009 Comprehensive HIV Prevention Plan for Delaware, revealed specific tasks the Data Work Group must undergo to identify and select effective and appropriate HIV prevention interventions.  A task analysis was conducted (see Appendix B), and through this analysis, the identification of one overarching goal and five defining goals were identified for this instruction:
Overarching goal:  The Data Work Group members of the HIV Planning Council will be able to identify a list of appropriate HIV prevention interventions based on evidence of effectiveness and potential effectiveness for each target population identified during the comprehensive planning process.

Defining goals:

1. Data Work Group members will be able to define what an intervention is and identify real world examples of interventions.

2. Data Work Group members will be able to define intervention types and identify real world examples of intervention types.

3. Data Work Group members will be able to identify and define factors used by the CDC to determine intervention effectiveness.

4. Data Work Group members will be able to use these factors to select additional intervention strategies from data sources outside those provided by the CDC.

5. Data Work Group members will be able to identify and define characteristics of selected interventions to determine the intervention’s appropriateness if implemented locally.
Recommendations
As a result of the task analysis, additional information is needed about the learners in order to refine the scope of instruction.  While the overarching goals and defining goals listed above represent a small aspect of the planning process around intervention identification, the steps involved to achieve these goals are very complex.  A learner analysis is currently in progress.  Feedback from the SME will identify demographics and characteristics of Data Work Group members.  Focusing on generative learning theory, a questionnaire is being developed for a representative group of Data Work Group members.  This questionnaire will determine members’ level of knowledge on specific planning tasks by measuring their ability to link or connect their current experience with HIV prevention interventions in Delaware, and applying it to the process of identifying effective and appropriate interventions for the new Comprehensive Plan (see Appendix C).  
In addition, communication strategies were developed in response to some of the identified limitations.  This ID will communicate weekly with the SME by phone or by email to inform her on analysis, design, and development progress.  A wiki has been created to share information with the SME and allow her to provide feedback.  It also stands as a repository of documentation and references related to this project.  
A final consideration for the design and development of training is the amount of time available to implement training with the Data Work Group.  As highlighted by the SME, the Data Work Group is responsible for most of the planning activities during the development of the Comprehensive Plan.  The planning timeline has already been adjusted due to the amount of tasks this group is responsible for completing.  The Data Work Group will not begin considering intervention identification until the end of the calendar year.  If this timeline is pushed back again, then there may be only a small window to conduct training activities around this part of the planning process.  Therefore, training should not only be effective, but efficient so the work group can spend the majority of their time engaged in planning activities.
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APPENDIX A
Initial questions and answers from Susan Tanner, Community Planning Coordinator, 
DE HIV Consortium – 3/1/07

1. In general, what do you feel are the strengths of the Data Work Group?  (This could be anything - from the diverse representation of work group members, to solid decision-making policies, to the level of trust between group members.)  What are motivating factors for the Data Work Group to achieve their goals? 

THE GROUP HAS BEEN WORKING TOGETHER FOR 2 YEARS ALREADY.  THERE ISN'T A LOT OF MIGRATION BETWEEN WORK GROUPS SO THERE HASN'T BEEN A LOT OF LOSS OF MEMBERS.  THEY WORKED REALLY WELL TOGETHER AND REALLY HARD ON THE CONSUMER SURVEY LAST YEAR.  THEY ARE EXCITED ABOUT WORKING ON THE FOCUS GROUPS AND THEY ARE WILLING TO PUT THE TIME INTO THE PROCESS.  THE MEMBERS OF THIS WORK GROUP ARE THE 'OLD TIMERS'.  THEY'VE BEEN INVOLVED IN EITHER THE PREVENTION PLANNING GROUP OR TREATMENT COMMITTEE BEFORE WE INTEGRATED.  I'D SAY THE AVERAGE NUMBER OF YEARS INVOLVED IN COMMUNITY PLANNING IS 4-5 YEARS.  BECAUSE THEY'VE BEEN WORKING TOGETHER THEY HAVE A GOOD GROUP THINK PROCESS AS WELL AS DECISION-MAKING PROCESS DOWN PAT.  
   
     2. In general what do you feel are the challenges facing the Data Work Group? (Again, this could be anything as referenced above.)  What barriers must the Data Work Group address in order to achieve their goals? 


NO ONE WANTS TO BE THE LEADER!  ALTHOUGH MR. P (name not included due to confidentiality) HAS TAKEN ON THAT ROLE FOR THE TIME BEING.  THEY HAVE A LOT OF WORK TO DO IN THE NEXT TWO YEARS.  BECAUSE THEY DECIDED TO COMBINE THE TWO DATA WORK GROUPS INTO ONE, THEY HAVE DOUBLE THE TASKS.  WE'VE DECIDED NOT TO DO THE LONGITUDINAL DATA REVIEW AS A GROUP.  I WILL DO THAT AS I WORK ON THE WRITE-UP FOR THE CONSUMER SURVEY AND THEN THE FOCUS GROUPS ONCE THOSE ARE DONE.  BUT THAT IS WHY WE HAVE TO PUSH BACK (IN TERMS OF THE TIMELINE) REVIEWING THE INTERVENTIONS TASK.    
 
     3. Ideally, what would you like to see the Data Work Group be able to do, or accomplish when it comes time to identify and select prevention interventions?


I THINK FIRST THING IS THEY NEED TO HAVE A GOOD BACKGROUND KNOWLEDGE ABOUT WHAT INTERVENTIONS ARE.  SOME EDUCATION ON HOW THESE INTERVENTIONS APPROVED BY THE CDC ARE PROVEN EFFECTIVE.  HOW TO REVIEW AN INTERVENTION AND DETERMINE IF IT WOULD BE EFFECTIVE/DOABLE HERE IN OUR STATE WITH OUR POPULATION.  HOW TO LOOK AT ARTICLES ON PROGRAMS (NOT IN THE CDC COMPENDIUM) AND DETERMINE IF THEY WERE EFFECTIVE AND WOULD WORK HERE.    
 
     4. What was the Interventions Work Group (from the last planning cycle) able to do, or accomplish the last time they needed to complete this task?  Whatever insight you can provide beyond the summary that is detailed in the '05 - '09 plan would be helpful. 

YOU ARE TAXING MY MEMORY WITH THIS QUESTION!  I WENT THROUGH THE DOCUMENTS LISTED IN THE REPORT IN THE PLAN, REPORTS FROM OTHER STATE'S PLANS, I ALSO TRIED TO FIND AS MUCH ONLINE AS I COULD ABOUT OTHER PROGRAMS AND PUT THEM INTO POPULATION BASED CATEGORIES (I DIDN'T HAVE ACCESS TO ONLINE JOURNALS AT THIS TIME SO THAT WAS A PROBLEM - I COULD FIND SUMMARIES OF ARTICLES ON WEBSITES BUT DIDN'T HAVE ACCESS TO GO ONLINE AND BUY ANYTHING.  THE CONSORTIUM ENDED UP PAYING FOR 2 JOURNALS THAT YEAR SO THAT I COULD TRY AND GET AS MUCH FROM THEM DURING THAT YEAR BUT I STILL DIDN'T HAVE ACCESS TO PAST JOURNALS!).  THE WORK GROUP MEMBERS ALSO COLLECTED SOME INTERVENTIONS.  
 

THE WORK GROUP MEMBERS WERE SPLIT INTO TEAMS OF TWO TO LOOK AT THE INTERVENTIONS FOR ONE POPULATION.  FOR EXAMPLE, MS. C AND MR. Z (names not included due to confidentiality) TOOK THE SUBSTANCE ABUSING/IDU POPULATION INTERVENTIONS.  EACH TEAM REVIEWED THE INTERVENTIONS TOGETHER.  AS THEY WERE REVIEWING THE INTERVENTIONS, I ASKED THEM TO THINK ABOUT THE FOLLOWING QUESTIONS:
1.  DOES THE INTERVENTION 'WORK' WITH THE SAME DEMOGRAPHICS AS THE TARGET POPULATIONS (AGE, RACE, MODE OF TRANSMISSION, GEOGRAPHIC AREA (RURAL VS. URBAN), GENDER)?
2.  WHAT TYPE OF INTERVENTION IS THIS (GLI, ILI, CLI, OUTREACH, C&T, PEER OR NON-PEER, HEALTH COMMUNICATION/PUBLIC INFORMATION, ETC.)?
3.  DOES THE INTERVENTION HAVE A BEHAVIORAL SCIENCE THEORY BEHIND IT?
4.  DOES THE INTERVENTION 'SEEM' LIKE IT WILL WORK IN OUR STATE?
5.  MORE THAN LIKELY YOU WILL NOT HAVE A LARGE NUMBER OF INTERVENTIONS THAT MATCH UP WITH YOUR TARGET POPULATIONS.  HOWEVER, IF YOU DO...RANK EACH INTERVENTION FROM 1 TO 5 (1-NOT LIKELY TO WORK; 3-COULD WORK; 5-WILL DEFINITELY WORK).
 

THEN WE MET AS A BIG GROUP AND WENT POPULATION BY POPULATION TALKING ABOUT THE INTERVENTIONS THEY THOUGHT WORKED WELL AND WOULD WORK WELL IN DELAWARE.  WE PUT EVERYTHING ON BIG FLIP CHART PAPER.  AS WE STARTED THE PROCESS WE REALIZED THAT WE WANTED TO MAKE SOME CHANGES TO THE WAY THINGS HAD BEEN DONE IN THE PAST...JUST USING ILIS OR GLIS WITH CERTAIN POPULATIONS AND NOT BOTH.  SO WE DECIDED FOR MOST OF THE GROUPS THAT IF YOU WERE GOING TO DO A GLI THAT YOU ALSO NEED TO DO AN ILI.  DIFFERENT ORDER DEPENDING ON THE POPULATION, BUT WE WANTED BOTH TO BE DONE.  THAT WAS FROM THERE PERSONAL EXPERIENCE AS SERVICE PROVIDERS AS WELL AS A COUPLE OF ARTICLES THAT WE WERE ABLE TO FIND.  ALSO, WE DIDN'T HAVE TO PRIORITIZE THE INTERVENTIONS.  SO WE COULD JUST MAKE RECOMMENDATIONS AND BE DONE, WHICH REALLY HELPED THE PROCESS I THINK.  
  
I HAVE A HUGE THICK FOLDER WITH MEETING NOTES AND COPIES OF EMAILS BACK AND FORTH.  I'VE ALSO ATTACHED THE FINAL LIST OF INTERVENTIONS THAT WE WORKED OFF OF.  

     5.  How many current Data Work Group members have previously engaged in identification and selection of interventions?  How many are new to this part of the planning process?

MR. V (name not included due to confidentiality) IS THE ONLY ONE.  WHICH MEANS THAT THERE ARE 18 NEW PEOPLE TO THE PROCESS.
 
Other general questions for verification/clarification: 

     A. Is this the first time the merged Planning Council will engage in full plan development?  In the integration document, a Comprehensive HIV Plan is referenced - will plans for Treatment services and the Prevention Plan also be merged during this process to create one document? 


YES.  AND YES.  WE WILL CREATE ONLY ONE PLAN OUTLINING THE PRIORITIES AND RECOMMENDATIONS FOR BOTH PREVENTION AND TREATMENT.  IT WILL BE SENT TO CDC AS THE COMPREHENSIVE HIV PREVENTION PLAN AND WILL BE SENT TO HRSA FOR THE STATEWIDE COORDINATED STATEMENT OF NEED.  ON THE RW SIDE THE STATE ALSO HAS TO WRITE A COMPREHENSIVE TREATMENT PLAN FOR THE STATE.  THERE ARE SPECIFIC QUESTIONS AND FORMAT THAT DOCUMENT HAS TO BE SENT TO HRSA IN BUT THE GOAL IS THAT THEY WILL BE ABLE TO PASTE AND CUT SECTIONS OF THE PLAN TO BE USED TO CREATE THAT DOCUMENT ALSO.
 
     B. Does CHAT input/feedback only occur on the full council level?  If not, how does CHAT input occur on the work group level?


CHAT ACTUALLY DOES NOT EXIST ANYMORE.  

     C.  Would I be able to get a copy (if you have it available) of policies/procedures, membership roles, and decision-making processes specific to the Data Work Group? 
WORK GROUP MEMBERS ARE … (names not included due to confidentiality)

AS FOR MEMBERSHIP ROLES, DECISION MAKING PROCESS THERE ARE NO WRITTEN DOCUMENTS WITH THIS INFO.  WE DECIDED AT OUR VERY FIRST MEETING THAT WE WOULD USE THE CONCENSUS DECISION MAKING MODEL.  AS I SAID EARLIER, MR. P (name not included due to confidentiality) IS GOING TO BE THE WORK GROUP LEADER FOR THE TIME BEING...HE WANTS A CO-WORK GROUP LEADER.  I WAS IT FOR THE PAST 2 YEARS.

     D. Based on the '07 timeline, it looks like the Council is preparing to revise the current plan as outlined in the CDC planning guidance.  The focus groups that the Data Work Group is currently preparing for, and the future work on identifying and selecting the interventions - is that for the new plan, or the next step in current plan revision? 


IT'S FOR BOTH. EACH YEAR WE ARE REQUIRED TO REVIEW THE CURRENT PLAN AND MAKE UPDATES PER CDC.  WE HAVE TO MAKE THIS DECISION BY JUNE IN ORDER TO SUBMIT THE UPDATE TO DPH SO THEY CAN INCLUDE THAT IN THEIR APPLICATION FOR FUNDING THAT WE REVIEW IN AUGUST.  SO WHATEVER DATA WE COLLECTED FROM JULY - JUNE WE USE TO MAKE UPDATES TO THE PLAN...THE DATA ALSO GETS WRITTEN UP AND WILL BECOME PART OF THE FINAL PLAN.  DOES THAT MAKE SENSE?  JUST TO LET YOU KNOW, WE HAVEN'T MADE ANY UPDATES TO THE PLAN FOR THE PAST 2 YEARS.

     E.  How many non-voting Council members are a part of the Data Work Group?  How many are voting?


VOTING: 11    NON-VOTING: 8
 
     F. The representation categories that must be filled by Council members - it seems like this requirement brings some unique challenges!  Do you find the categories too limiting when trying to fill a vacant Council position?  BTW, how does the Council get representation from the Incarcerated category? 


I WOULDN'T SAY LIMITING.  CHALLENGING, YES.  WE JUST WENT THROUGH THIS PROCESS FOR THE SECOND TIME.  WHERE THE SLATE IS WIPED CLEAN AND EVERYONE HAS TO REAPPLY.  OUT OF THOSE WHO WERE ELIGIBLE AND APPLIED FOR A VOTING MEMBER POSITION ONLY 6 PEOPLE DIDN'T GET A VOTING MEMBER POSITION.  THEY CAN REAPPLY FOR ONE OF THE VACANT POSITIONS IF THEY TRULY REPRESENT THAT CATEGORY.  BUT IT DEFINITELY HELPS US MEET THE REQUIREMENTS OUTLINED BY CDC AND HRSA - HRSA REQUIRES THAT 1/3 OF A TITLE I PLANNING COUNCIL BE PWAS AND WE THOUGHT AT THE TIME THAT WAS GOING TO BE APPLIED TO TITLE II CONSORTIA ALSO.  AND IT HELPS WITH THE CDC REQUIREMENT OF MEETING THE DEMOGRAPHICS OF THE INFECTED POPULATION IN THE STATE.  

OUR DEFINITION OF REPRESENTATION STATES THAT YOU MUST BE ABLE TO REFLECT THE POPULATIONS ATTITUDES, BEHAVIORS AND NORMS.  WE ARE LOOSE WITH THAT AND ALLOW PEOPLE WHO ARE PROVIDING SERVICES TO THE POPULATIONS TO REPRESENT THEM.  OUR ISSUE RIGHT NOW IS TRYING TO FIND SOMEONE TO REPRESENT THE IDU POPULATION!
 
     H. The conflict of interest statement appears to resolve the issues related to decision-making to benefit a member's agency - do you find that this policy is effective?


THE WAY WE HAVE IT SET UP IS THAT ALL OF THE WORK IS DONE IN THE WORK GROUPS.  THEY MAKE THE REPORTS/UPDATES TO THE PLANNING COUNCIL.  THE PLANNING COUNCIL HAS THE ABILITY TO MAKE RECOMMENDATIONS/COMMENTS.  BUT IT IS THE FINAL DECISION OF THE WORK GROUP - THEY ARE THE ONES THAT HAVE DONE ALL OF THE WORK AND THEY ARE THE ONES THAT MAKE THE FINAL DECISION BASED UPON THE DATA.

WE ALSO DON'T MAKE DECISIONS ABOUT FUNDING LEVELS, WHICH I THINK IS THE REASON THAT WE ARE ABLE TO DO MORE THAN OTHER JURISDICTIONS.  THEY AREN'T DIRECTLY MAKING DECISIONS ABOUT THEIR AGENCIES.  IN GENERAL THEY ARE BUT NOT DIRECTLY.  I HOPE THAT WE DO A GOOD ENOUGH JOB EXPLAINING THE DATA SO THAT PEOPLE ARE AWARE OF WHERE THE NEEDS ARE.  AT LEAST I HAVEN'T HEARD ANY COMMENTS IN THE OTHER DIRECTION!
 

APPENDIX B


After receiving feedback from the SME on preliminary questions (see question & answer synopsis), it was determined that the Data Work Group members would benefit most from a training component that provides them with a deep understanding of what an intervention is within the HIV prevention planning context, and what factors are considered by the Centers for Disease Control and Prevention (CDC) when identifying a list of effective and appropriate interventions.

I proceeded with the task analysis by using the Dick, Carey, and Carey Instructional Analysis process.  Utilizing the goal analysis tool located at the Center for Education Integrating Science, Mathematics and Computing website at Georgia Tech's College of Sciences, I identified one overarching goal and five defining goals for training.

Write down the goals
· Data Work Group members need to be able to identify what an intervention is.

· Data Work Group members need to be able to identify the factors that define an effective intervention.

· Data Work Group members need to be able to conduct research of CDC and other data sources in order to identify appropriate interventions for identified populations.

· Data Work Group members need to be able to recognize intervention characteristics to determine appropriateness for local implementation.

What Data Work Group member can say or do once goals are achieved
1. Provide a definition of an intervention

· From a list of examples, identify what would be considered an intervention.

2. Provide a definition of what is considered “effective” in social/behavioral science terms.

· List and define factors used by CDC and other associated agencies to determine intervention effectiveness.

· Identify those factors in a list of example interventions.

· Choose an intervention used locally.  Have group member identify the steps or “factors” they would need to address in order to prove the intervention is effective.

· Provide a definition of different intervention types

· From a list of examples, identify them by intervention type and the characteristics that define it as that intervention type

· From the list of local interventions currently implemented, identify which intervention type each intervention represents.

· Identify a list of characteristics that would make interventions appropriate for the local community

· Provide a definition of each characteristic.

· Using examples of interventions, identify the characteristics represented within the intervention that would make it appropriate locally.

· Review some interventions currently implemented locally.  Identify which characteristics apply to these interventions and which do not.

Sort items
1. Provide a definition of an intervention

· From a list of examples, identify what would be considered an intervention.

2. Provide a definition of different intervention types

· From a list of examples, identify them by intervention type and the characteristics that define it as that intervention type

· From the list of local interventions currently implemented, identify which intervention type each intervention represents

3. Provide a definition of what is considered “effective” in social/behavioral science terms.

· List and define factors used by CDC and other associated agencies to determine intervention effectiveness.

· Identify those factors in a list of example interventions.

· Choose an intervention used locally.  Have group member identify the steps or “factors” they would need to address in order to prove the intervention is effective.

4.  Identify a list of characteristics that would make interventions appropriate for the local community

· Provide a definition of each characteristic.

· Using examples of interventions, identify the characteristics represented within the intervention that would make it appropriate locally.

Redefine goals

Overarching goal:  The Data Work Group members of the HIV Planning Council will be able to identify a list of appropriate HIV prevention interventions based on evidence of effectiveness and potential effectiveness for each target population identified during the comprehensive planning process.

Defining goals:

6. Data Work Group members will be able to define what an intervention is and identify real world examples of interventions.

7. Data Work Group members will be able to define intervention types and identify real world examples of intervention types.

8. Data Work Group members will be able to identify and define factors used by the CDC to determine intervention effectiveness.

9. Data Work Group members will be able to use these factors to select additional intervention strategies from data sources outside those provided by the CDC.

10. Data Work Group members will be able to identify and define characteristics of selected interventions to determine the intervention’s appropriateness if implemented locally.

Using a hierarchical analysis, I created a list of tasks the Data Work Group members would need to complete to reach the overarching and defining goals.  I clustered and organized the tasks and provided a flow chart to show their hierarchical relationship.

List of Tasks
· Define an intervention

· Recognize intervention types

· Understand met/unmet needs found in recent consumer survey/provider survey/resource inventory

· Review list of target populations

· Understand how interventions are defined locally

· Define factors determined by the CDC to recognize effective interventions

· Identify potential effective interventions for each target population

· Review reports, studies, and data from the CDC and associated agencies on effective interventions

· Conduct a literature review from other data sources

· Identify other potentially effective interventions

· Consult other jurisdictions for additional examples of interventions

· Determine appropriateness of potential interventions

· Identify characteristics that would make potential interventions appropriate locally

Cluster and organize tasks
1. Define an intervention

2. Recognize intervention types

3. Understand how interventions are defined locally

1. Understand met/unmet needs found in recent consumer survey/provider survey/resource inventory

2. Review list of target populations

3. Understand how interventions are defined locally

1. Define factors determined by the CDC to recognize effective interventions

2. Review reports, studies, and data from the CDC and associated agencies on effective interventions

3. Identify potential effective interventions for each target population

1. Define factors determined by the CDC to recognize effective interventions

2. Conduct a literature review from other data sources

3. Consult other jurisdictions for additional examples of interventions

4. Identify potential effective interventions for each target population

1. Identify characteristics that would make potential interventions appropriate locally

2. Determine appropriateness of potential interventions
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APPENDIX C
Draft Learner Analysis
Upon completion of the task analysis, I decided to collect information on the learner through a melding of Heinich et al. and Dick, Carey, and Carey methods.  Information will be collected in two ways:
· I will obtain feedback from the SME on learner characteristics, which includes demographic information.

· I will also obtain feedback from a representative group of the target audience to validate needs, and to address learner knowledge of specific tasks identified in the task analysis.

General Characteristics of Target Audience/Demographic information/Group characteristics:  
The merging of the treatment and prevention planning groups has resulted in fairly complex requirements for representation on the Planning Council.  This is to meet CDC and HRSA requirements that planning groups contain members that reflect perspectives of at-risk populations and people living with AIDS, and includes representatives of “varying races and ethnicities, genders, sexual orientations, ages, and other characteristics such as varying educational backgrounds, professions, and expertise” (Centers for Disease Control and Prevention 6).  This includes members whose characteristics are reflective of the “current and projected epidemic” (Centers for Disease Control and Prevention 6) in the State.  In addition, membership policies outline specific requirements for a member to become a voting member of the Planning Council.  Voting and non-voting members both participate in the Data Work Group.  
Feedback from SME:   Please provide demographic information for Data Work Group members.  I do not need their names, but any demographic information (such as race, ethnicity, gender, etc.) or other member characteristics that you keep for CDC/HRSA purposes would be helpful (i.e. which category a member represents when they have their Council hat on, who is a voting member vs. a non-voting member, etc.).  See attached chart for a profile of learner characteristics.

Motivation: As described in the initial feedback provided by the SME, the Data Work Group represents a very cohesive group that is focused on delivering a strong product to meet the Council’s needs.  They are invested in their work and take their responsibilities to the planning process seriously.  Additional questions will be asked of the representative group of work group members to validate this perspective.

Questions for Work Group Members:  A questionnaire will be implemented to a representative group of the target audience to validate information provided by the SME, and to gather information about entry competencies/prior knowledge, and learning preferences.  Focusing on generative learning theory, this questionnaire will determine members’ level of knowledge on specific planning tasks by measuring their ability to link or connect their current experience with HIV prevention interventions in Delaware, and applying it to the process of identifying effective and appropriate interventions for the new Comprehensive Plan. The SME will identify eight to ten members to administer the questionnaire to based on their estimated level of knowledge and experience with interventions:  expert level work group members (members who have an extensive knowledge/experience of identifying HIV prevention interventions); intermediate level work group members (members who have some knowledge/experience with identifying HIV prevention interventions); and entry level work group members (members with little or no knowledge/experience with identifying HIV prevention interventions). 

Validating SME Feedback

Motivation
2. In general, what do you feel are the strengths of the Data Work Group?  (This could be anything - from the diverse representation of work group members, to solid decision-making policies, to the level of trust between group members.)  What are motivating factors for the Data Work Group to achieve their goals? 

3. In general what do you feel are the challenges facing the Data Work Group? (Again, this could be anything as referenced above.)  What barriers must the Data Work Group address in order to achieve their goals? 

4. What do you feel are the work group’s training needs in order to successfully complete future planning activities?

Prior knowledge of the topic area

5. Have you ever been involved in identifying or selecting interventions either as a member of the Planning Council, or in any other setting?

If yes, briefly describe your involvement.

Entry competencies/Ability levels

In your own words, please answer the following questions.  If you do not know how to respond, please enter one of the following: unsure or do not know.

5. What is an intervention?

6. The intervention described below is an example of an effective intervention.  What criteria would be used to determine the “effectiveness” of this intervention?
· Healthy Relationships is a five-session intervention for small-group intervention for men and women living with HIV/AIDS.  It is based on Social Cognitive Theory and focuses on developing skills and building self-efficacy and positive expectations about new behaviors through modeling behaviors and practicing new skills.

7. The intervention described below is currently being implemented in Delaware (Current description of an intervention will be provided by SME to include here).  What type of intervention is this an example of?

8. Can you describe another intervention that is currently being implemented in Delaware?  If so, please list it here and identify the type of intervention it represents.

9. Using the same intervention described in Question 2, what additional characteristics would need to be identified to consider this intervention as appropriate for the HIV+ target populations in Delaware.

Learning preferences/attitudes toward delivery system

In the following list, please place an “X” next to your preferred methods of receiving training and instruction (you can choose more than one).

	Please place your “X” in the cells below
	Method of instruction

	
	Lecture format

	
	Interactive sessions with structured activities for entire group

	
	Small group activities that engage in problem-solving

	
	Case studies that examine specific issues or problems

	
	Role playing


From the activities you selected above, please rank order your selections, with number 1 as your top choice:

Learner Profile of Data Work Group

	Geographic Area Represented
	Age Range
	Council Status
	Race/Ethnicity

	New Castle County
	Kent County
	Sussex County
	29 & Under
	30-39
	40-49
	50+
	Voting
	Non-Voting
	White
	African-American
	Hispanic

	10
	3
	6
	1
	3
	4
	8
	11
	8
	12
	3
	4


	Gender
	Group represented if voting member

	Male
	Female
	Ryan White Title II
	Ryan White Title III
	Ryan White Title IV
	PWA
	Youth
	Mental Health
	Incarcerated
	Government

Staff
	MSM
	Hispanic

	10
	9
	1
	1
	1
	2
	1
	1
	1
	1
	1
	1


	Transmission Category

	Heterosexual
	MSM

	12
	6


PWA – Person living with AIDS
MSM – Men who have sex with men
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