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Abstract I
Introduction: The healthcare system in Nevada has rural-urban, racial-ethnic, economic, and other inequities in care. Social
determinants of health (SDOH) have exacerbated health disparities among high-risk and underprivileged populations. This study
protocol presents Nevada’s COVID-19 public health disparity reduction initiatives and community-based participatory process
evaluation methodologies. The participatory process evaluation based on the Reach, Quality Control, Fidelity, Satisfaction,
Management (RQFSM) Model has been planned with 25 partner organizations that deliver public health services within Nevada.
Methods: This program evaluation will be conducted by the University of Nevada, School of Public Health in collaboration with
the Nevada Office of Minority Health and Equity (NOMHE) and the State of Nevada Division of Public and Behavioral Health
(DPBH), as primary agencies along with other partner organizations funded by the Centers for Disease Control and Prevention
(CDQ). A mixed-methods approach will be implemented to collect data from 25 partner organizations. For assessing the reach,
quantitative and qualitative quarterly data collection reporting forms and focus group discussion (FGD) protocols will be designed;
for quality control, fidelity, and management, semi-structured interviews and FGDs of project personnel and community members
and process observation tally sheets will be generated, and for consumer satisfaction assessment, quantitative satisfaction surveys
will be created in a participatory manner with all stakeholders.
Results: The results of the protocol explain that community-based initiatives offer comprehensive, culturally competent, and
high-quality primary healthcare services, while community health centers and other private sector groups can be considered
as essential connections. Furthermore, it is anticipated that the necessity to integrate services like mental health, drug addiction
treatment, pharmacies, disability assistance, and health care for older individuals would be acknowledged. This integration will
be particularly crucial in places where access to reasonably priced healthcare is hampered by cultural, geographic, or economic
restrictions.
Conclusion: In this study, we describe the protocols of this community-based participatory process evaluation based on the
RQFSM Model in Nevada.
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Introduction The protocols have been developed and approved by

Post-COVID-19 era and health disparities

The healthcare sector faced a significant number of
difficulties in motivating, improving, and monitoring
personal behaviors for COVID-19 prevention, particularly
considering the outbreak of the pandemic and the
immediate post-pandemic years. Presently, the pandemic
has been distinguished by imperceptible transmission
networks, a heightened number of asymptomatic carriers,
and community outbreaks. A robust 3-year community-
based participatory evaluation (CBPE) program in Nevada
has been planned using protocols that have been developed
for a mixed method approach for community interviews
and focus group discussions (FGDs), staff interviews,
and process observation tools based on the Centers for
Disease Control and Prevention (CDC) grant guidelines.'

all stakeholders including the Nevada Department of
Health and Human Services (DHHS) and the Nevada
Office of Minority Health and Equity (NOMHE) which
contextualized and proposed guidelines for program
creation, activity execution, and assessment strategies.
CBPE is a valuable approach for community
organizations to tailor programs to the specific needs of
their populations. This method involves collaborative,
egalitarian, and partnership processes between researchers
and participant groups to assess, define, solve, evaluate, and
disseminate issues chosen by stakeholders.? It emphasizes
the importance of involving everyone in the program in the
evaluation process, setting objectives jointly, addressing
difficulties collectively, and raising awareness collectively.?
Studies have shown that community-based participatory
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research (CBPR) is grounded in collaboration, community
wisdom, shared ownership of research procedures,
intervention design, evaluation, and application.* This
approach has been increasingly recognized as a potent
method for addressing health disparities and promoting
health equity’ Furthermore, participatory evaluation
strategies advocate for local community groups and
coalitions to identify potential outcomes or indicators of
change, thus enhancing the relevance and effectiveness
of interventions.® Although there has been a significant
rise in health disparities globally over the past 50 years,
disparities in research and evaluation among different still
persist, and may even be growing, particularly in relation
to national income groups.” The exceptional differentials
that have become apparent in recent worldwide health
crises, particularly the COVID-19 pandemic, have
emphasized the crucial requirement for efficient public
health interventions, fair distribution of healthcare
mechanisms, and a more profound comprehension of
the socio-economic factors that contribute to global
health inequalities.® Global health, when extrapolated to
community health furnishes policy reforms and future
research areas that aim to promote more resilient public
health systems and reduce the health equality gap.

Implementing participatory evaluation in community-
based programs is feasible and effective, contributing
to capacity building, sustainability, and empowerment
within communities.”® It is crucial to monitor and
maintain CBPR activities throughout the evaluation
process to identify and leverage their influence within
partnerships.’ Additionally, utilizing methods of program
implementation can help understand the context and
impacts of community-based health programs, especially
in situations where changes occur beyond the individual
level.” Anticipated enhancements are expected in the
results of susceptible and high-risk populations. The
implementation of better preventive measures and
increased adoption of vaccines are projected to reduce
disparities in disease contraction and prevalence.'

The proposed strategies for the current process
evaluation utilizing the Reach, Quality, Fidelity,
Satisfaction, Management (RQFSM) Model'! evolved over
time to strengthen the connections between community
health and evaluation while collectively leveraging
the efforts and employing participatory training. The
concept has come forth from the seminal work presented
by Sharma and Bhatia,”> which combined the modern
paradigms to advocate for marginalized groups, integrate
health behavior interventions, work with government
entities on planning and implementation, and prevent
duplication, without commercialization for international
networks. Later the initial model implemented for
a case study in the community-based rehabilitation
(CBR) program identified difficulties in the assessment
of coverage, accessibility, and impact on the lives of

persons with disabilities (PWD) in a rural population.
Other external factors contributed toward enhancing the
function of participatory processes for organizations to
represent PWD in advocating actions and safeguarding
their human rights.'"*"

Health disparities in Nevada

Health disparities in Nevada are a pressing issue that
necessitates attention and action to tackle the root
causes and enhance health outcomes for all demographic
groups. Nevada exhibits notable health differences.
These disparities can be attributed to the significant
geographical distances and demographic imbalance
between the state’s two primary urban regions (Clark and
Washoe counties) and the other 14 counties. This might
lead to insufficient resources or limited access to essential
services, such as healthcare providers, medical facilities,
safe pedestrian areas, or fresh food options.'® Among
the Nevada population, American Indians, Asian Pacific
Islanders, and non-Hispanic Blacks are demographic
groups that commonly experience these health issues.
The enhanced availability of nutritious foods and fresh
produce heightened physical activity and mobility, and
regular visits to healthcare providers for preventive
or routine examinations can help prevent numerous
chronic illnesses. Research has identified several health
challenges in Nevada, including low colorectal cancer
survival rates,'” high incidence of neonatal abstinence
syndrome,'® and disparities in access to oral health care.”
These disparities are influenced by factors such as race/
ethnicity, socioeconomic status, and geographic location,
underscoring the importance of targeted interventions to
mitigate inequities.

Community-based participatory models with a focus on
enhancing evaluation together with adaptability to research
have emerged as effective approaches to collectively
investigate and address health disparities.>” By engaging
community members, organizational representatives, and
researchers in all stages of the research and evaluation
processes, CBPR and CBPE can help tackle social,
structural, and environmental inequities that contribute
to health disparities.”»* Before the onset of COVID-19,
there were notable disparities between racial and ethnic
groups in Nevada. These disparities encompassed various
aspects, such as elevated poverty rates, lower rates of
high school completion, limited access to healthcare and
nutritious food, and increased prevalence of diabetes,
heart disease, and infant mortality.>*** These disparities
illustrate the adverse effects of persistent inequalities
in the social determinants of health (SDOH), which
heightened the vulnerability to contagious diseases such
as COVID-19 and the inequitable impact of COVID-19,
disproportionately affecting minority populations and
high-risk, underserved groups at a significantly higher
proportion.”
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Accurate information in emergency responses should
be prioritized for populations that are most susceptible
to COVID-19. Moreover, the presence of long-term
stressors, in conjunction with the COVID-19 pandemic
and even post-pandemic, collectively intensified feelings
of fear, anxiety, and social isolation among individuals who
experienced racism and discrimination with exacerbation
of psychosocial stress in these communities.”*” Expanding
the scope of program evaluation to incorporate program
planning can further enhance the contributions it makes
to enhancing intervention programs.”* Our study also
argues that obstacles to conducting participatory plan
evaluations can impede endeavors in CBPE. We have
proposed solutions to tackle these issues and aim to
stimulate further research in these domains.

Moreover, understanding the effects of policies and
interventions on health disparities is paramount. For
example, the implementation of policies such as the
Nevada Indoor Clean Air Act has been linked to significant
reductions in the incidence and mortality rates of
esophageal and lung cancer, highlighting the importance
of public health policies in addressing disparities.” Nevada
decision-makers devise strategies and policies to address
COVID-19’s underlying conditions and direct health and
economic impacts on communities of color.* Addressing
health disparities in Nevada demands a comprehensive
approach involving community engagement, policy
interventions, and targeted research endeavors. By
implementing strategies such as CBPR, monitoring
policy impacts, and focusing on specific health areas with
disparities, progress can be made toward achieving health
equity and enhancing health outcomes for all individuals
in Nevada.

Background—Initiative

As of May 2023, more than 600 million vaccinations
have been given in the United States, and over 5 million
COVID-19 shots have been given in Nevada, by the
CDC.** Not only has the global pandemic had severe
effects on a global scale, but it has also highlighted some
inequalities in the healthcare system. The COVID-19
pandemic has had a substantial negative impact on
communities of color. This project aimed to implement
a strategic framework to evaluate public health disparity
reduction efforts in Nevada. In Nevada, COVID-19
incidence varies by race and ethnicity. White people
account for approximately 51% of all COVID-19 deaths,
which is comparable to their demographic proportion.*=*
African Americans make up approximately 9% of Nevada’s
population and account for 8% of COVID-19 cases.
Despite comprising only 9% of the state’s population,
Asian Americans account for approximately 12% of
deaths and 7% of COVID cases.* Latinos in Nevada were
exposed to COVID-19 in greater numbers than those in
the general population. While Latinos comprise 30% of

the state’s population, they account for 40% of cases and
approximately 22% of deaths.**

The health system in Nevada is structured in a way
that identifies a lot of disparities in the ways that care
is accessed and delivered. For example, there is a large
disconnect between rural and urban healthcare systems, a
wide gap in the logistics for the underserved populations
of racial and ethnic minorities, and the unequal burden
of morbidity and mortality due to the disproportionate
severity of COVID-19 compared with national indicators.
Community partnerships with key organizations began
proliferating in 1996 to assist in promoting public
education through the distribution of materials, providing
community support, and participation in coalition-
sponsored events.’® The community partnerships
provided education, awareness activities, programming,
and resources to address health disparities in different
communities.

Understanding the accessibility and needs of diverse
populations towards the public health system and
population factors such as socioeconomic demographics
will improve efforts to increase affordability and access
to health care. The consequences for not addressing
healthcare access issues include deteriorating health and
well-being for vulnerable socio-demographic groups
in the state’® Altogether, these findings suggest that
programs and policies within the state must be sensitive to
the specific needs of at-risk groups, including minorities,
those with low income, and regionally and linguistically
isolated residents.

It is foreseen that the set of tools described below
will address the weaknesses highlighted above. These
evaluations will encompass a range of quantitative and
qualitative methodologies including surveys, log sheets,
checklists, observational tools, interviews, and FGDs.*
By employing qualitative methods such as participant
interviews and direct observation of persons’ daily
activities, researchers will obtain significant insights
throughout the process evaluation.”” This will enable the
investigation of complex cause-and-effect relationships,
improve the understanding of how things are put into
action, and capture a wide range of experiences with
interventions. As a result, it will generate new ideas that
may influence decision-making. Process evaluation will
entail a wide spectrum of activities about the program
and people including monitoring and documenting an
intervention’s execution and comparing it to the program
plan;® helping evaluate the interventions efficacy,
identifying obstacles, and reifying the solutions;* and
understanding the complexity of interventions in non-
linear program implementation.*

The Reach, Quality, Fidelity, Satisfaction, Management
(RQFSM) model of process evaluation
Process evaluation is a type of program evaluation that uses
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descriptive and analytical research methods to evaluate the
program being implemented with the program initially
planned by organizers.’ Process evaluation effectively
complements other types of program evaluation.***
Importantly, it provides program authors and evaluators
with a more comprehensive grasp of a program’s concept,
execution, and operation. Process evaluation is a method
used in program assessment to determine how well
a program’s implementation aligns with the intended
protocol.** It functions as a powerful instrument for
program developers and assessors, offering significant
insights into both program design and implementation.
Additionally, it offers a valuable understanding of
the program’s structural and delivery aspects, as well as
improves the program creators’ and evaluators’ capacity
to reproduce and articulate their programs to external
entities. Process evaluation provides a comprehensive
assessment of the services and activities. Significantly, it
clarifies the factors that contribute to the attainment or non-
attainment of desired results.'"'> The Medical Research
Council’s Guidance on Process Evaluation of Complex
Interventions highlights the significance of evaluating
fidelity, quality of execution, causal mechanisms, and
contextual factors that influence variations in outcomes.*
Our approach utilizing the participatory RQFSM
Model described by program reach, quality control,
implementation fidelity, consumer satisfaction, and
program management (Figure 1) will emulate the
paradigm of community-based activities from the data
collection, description, and analytical techniques and
will follow the participatory shift. The primary purpose
of this process evaluation is to utilize evaluation data to
guide programming policies and practices undertaken by
the Health Disparity Grant in July 2021 from the CDC
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Figure 1. The RQFSM Model. This figure shows how the 5 components of
the RQFSM Model are interconnected and contribute toward the Process
Evaluation

and administered by the Nevada Department of Health
and Human Services through its Division of Public and
Behavioral Health (DPBH). The DPBH is an identified,
eligible agency that facilitated the broad CDC National
Initiative to Address COVID-19 Health Disparities Among
Populations at High-Risk and Underserved, Including Racial
and Ethnic Minority Populations and Rural Communities,
referred to as CDC Health Initiatives Program or Health
Disparity Grant.! The program strategies are enumerated
as, (1) mitigation and prevention resources to reduce
COVID-19 disparities, (2) improvements in data
collection and reporting for COVID-19 disease variables,
(3) infrastructure support processes for COVID-19
control, and (4) mobilization of health equity partnerships
to reduce COVID-19 disparities. The protocols will
employ a community-based participatory RQFSM Model
developed and tested by Sharma'"' to assess various
aspects of the program. This work has had a concrete
effect and has successfully identified disadvantaged
populations through the implementation of grant
strategies, in addition to promoting community care and
awareness via community health workers. The model has
been pilot-tested in North Central Vietnam and Mongolia
for the process evaluation of CBR programs for PWDs'*!*
and successfully enumerated the factors pertaining to
socioeconomic stability in implementing successful CBR
programs.

Aims and objectives
In addition, the process evaluation presented will seek
to uncover the contextual elements that will enhance
prescribed implementation, increase our understanding
of impactful components or activities, and permit
intervention changes. As we are in the early stages of
constructing the framework and the funding organization
prohibited research activities, we would not employ any
assessment of validity. Nevertheless, all the protocols have
been formulated in accordance with the specified criteria
and questions outlined by the creators of the framework.
The evaluation of the content validity and concurrent
validity of the RQFSM framework by psychometric
testing is not within the scope of our study. The “process
evaluation” developmental team has compiled, evaluated,
and incorporated any comments and proposed edits to
the evaluation protocols and instruments suggested by
the partner organizations. The measures were determined
through group discussions and iterations until a
consensus is achieved. These elements have been used
for process evaluation, integrating the needs of program
planning, delivery, and changes.*! It also helps researchers
understand complex intervention results, especially
when implementation is nonlinear.* In this way, process
evaluation will show a program’s impact on the study
environment by providing significant insights.

The purpose of our process evaluation is to provide
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essential data for informing program design, delivery, and
adjustments (Figure 2). These modifications, aligned with
the RQFSM Model, synergistically will be aimed to enhance
program outcomes and long-term impacts. Interventions
will be adjusted based on the RQFSM Model to improve
outcomes while maintaining cost-effectiveness.'"'> In line
with the RQFSM Model, modifications to interventions
are envisaged to yield improved program outcomes
while ensuring a satisfactory cost-benefit ratio. The core
objectives of this program will be to enhance the nation’s
public health infrastructure, guarantee an interconnected
public health system, and facilitate the provision of core
public health services by providing capacity-building
support. The contextualized factors set as the four grant
strategies and their subsequent twenty-eight activities
under each strategy have been utilized as the study
protocols mentioned in the proceeding sections.

The design of a process evaluation requires flexibility
to adapt to time and budget constraints. The notion is to
creatively use different types of information that may be
available to adapt to changes in project implementation
and the changing environment in which the project will
operate. The scope of work for the process evaluation of
the CDC Public Health Disparity Grant will be expected
to address the four strategies and their collective twenty-
eight activities devised by the Nevada Department of
Health and Human Services.

Materials and Methods

We will employ a multimethod approach with a
convergent parallel design using multiple data sources.
The mixed-methods approach is designed with the goals
to take advantage of the strengths of both qualitative and
quantitative data and to produce a more robust description

Reach

2w

&

What was the total number of individuals who
received the intervention?

What was the demographic composition of the
target population and to what extent was the
intervention successful in reaching this group?

Did the intervention successfully familiarize the
specific people of the community it was intended to
target?

Are individuals in the target population become
aware of the program's availability?

Management of Program
*  Does the program conform to agency
management, financing sources, professional or
legal standards, and requirements?
* s the effective use of resources achieved by
well-designed means?

Satisfaction
« Do those who take part in the intervention feel
content with the program they are given?
* Are they involved in the program from start to
finish?
e Did program delivery need a sufficient level of
attendance?

Quality Control

* Are the available resources, such as
staff, facilities, money, and time,
sufficient to ensure the effective
implementation of the intervention?

e |s there effective collaboration among
intervention staff?

* Were the participants provided with the
desired quantity, kind, and quality of
intervention services?

«  Was the intervention implemented
according to its intended design?

« Are the crucial elements of the
intervention being effectively delivered?

* s the delivery of the program consistent
across various intervention sites?

* Does the quality of programs differ
among program staff?

Figure 2. Target questions for the RQFSM Model. The figure explains tentative questions that be asked for all the target components in the RQFSM Process

Evaluation
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and interpretation of the population characteristics under
consideration (Table 1). In addition, the mixed-methods
approach can expedite the process of translating a tested
intervention into evidence-based interventions in real-
life settings, which are often more intricate than the
controlled environments where intervention research is
typically conducted.*s

Evaluation questions

Our evaluation questions will focus on:

1. How much intervention will be provided and
documented?

2. How well will the intervention be delivered to its
intended audience?

3. Will the intervention be designed to address
important questions regarding the delivery of health
promotion?

Table 1. Putative targets and methods for the RQFSM Model

4. How well the proposed RQFSM Model will fit the
educational interventions and follow the devised
logic model?

5. What will be the insights into a program and whether
it will be effective or not?

6. How to enhance stakeholders’ abilities to interpret
the impact and outcome evaluations of the same
program?

7. How can the goals for a quality process evaluation
be conducted efficiently and with minimum health
program disruption?

Population and sample

Cross-sectional data will be collected from the 25 active
community organizations as well as their counterpart state
entities. Within these organizations, certain departments
and personnel are expected to have been participating in

Putative targets

Putative methods

Reach*

How many participants were reached?
Whether intended minorities reached?
Were any additional participants not intended reached?

Did the community members know the programs were available

Number of counts from reports submitted by units
Descriptive demographics from reports submitted by units
Descriptive demographics from reports submitted by units

FGDs with community members

Quality*

Interviews with program staff

Were resources (staff, facilities, money, time) adequate to support high-quality delivery? FGDs with community members

Did the intervention staff work effectively?

Reports submitted by units

Observations
Interviews with program staff
Reports submitted by units

Fidelity*

Were the project activities delivered as planned?

Did the participants receive the intended amount, type, and quality of services?

Were there any modifications from planned activities?

Were the essential components delivered well?

Review of program reports
Checklists directed observations

FGDs with community members
Interviews with community members
Review of program reports submitted by units

FGDs with community
Interviews with community members

Review of program reports submitted by units

Satisfaction*

Were the participants satisfied?
Did the participants utilize all services?

Was adherence adequate for project delivery?

Rating surveys
FGDs with community

Interviews with community members

Interviews with program staff
Review of program reports submitted by units

Management*

Did the project comply with professional standards, funding agency requirements, legal

standards, and agency administration?

Were the resources used efficiently?

Review of program reports submitted by units
Interviews with program staff
Observations

Review of program reports submitted by units
Interviews with program staff
Observations

FGD, Focus group discussion.

*Putative targets and methods only give an example of the Process Evaluation based on RQFSM, but other methods can also be incorporated depending on the

program's needs.
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health disparity grant initiatives directed toward high-risk
and underserved populations. Other key informants and
community individuals who have participated in the past
will be interviewed using structured questionnaires. A
total of 25 organizations are considered to have actively
participated in the 3-year project. People who participated
in the past in inactive communities will be recruited
and interviewed in focus groups. These individuals will
be contacted by the project coordinator and evaluators
from these sites. Also, stakeholders responsible for the
coordination or implementation of the program strategies
and activities (i.e., stakeholders, supervisors of project
coordinators, peer navigators, resilience ambassadors, and
community health workers/instructors) at all current and
former project organizations will be interviewed. Data
collection will be carried out on program strategies which
are enumerated as, (1) mitigation and prevention resources
to reduce COVID-19 disparities, (2) improvements in data
collection and reporting for COVID-19 disease variables,
(3) infrastructure support processes for COVID-19
control, and (4) mobilization of health equity partnerships
to reduce COVID-19 disparities.

Evaluation methodology - The RQFSM framework
question insights

Program Reach

A set of questions has been curated with protocols to
address whether the program is being delivered to the
intended audience. It requires careful definition of the
target audience of the program.

Quality control

It refers to the appropriateness of a set of professional
activities employed to meet a set of objectives for the
population under consideration. Quality standards,
the minimum acceptable levels of performance used to
judge the quality of professional practice, are also used
to verify that professional standards are met in designing
and implementing the health education or health
promotion program.

Implementation fidelity

Fidelity ensures that the program is being delivered
efficientlywithanothersetofquestions Thisisaccomplished
by evaluators and program delivery professionals who
precisely identify the critical components of the program
and then monitor its implementation. It increases the
confidence with which one can assert that the program is
delivered according to the plan.

Consumer satisfaction

The extent to which a health program meets or exceeds
the expectations of participants, and the importance
that consumers of health programs stay interested in
and satisfied with the program they receive. The health

program will be more effective in recruiting more
participants if consumers are generally pleased with the
health program interviews, focus groups, and surveys.

Program management

This refers to the programs compliance with the
requirements of professional standards, legal standards,
funding agencies, and agency administration. Program
accountability resides with the ability to document to
stakeholders and sponsors that health programs are
delivered as planned. The component of responsibility
refers to health professionals ensuring that programs and
services are delivered according to quality standards.

To align the evaluation interests of both the communities
and funding entities, it is essential to integrate evaluation
into each step of the RQFSM framework, rather than
subjecting its individual components as an additional
measurement factor. This will explain the utilization
of a mixed-method approach that we will implement
to enhance the convergence of data and interpretation
of findings

Instrumentation and Protocols

After engaging in conversations with the state entities,
community stakeholders, and partner organizations,
it will be expected that the most effective approach for
data collection would be to devise specific protocols for
individual interviews from both the project personnel
and community members, FGDs, and observation
sheets, both in person and online. In addition, a robust
mechanism for qualitative and quantitative data collection
will be implemented through uniform quarterly reporting
forms and annual/biannual satisfaction surveys. This will
attain a higher degree of adaptability and an increased
likelihood of participation from populations from
diverse racial and ethnic backgrounds, gender categories,
geographical distribution areas, and many other high-
risk and underserved populations and communities
within the state. Feedback on all protocols is planned to
be obtained from the partner organizations’ personnel,
community stakeholders, and peer support specialists
in order to ensure validity, minimize potential obstacles
to participation, and ensure that the questions will be
advantageous to the communities. Most of the protocols
will be implemented, and procedures will be carried out
by or with the assistance of a peer support individual from
the community.

Data collection

A process evaluation based on the RQFSM framework
will be conducted using a mixed-methods approach,
specifically employing a concurrent triangulation design.
The objective of employing mixed methods is to validate
the effectiveness results (triangulation and convergence)
and to obtain valuable insights on the intervention,
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implementation, and context. This approach will overcome
the inherent limitations of relying solely on quantitative or

qualitative methods (Table 2).

Data analysis

Excel" and SPSS 29.0*® will be used to create data files for
all qualitative and quantitative data. Furthermore, SPSS

Table 2. Data collection methods

29.0 will be used to run and analyze quantitative data.
Descriptive statistics will be run for the demographic data,

including the total number and percentage of participants
from all high-risk and underserved populations. In
addition, a chi-square test will be used to examine whether

the observed results for different demographic variables
are in order with the expected values. Assumptions for

Data collection methods

Qualitative content

Quantitative content

Processes observations

A series of observations of partner
organizations’ events to assess the
engagement of the communities

N=5-6*

= Resource provision

- Management staff

- Staff interaction

- Event organization

- Event sessions

- Compliance with guidelines
- Event content

N=5-6*

*Approximate number of observations conducted each
quarter

Number of participants, age, race /ethnicity, gender,
geographical distribution, number of resources and
materials provided, number of information sessions,
duration of activities/events

Project personnel interviews

10-15 minutes of semi-structured
interviews to inform about the process
evaluation design, and

acquire information about key
facilitators and barriers

N=25%

- Planned progress

- Resource adequacy/ effectiveness
- Effective functionality

- Compliance with guidelines

N=25*
*Approximate number of interviews conducted each
quarter

Number of interviews conducted

Community members’ interviews

10-15 minutes of semi-structured interviews
to learn about the perceptions and activities
of the project activities in which they have
participated

N=15-20*

- Knowledge
- Experience

- Quiality

- Amount

- Barriers

- Expectations

N=15-20*
*Approximate number of interviews conducted each
quarter

Type of high-risk, underserved group representation

FGDs

45-60 minutes session with 5-8 people either
from the communities or the stakeholders to
learn about

opinions on the activities of the project,
utilizing a combination of written, open/closed-
ended questions, and/or narrow questions

N=5-7*

- Knowledge

- Experience with participation
- Quality of services

- Amount of services

- Barriers to services

- Expectations

- Level of satisfaction

N=5-7*
*Approximate number of FGDs conducted each quarter

Number of participants in each focus group.

Uniform quarterly reporting forms

A standardized data reporting form submitted
by all partner organizations every quarter

to report their variables of services in the
community and assigned activities

N=25*

- Type of strategies and activities undertaken
- Type of settings served

- Resource adequacy/ effectiveness

- Modifications in activities

- Compliance with guidelines

- Adherence to Essential components

- Efficient use of resources

- Difficulties

- Success and Barriers

N=25*%
*Approximate number of forms
submitted by all organizations in each quarter

Number of strategies and activities undertaken,
number of participants, age, race /ethnicity, gender,
geographical distribution, number of settings served,
number of resources and materials

provided, number of information

sessions/events held

Satisfaction survey

Electronic and paper-pencil format survey
disseminated in the state based on the quota
of high-risk and under-served population,
questions for

demographic and level of participant
satisfaction with project activities

created on a Likert Scale of 0-4. Duration of
10-12 minutes

N=3-4*

- Level of satisfaction

with all the 4 strategies and their subsequent 28
activities

- Level of Satisfaction:

Highly satisfied

Satisfied

Somewhat satisfied

Not satisfied at all

© o0 o ©

N=3-4*
Approximate number of statewide surveys conducted
under the evaluation activities in each year

Number of strategies and activities

undertaken, number of participants, age, race /
ethnicity, gender,

geographical distribution, number of settings served,
number of resources and materials provided, number of
information sessions/events held, level of satisfaction

*These numbers reflect the requirement of each data collection procedure based on the proposed protocol of community-based process evaluation.
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the data used in calculating a chi-square statistic will be
checked for being random, raw, mutually exclusive, drawn
from independent variables, and a sufficiently large
sample. For the qualitative data, evaluators will transcribe
the recorded FGDs and interview sessions in a word
document. Participants will be anonymized by assigning
them codes; for example, we will use combination code
phrases for response questions in interviews and FGDs
as Pl.a-3/ReQl would represent participant 1, female,
African American, response to question 1. We will use the
NVivo 14 software® for thematic analysis of the qualitative
data. We will integrate the inductive methodology for
coding the data which will be performed independently
by two members of the research team. This will ensure
the trustworthiness, credibility, and intercoder reliability
of the qualitative analyses. After identifying the themes,
these themes will be merged into final codes, based on the
participants’ responses for each question drawing upon the
components of the RQFSM Model. After the completion
of the data analysis, the analysis will be shared with the
partner organizations and community participants in the
form of a report or quarterly deliverable.

Ethical considerations

This is a description of a protocol and as such no
ethical approvals are needed at present. If the results are
published, then appropriate Institutional Review Board
(IRB) approvals will be obtained.

Results

We seek a strong representation among racial/ethnic
minorities, which would correspond well with our
knowledge of how well the grant efforts have been
reaching these populations. FGDs are expected to
reveal that outreach to these groups would remain a
significant challenge. Comparisons from all quarterly
reports where the representation would not be as broad,
improvements or deficiencies will be noted, or there will
be results explaining how effectively closing the gaps
would remain steady over time. Health outcomes will
significantly reflect manageable factors, such as SDOH.
To address these disparities effectively, it is crucial to
refine our understanding of these determinants, including
recognizing the negative systemic effects of racism as
part of SDOH.

Community health centers and various organizations
in the private sector will be considered to serve as
crucial links for community-based programs that
provide comprehensive, culturally competent, and high-
quality primary healthcare services. Additionally, there
is expected to be a recognized need to integrate services
such as disability support, pharmacies, mental health,
substance use disorder treatment, and health services for
older adults. This integration will be considered especially
important in areas where economic, geographic, or

cultural barriers restrict access to affordable healthcare.

Population characteristics

It is crucial to recognize that different racial and ethnic
groups will reflect unique needs and will require tailored
representation. For instance, a diverse range of minority
populations will require equal representation across
subgroups. This will include people with disabilities, the
LGBTQ+community, religious minorities, and other
congregated housing. Similarly, American Indians, Black
or African Americans, and Hispanic or Latino populations
would have heightened needs among religious minorities.
Asians, particularly those not born in the United States,
would have faced specific challenges, while Native
Hawaiians or Pacific Islanders would have encountered
disadvantages in other conditions. These groups would
have often lived in areas or facilities where social
conditions would not be have been provided as equitable
opportunities for health and well-being, making them
disproportionately susceptible to diseases, dysfunction,
and general illness.

Satisfaction survey findings

The Satisfaction Surveys will be expected to provide
crucial insights into prioritized grant activities aiming at
high-risk and underserved populations, identifying key
issues that would need priority attention. A consensus will
be built that communities could be viewed holistically,
considering families and individuals collectively. This
perspective will underscore the need for all organizations
to address co-occurring conditions and comorbidities
across various groups, including older adults aged 55-
64, tribal nations or areas, correctional facilities or
institutions, incarcerated individuals, other groups, and
rural communities.

Community-based service providers would have
offered both individual and collective support, along
with comprehensive wrap-around services. For instance,
among the Satisfaction Survey respondents, those who
may have participated in the survey regarding public
health disparity efforts would have lower satisfaction
rates. The comparative shift in all surveys for all levels
of satisfaction, under all categories would highlight the
effectiveness and reach of grant activities in enhancing
satisfaction among the targeted populations.

Focus group discussions themes

The analysis of FGDs will utilize both narrative
descriptions and representative data extracts, such as
direct quotations from the participants. This approach
will inform on the rich context for data related to grant
strategies and activities. The analysis described would offer
a coherent argument explaining the context and outcomes
of our Process Evaluation. Some narratives considered
to be based on RQFSM components and generated
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independently will incite meaningful discussions. The
FGDs analysis would generate benchmarks, objectives,
and recommendations, which will provide insights into
the success of the grant project within the analytical
constructs of our RQFSM Model.

The project components identified throughout this
effort will be meticulously grouped by themes based on the
RQFSM Model. The analysis will include the effectiveness
of community outreach efforts, challenges in delivering
healthcare services, and the impact of grant activities on
improving health disparities in the community. Moreover,
FGDs could highlight the critical role of community
engagement and the importance of tailoring interventions
to meet the specific needs of diverse population groups.
These discussions could also underscore the necessity
of addressing language barriers, transportation issues,
and other obstacles that hinder access to healthcare and
other essential services. Participants’ need for continuous
improvementand the importance ofleveraging community
knowledge and resources to develop sustainable solutions
would be other linkages to understanding.

The FGDs analysis will provide valuable insights into
the community’s perceptions and experiences with grant
activities. The analysis based on the RQFSM Model
will facilitate a deeper understanding of the successes
and challenges of the project, guiding future actions
and improvements. The thematic grouping of project
components and the consideration of unique concerns
will be envisaged as the groundwork for a more effective
and responsive Process Evaluation framework, ultimately
aiming to enhance the health and well-being of the
community.

Implications

Process evaluation utilizing the RQFSM framework
will provide comprehensive and inclusive strategies that
may address the needs of each minority population.
Implications derived from this process evaluation revisit
a healthcare system of linguistic and cultural matching,
incorporating culturally specific concepts, using culturally
and linguistically adapted/appropriate written or visual
material, and the involvement of families. The evaluation
process if verified within organizations, will generate
competency that relies on the concepts of cultural
competency training, human resource development,
integrating interpreter services, adapting to social and
physical environments, and accurate data collection and
management.

Health promotion and access are equally important,
and evidence-based intervention strategies unique to
underserved communities should be implemented
according to their needs. A needs assessment accounting
for perceived barriers, potential health disparities, and
health inequity would be recognized as the pre-planning
requisite to better recognize and serve all populations.

Moreover, intersecting identities and demographic data
will be considered to effectively provide specific resources
to those who may experience difficulties in accessing
healthcare in general.

The results from the process evaluation are predicted to
emphasize community engagement to ensure that listening
sessions would reach the target audience of political
agencies and organizations at the local, state, and national
levels can adapt once their needs are known. Instilling
trust between healthcare providers and communities will
foresee the impacts of satisfactory results when services
are provided by opening opportunities for adjustments
within organizations’ scope of work and funding
prospects, together with anticipated outreach activities
and incentives to build better communities.

Moreover, the restriction on funding might result in
challenges in procuring necessary supplies and equipment,
necessitating groups to seek alternate resources or form
partnerships, especially in the context of community-
based evaluation. One significant factor emphasized
in the protocol development is to adhere to the pivotal
role of healthcare personnel and services, particularly
in rural regions. Nevada is predominantly rural, while
healthcare services are primarily concentrated in urban
regions, posing challenges for residents in rural towns
to receive healthcare services.”® Furthermore, input from
the key informants in the presence of language barriers,
particularly among Spanish-speaking communities,
would facilitate patients” access to healthcare facilities in
rural regions. Although there are foreseen factors related
to financial assistance, especially maintaining sustained
community partnerships, the key informants can play a
vital role in describing the community level of achievement
of the objectives, as seen in previous pilot studies utilizing
the RQFSM process evaluation model.'>"

Our RQFSM framework process evaluation findings
are perceived as a continuum to grow, collaborate, and
participate in the good of the community. The RQFSM
Model would serve as a guide and management tool
for identifying meaningful outcomes, setting tangible
measures, and evaluating cyclical processes.

Discussion

The RQFSM Model demonstrated and interpreted
comprehensive program goals and methods that will
be employed in the execution of process evaluation to
address COVID-19-related health disparities and advance
health equity.? The project deliverables developed in the
form of reports will generate evidence-based results of the
purposes and objectives of process evaluations and will
detail the specific measures and methods that can be used
in the evaluation of other programs.* The purpose of this
evaluation will be to measure common foci, including all
segments of the population when possible, and outline a
system of service development and delivery.
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When analyzing the current implementation of
the RQFSM framework, a few components related to
communication and the program approach to strategic
planning will become apparent. Language barriers will
be the most critical issue affecting both high-risk and
underserved populations.” Other anticipated indirect
barriers to health care include transportation, language
access, lack of trust, the costs of certain services, and
more education about the health care system. In order
to meet the objectives of process evaluation based on
RQFSM, it is necessary to develop and refine each of
the five essential competencies described under its five
components. Also in future studies, we want to see a
fully defined RQFSM framework to develop a robust
process evaluation approach. Since it may not always be
possible to capture the findings quantitatively, evaluation
procedures often include a variety of methods including
observation, feedback, interviews, and reflection. In
situations when a certain kind of information is limited,
the use of mixed methods might improve the overall
evaluation.

Entities should have the ability to choose the best
course of action that satisfies their specific needs, which
can be implemented and sustained within current and
anticipated resource constraints.” Building on the
cultural competency training will progress in the years
to come and would incorporate the set of values and
principles, and demonstrate behaviors, attitudes, policies,
and acknowledge land that would enable the populations
to work effectively cross-culturally. Process evaluation
identified and created other foci for collaboration between
like-minded agencies and community members. The
common achievements of grant strategies and activities
to improve the physical and mental health and overall
well-being of communities can be explained by our
RQFSM Model.*®

Some limitations will foresee a need for continued
funding sources and alternatives to incorporate process
evaluation as an essential component in infrastructure
projects, especially for underserved and high-risk
populations for continued appropriations. The grant
strategies and activities though gave a clear plan for the
execution, yet their implementation and final analysis
would yield futuristic goals and recommendations. Finally,
solutions should have included initiatives throughout
multiple sectors to identify and voice public health
service issues and the SDOH.*”* This limiting notion if
resolved will make a positive impact on Nevada residents
by thoughtfully following an evaluation-based system
incorporating the RQFSM Model, i.e., reach, quality,
fidelity, satisfaction, and management to improve the
health and well-being of the under-served communities.
The needs and capacities of the communities and available
service providers that will emerge can be systematically
evaluated in the Impact Evaluation phase.

Conclusion

Various comprehensive strategies have been implemented
to facilitate community restoration in the aftermath of
the COVID-19 pandemic. These strategies encompass
areas such as healthcare accessibility, reopening of
systems, cessation of preventive isolation measures,
and the rollout of widespread vaccination campaigns.
However, the healthcare system has remained in
operation for the past two years and has consistently
encountered notable difficulties. The lack of reliable and
sufficient emergency finances has negatively affected
shortages in healthcare, the ability to access healthcare,
and the availability of healthcare facilities. It has also
had a detrimental impact on the quality of the working
environment of healthcare workers. As we go towards the
period after the pandemic, it is essential to raise debates
to the policy level to improve the health sector, which
is in urgent need of a solution. Conducting assessments
with underrepresented communities can be challenging,
particularly when it comes to new initiatives, because of
their intricate nature. The organization’s vision can only
be achieved by employing proficient and committed
experts in the relevant field, as well as by implementing
effective and efficient project management. Given that
certain firms would have progressively abandoned the
project, organizations must demonstrate resourcefulness
and flexibility by implementing essential improvements.
The RQFSM project management principles allow for
inquiry while providing the necessary guidance. Having
these attributes enhances communication and operational
efficiency in community-based collaborations, enabling
leaders to make informed decisions by closely monitoring
the progress of partner organizations and understanding
the general direction of the project.
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