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Abstract
Objective—The goal of this research was to evaluate changes over time in the capacity of
participants of the CDC/ASPH Institute for HIV Prevention Leadership (Institute), a capacity-
building program for HIV prevention program managers in minority-based, community-based
organizations, Capacity was defined as the application of new skills and knowledge to
participants’ jobs and confidence in using those new skills and knowledge to strategically manage
and apply “best practices” to their HIV prevention activities.

Methods—This is a longitudinal study involving measuring scholar capacity at three points in
time; pre-Institute, post-Institute, and 6 months’ post-Institute. Only responses from participants
who completed all three surveys are included in this final analysis of the data (N = 94).

© 2007 Lippincott Williams & Wilkins, Inc.
Corresponding author: Kim Nichols Darner, MPH, Arnold School of Public Health, University of South Carolina, Center for Health
Services and Policy Research, 730 Devine St, Room 112, Columbia, SC 29208 (kndauner@sc.edu).
The findings and conclusions in this article are those of the authors and do not necessarily represent the views of the Centers for
Disease Control and Prevention.

NIH Public Access
Author Manuscript
J Public Health Manag Pract. Author manuscript; available in PMC 2011 May 10.

Published in final edited form as:
J Public Health Manag Pract. 2007 January ; Suppl: S64–S71.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Results—Results indicate that participants from 3 years of the institute (2002–2004) increased
their capacity in HIV prevention programming and strategic planning and management.
Significant changes were seen in the frequency and self-efficacy with which participants conduct
several HIV prevention programming activities. Participants also reported conducting strategic
planning activities at more appropriate intervals and were significantly more confident in
conducting these activities.

Conclusion—The Institute has positively and significantly increased the capacity of participants
to conduct more effective HIV prevention programs on a national level.

Keywords
capacity-building; evaluation; HIV prevention

The purpose of this article is to describe evaluation measures for a capacity-building
program for HIV prevention program managers and discuss how the Institute for HIV
Prevention Leadership (Institute) curriculum may have increased community-based
organization (CBO) capacity. HIV is an important problem that is disproportionately
affecting minority communities, It is estimated that between 1,039,000 and 1,185,000
persons were living with HIV in the United States by the end of 2003.1 The AIDS epidemic
is not evenly distributed across the population. From 1999 to 2003, AIDS cases increased
among blacks, Hispanics, women, and young adults. Blacks accounted for 50 percent of all
HIV/AIDS eases diagnosed in 2003,2 In addition, although Latinos account for 13 percent of
the population, they comprise 19 percent of new AIDS cases.3 As well, the number of
persons exposed to HIV/AIDS through heterosexual contact increased between 1999 and
2003.2

Understanding the social, cultural, and economic context of HIV infection is critical to
developing effective prevention programs, and programs developed at the local level should
more appropriately capture the linguistic, cultural, and social norms of a targeted
community. For this reason, CBOs—one of the principle frontline providers of HIV/AIDS
services and prevention programs since the emergence of the epidemic in 1981—continue to
hold special promise for reaching communities at risk for HIV, especially minority
communities.4 More than 1,450 CBOs have received funding from the Centers for Disease
Control and Prevention (CDC) and have provided more than 3,000 HIV prevention
programs in the United States and its territories.5 Community involvement in defining and
solving health problems is vital to the success of HIV/AIDS CBOs, especially those that
serve racial, ethnic, and /or sexual minority populations.6–8 Thus, building community
capacity or enhancing CBOs’ capacity to address HIV/AIDS within communities hardest hit
by the epidemic has become a central focus of current HIV prevention activities.9–10

HIV prevention capacity building is defined by the CDC as “a process by which individuals,
organizations, and communities develop abilities to enhance and sustain HIV prevention
efforts” with the goal of “fostering self-sufficiency and the self-sustaining ability” of CBOs
“to improve HIV prevention programs, processes, and outcomes.” CDC capacity-building
efforts are currently focused in four areas: strengthening organizational infrastructure;
enhancing HIV prevention interventions; mobilizing communities for HIV prevention; and
strengthening HIV prevention community planning.9

One project that the CDC currently supports to build capacity of local HIV prevention
program managers who work in CBOs is the Institute. In 1998, the CDC funded a needs
assessment of the training needs and preferences of HIV prevention program managers
working in CBOs, Those data revealed domains of instruction and supported a capacity-
building format, whereby trainees would be sent to one national training site several times
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and be engaged for a 9-month period.11 The Institute was formed on this model and offered
its first capacity-building programs to a national cohort of professionals from January 2000
to September 2000. For more on the curriculum development processes and curriculum itself
see Richter et al11,12

Methods
Design and measures

This is a longitudinal study involving measuring scholar capacity at three points in time:
pre-Institute, post-Institute, and 6 months’ post-Institute. The Scholar Capacity Survey was
used to measure scholar and organizational capacity. For the purposes of the Institute’s
curriculum, and evaluation, capacity was defined as a set of knowledge and skills necessary
for managing, planning, implementing, and evaluating effective HIV prevention programs.
Capacity was measured across the following domains of skills building: HIV prevention
practice (assessment, the use of health behavioral theories, program implementation, and
evaluation), the use of strategic planning and human resources techniques, and the use of
processes such as advocacy and social marketing to support HIV prevention practice. The
Scholar Capacity Survey also incorporated measures of CBO learning environment and
culture, as a supportive environment was found to be a critical to capacity building.13,14

Capacity in using electronic communication and information technology applications,
although included in the Institute curriculum, was measured using more traditional learner
methods, and results are not included here.

The development of the Scholar Capacity Survey instrument was conducted in a
collaborative fashion, in consultation with an advisory body and via an iterative process. The
advisory body consisted of Institute staff and public health faculty and included both
evaluation and community HIV prevention experts. Together, this body drafted the survey
instrument, and then made suggestions for further modifications and recommend changes.
These changes were then incorporated into the instrument by Institute staff, and it was sent
for review again until all modifications were finally agreed upon. The goal of this iterative
process was to link Institute content and capacity-building strategies within an evaluative
framework.15 More on the Institute’s overall evaluation framework can be found in Richter
et al.12 Sample questions from the Scholar Capacity Survey are listed by domain below and
reflect the content of the Institute curriculum.

HIV Prevention Practice
• Assessing surveillance data

• Assessing attitudes, beliefs, risk, and protective factors of a priority population at
the individual, interpersonal, community and environmental levels

• Setting program goals that seek to reduce the priority populations’ rates of HIV/
AIDS cases

• Setting program objectives that directly impact the priority populations’ attitudes,
beliefs, and knowledge about HIV, and behavioral and nonbehavioral risk and
protective factors

• Using behavioral theory in planning HIV prevention programs

• Developing interventions at individual, group, community, and institutional/
systems levels
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• Collecting process evaluation data to determine stakeholder involvement,
representation of priority population, fidelity to implementation plan, and
participant value of an intervention

• Collecting outcome data on participant attitudes, beliefs, and knowledge of HIV,
and behavioral and nonbehavioral changes to risk and protective factors

• Collecting impact evaluation data on HIV infection and quality of life of priority
populations

Strategic Planning and Human Resources Management
• Reviewing agency’s mission statement

• Conducting environmental scan and situational analysis of the organization

• Involving key stakeholders in the strategic planning process

• Prioritizing a strategic issue and developing an action plan for a strategic issue

• Conducting human resources management activities

Processes That Support HIV Prevention Practice
• Meeting with elected and nonelected officials to discuss important HIV-related

legislation and/or policies

• Becoming involved with policy development and policy advocacy

• Participating in HIV-related policy task forces

• Developing social marketing-based approaches to HIV prevention

The CBO Environment/Learning Culture
• Attending trainings

• Sharing knowledge and skills learned at trainings with others in the CBO

• Seeking advice from experts

• Assessing and providing feedback on internal HIV prevention activities and
policies

• Having formal and informal mechanisms to share new information and get
feedback on new ideas

• Having the tools and technology to support information exchange

For all questions related to HIV prevention programming and the processes that support HIV
prevention practice, scholars were asked to rate the frequency with which they performed
certain tasks or actions by selecting a score from 7 (always) to 1 (never). To measure the
frequency with which strategic planning activities and human resource management
activities were performed, scholars were asked to select the interval (ie, once every 3
months, once a year) that best represented how often they conducted each activity at their
CBO. Scholars were also asked to rate their level of confidence in their ability to perform
these same tasks and actions in all domains. A 7-point scale was used, ranging from 7
(completely confident) to 1 (not at all confident), To measure organizational learning
environment, scholars were asked to rate the frequency with which certain activities
occurred within their CBOs. Again, a 7-point scale was used, ranging from 7 (always) to 1
(never). To measure organizational learning culture, scholars were asked to rate their level
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of agreement ranging from 7 (completely agree) to 1 {completely disagree), with statements
about their CBOs’ learning culture.

Scholars completed the first measurement (T1) on the first day of week 1 of the Institute.
The post-Institute measurement (T2) was conducted onsite at the Institute at the end of the
last day of instruction (N = 105). For the third measurement, T3, these same scholars from
the Institute were mailed a copy of the survey with a self-addressed return envelope 6
months’ post-Institute completion. Only responses from scholars who completed all three
surveys are included in this final analysis of the data (N = 94), representing an 89.5 percent
response rate.

Analysis
The dependent variables in the analyses were (1) frequency of performing a given activity
and (2) level of perceived self-efficacy. The independent variable was time (pre-Institute to
post-Institute to 6 months’ post-Institute). Most data were reported as scale scores.
Frequency and confidence scales were derived for each domain by adding scholars’
responses to all the frequency questions and all the self-efficacy questions separately.
Repeated-measures analysis of variance was used to test differences between T1, T2, and T3.
When several measurements are taken on the same person over time, the measurements tend
to be correlated with each other, especially when these measurements can be thought of as
responses to levels of an experimental factor of interest {in this case, the Institute), This
correlation is taken into account when using a repeated-measures analysis of variance.
Bonferroni multiple comparison method was used to find the difference between two points
in time, and allowed us to better see the trend over time. All data were analyzed using SPSS
12.0 for Windows.

Some data were not collected as scale scores (strategic planning frequency and human
resources management frequency). Consequently, they are reported descriptively as
frequencies in this report and are compared to what Institute developers felt was the ideal
time frame in which to perform each task. For most of the activities assessed, the preferred
time period in which activities should be conducted is “every six months to once a year.”

Results
Demographics

Table 1 presents the demographic characteristics of the 94 scholars who completed all three
measurements of scholar capacity during the years 2002–2004 at the time of their
matriculation into the Institute. Most respondents, as well as Institute participants, were
female (59.6%) and from a racial/ethnic minority population (78.7%). just over half (52.7%)
had pursued educational opportunities beyond a bachelor’s degree, whereas 24.7 percent had
earned a bachelor’s degree; the remaining 22.6 percent had a high school diploma or some
college experience. On average, the scholars had worked just over 6 years in HIV prevention
and had worked at their current CBOs for just under 5 years. However, as indicated by the
wide range of responses, others had considerably more experience in both HIV prevention
(up to 18 years) and within their current organizational environments (up to 27 years). All
scholars were from minority-based organizations (data not shown in the table).

HIV prevention practice
Table 2 illustrates the changes between T1, T2 and T3 in the frequency of conducting and
perceived self-efficacy in conducting tasks associated with HIV prevention programming in
the areas of community assessment, writing program goals and objectives, using health
promotion theory, developing and implementing interventions, and conducting process,
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outcome, and impact evaluation. A higher scale score in frequency or confidence in
performing a given task indicated that Institute participants were more likely to perform
each activity when designing an HIV prevention intervention and are more confident in
performing those tasks. Higher scale scores indicated that scholars were more likely to
follow evidence-based public health prevention practices in developing HIV prevention
interventions.

Over the course of the Institute, and continuing 6 months beyond Institute participation,
scholars significantly (P ≤ .001) increased the frequency and confidence with which they
performed activities related to all domains of HIV prevention programming including
community assessment, writing program goals and objectives, using health promotion
theory, developing and implementing interventions, and conducting process, outcome, and
impact evaluation. For most activities, these changes initially occurred during the Institute
and were sustained at both post-Institute measures. Frequency of performing community
assessments and goal and objective writing continued to significantly (P ≤ .05) increase
during the 6-month period immediately following Institute participation.

For most of the activities related to the planning, implementation, and evaluation of public
health prevention programs, at T1, scholars reported scale scores in the upper middle part of
the scale range. These translate into scholars performing each activity “sometimes” to
“often” when developing a new HIV prevention intervention, Likewise, at T1 scholars’ mean
confidence scores for most of these activities fell in the upper middle part of the scale range,
and translate to feeling “somewhat confident” in performing these activities. In terms of
using public health theories and methods, at T1, scholars’ mean scale scores fell in the
middle of the scale range. These mean scale scores translate to using theory only “rarely” to
“sometimes” when planning an HIV prevention intervention and feeling “neither confident
nor not confident” in using theory.

For all activities, significant change (P ≤ .05 for all measures and P ≤ .001 for 12 of 14
frequency and confidence measures) was seen between T1 and T2 (pre- and post-Institute).
By T2 scholars’ mean scale scores had increased, and these increases translate into scholars
performing each activity (with the exception of using theory) closer to “often” when
developing an HIV prevention intervention and feeling “mostly” confident in doing so,
Scholars’ mean scale scores for using public health theory increased as well, moving toward
using theory “sometimes” and feeling “somewhat confident” in doing so.

Strategic planning and management
Table 3 details how frequently strategic planning activities were conducted by Institute
scholars at T1, T2, and T3. Between T1 and T3, there was considerable movement in how
often strategic planning activities were conducted. For the seven activities assessed, the
preferred time period in which activities should be conducted is “every six months to once a
year.” Across all activities, more scholars reported performing the activity at the preferred
time period at T2 than at T1, and for six of the seven activities these results were sustained at
T3.

At T1, 40.4 percent of scholars reported reviewing their mission statement “every six months
to once a year.” By T2, 59,6 percent of the scholars reported conducting this activity during
the preferred time period. At the start of the Institute, 41.5 percent of scholars “never” or
“every two years or more” conducted environmental scans to assess external threats and
opportunities. Another 15 percent did not respond to the question, Post-Institute, 58.6
percent of the scholars reported conducting environmental scans “every six months to once a
year.” Similarly, 37.2 percent of scholar sat T\ conducted a situational analysis to identify
internal threats or weaknesses at the most appropriate time interval. However, at T2, 59.6
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percent of scholars reported conducting a situational analysis at the most appropriate time
interval.

Before participating in the Institute, 43,6 percent of scholars “never” or only “every two
years or more” involved key stakeholders in their strategic planning processes, By T2, 47.8
percent reported involving their key stakeholders on a more regular basis. Scholars’ self-
efficacy in performing these strategic planning and management functions increased over
the measurement period, with most of the change occurring from pre- to post-Institute.
Scholars moved from being less than “somewhat confident” pre-Institute to more than
“mostly confident” at both post-Institute and 6 months’ post-Institute (data shown in Table
2).

Table 4 details how frequently human resources management activities are conducted by
Institute scholars at T1, T2, and T3 For the seven activities assessed, the preferred time period
in which activities should be conducted is “every six months to once a year.” For four of the
activities, most scholars reported performing the activity at the preferred time period at T2,
and, when compared with T1 had changed the interval at which these activities were
performed to better reflect what was taught at the Institute. More scholars were also
conducting formal job analyses, formally assessing employee training needs, evaluating
employee performance, and reviewing or implementing employee performance reward or
incentive programs at the recommended intervals Scholars’ self-efficacy in performing
human resources management activities increased over the measurement period, with most
of the change occurring between pre- and post-Institute. Scholars moved from being
“somewhat confident” pre-Institute to “mostly confident” post-Institute and 6 months’ post-
Institute (data shown in Table 2),

Processes that support HIV prevention practice
Table 2 also illustrates the changes between T1, T2, and T3 in the frequency of and perceived
self-efficacy in using advocacy and social marketing techniques as a way to enhance HIV
prevention programming efforts and the management of those efforts. As with the HIV
prevention programming activities, a higher scale score in frequency and/or confidence in
performing a given task may indicate that Institute participants were more likely to perform
each activity on a regular basis. Over the course of the Institute, and continuing 6 months
beyond Institute participation, scholars significantly (P ≤ .01) increased the frequency and
confidence with which they performed activities related to both advocacy and social
marketing. The frequency with which scholars performed social marketing activities also
significantly (P ≤ .05) increased in the 6 months following their Institute participation.

The CBO environment
Scholars also reported changes in their CBO learning environment and culture over the
course of the Institute, The frequency with which scholars and their CBOs’ HIV prevention
staff performed activities related to improving the CBO learning environment such as
attending trainings, sharing knowledge and skills learned at trainings, seeking advice from
experts, and assessing and providing feedback on HIV prevention activities and policies
significantly (P ≤ .001) increased from T1 to T2 and T3. In addition, their level of agreement
that their CBO presented a positive learning culture significantly increased as well over this
time period, The overall trend for the entire T1 to T3 time period was significant (P ≤ .001),
with most changes occurring during the course of the Institute (T1–T2).
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Discussion
Results of this study indicate that the effect the Institute has on the capacity of participants
to conduct more effective HIV prevention programs as well as manage and sustain those
programs at the program level is positive and significant. Moreover, Institute participants
were more confident in their ability to perform activities related to planning, implementing,
and evaluating HIV prevention programs, managing both program and human resources
operations, and conducting advocacy and social marketing processes, Scholars also
expressed positive changes in their CBO learning environment and learning culture.

That these changes occurred during the 9 months of Institute participation and were
sustained (and in some cases improved upon) 6 months afterwards is impressive. Many
capacity-building programs fail to evaluate retention of knowledge and skills among
participants after they leave the program. The evaluation model of the Institute is unique in
that it obtained 6-month post-Institute measures. The Institute maintains an electronic
scholar resource room on the Internet as well as a scholar/alumni list-serve and conducts
alumni seminars. These systems of support may help to maintain and reinforce improved
capacity.

Although the data presented herein are not representative of all persons working in HIV
prevention, they suggest that more widespread capacity-building programs for persons
working on the planning, implementation, evaluation, and management of HIV prevention
programs would be helpful. A limitation of these data is that the response rate varies among
scales, ranging from 89 percent to 98 percent. For example, all questions on the theory
frequency and confidence scales were answered by 79 of the 94 scholars (89%), It is unclear
why persons chose not to answer these questions. However, Institute process evaluation data
indicate that faculty covered the stated learning objectives, that the level and intensity of
instruction was appropriate, and that the material covered during Institute sessions was
learned by scholars.12

Current research findings suggests that self-efficacy 16 is one of the key antecedents of
learning transfer within organizations.17–20 High mean scores of self-efficacy provide
evidence that scholars were able to transfer the skills learned at the Institute to their jobs in
their CBOs. On a national level, these capacity increases may translate into more efficient
and effective HIV prevention. Scholars are following evidenced-based practices in public
health to a greater degree and are doing more to secure funding, as well as advocate for their
programs and CBOs. Future research should investigate transfer of learning to others in the
CBO, as this transfer would also contribute to enhancing the capacity of the CBO. At the
organizational (CBO) level, these changes have translated to a more positive learning culture
that is supportive of active learning processes.
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Table 1

Scholar demographics, Institute for HIV Prevention Leadership, 2002–2004 (N =94)*

Demographic characteristic

Gender

 Male 56 (59.6)

 Female 37 (39.4)

 Self-identified as transgender 1 (1.1)

Race/ethnic background

 African American 43 (45.7)

 Hispanic/Latino 18(19.1)

 Caucasian (non-Hispanic) 20(21.3)

 Asian/Pacific Islander 4 (4.3)

 Native American/American Indian 1 (1.1)

 Other 8 (8.6)

Highest level of education (N = 93)

 High school diploma 1(1.1)

 Some college, no degree 17 (18.3)

 Associate’s degree 3 (3.2)

 Bachelor’s degree 23 (24.7)

 Some graduate study, no degree 12(12.9)

 Master’s degree 29 (31.2)

 Study beyond master’s degree 5 (5.4)

 Doctorate 3 (3.2)

Years worked in paid HIV prevention position

 < 1 y/no response 3 (3.2)

 1–5 y 43 (45.7)

 >5, but <10 y 27 (28.7)

 >10 y 21 (22.3)

Years worked at current CBO

 < 1 y/no response 5 (5.3)

 1–5 y 65 (69.1)

 >5, but <10 y 14(14.9)

 >10 y 10(10.6)

*
The values given are number (percentage). CBQ indicates community-based organization.
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