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synopsis 

In December 2006, Congress passed the Pandemic and All-Hazards Prepared- 
ness Act to improve the nation's public health preparedness and response 
capabilities. It includes the role of Centers for Public Health Preparedness 
(CPHPs) to establish a competency-based core curriculum and perform evalua- 
tion of impact on newly developed materials. The Heartland Center for Public 
Health Preparedness (HCPHP) at the Saint Louis University School of Public 
Health is part of the Centers for Disease Control and Prevention national 
CPHP network and is engaged with state and regional partners in workforce 

development, preparedness planning, evaluation, and multi-year exercise and 

training cycles. This includes development, implementation, and evaluation of 
the HCPHP Exercise Evaluation Training Program to improve the competence 
and capacity for exercise evaluation and improvement planning. This program 
is designed to enhance quality improvement and performance measurement 

capabilities to identify increase of workforce competence over time (maturity). 
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Beginning in 2000, the Heartland Center for Public 
Health Preparedness (HCPHP)1 at the Saint Louis 
University School of Public Health was funded by the 
Centers for Disease Control and Prevention (CDC) as 
a member of its national network of Centers for Public 
Health Preparedness (CPHPs) .2 The network's goal was 
to strengthen the competence of public health and 
other first responders by linking academic and practice 
expertise. In collaboration with academic and practice 
partners in Missouri, Kansas, and Kentucky, HCPHP 
activities were designed to support national guidance 
through development of an integrated, sustained, and 
competency-based preparedness education and capac- 
ity improvement process.3 

Since September 11, 2001, considerable federal 
guidance has identified frameworks for emergency 
response, exercise development, and evaluation to 
improve and expand preparedness capacity. Critical 
guidance for hospitals and public health agencies 
was provided by the U.S. Department of Homeland 
Security (DHS), the Federal Emergency Management 
Agency (FEMA) , CDC, and the Office of the Assistant 
Secretary for Preparedness and Response.4 

In December 2006, Congress passed the Pandemic 
and All-Hazards Preparedness Act5 to improve the 
nation's public health and medical emergency pre- 
paredness and response capabilities. It included the 
pivotal role of CPHPs to establish an academic and 
practitioner competency-based core curriculum and 
evaluate the impact of newly developed materials.6 
This should also include competency-based academic 
programs to prepare future professionals and profes- 
sional-development programs to enhance the skills 
of the workforce in the field of practice to perform 
exercise evaluations. Both programs should be based 
on a common competence set and common curricu- 
lar format to ensure consistent knowledge and skill 
development. 

HCPHP state and regional partners in Missouri, 
Kansas, and Kentucky are engaged in preparedness 
planning, evaluation, and multi-year exercise and 
training cycles. The Missouri Department of Health 
and Senior Services (MDHSS), Missouri Hospital 
Association (MHA), and HCPHP developed a com- 
petency-based Exercise Evaluation Training Program 
(EETP) to expand capacity for exercise evaluation 
and improvement planning (quality improvement), 
which contributed to a national preparedness core 
curriculum.7'8 

ACADEMIC-PRACTICE PARTNERSHIP 

Homeland Security Exercise Evaluation Program 
(HSEEP) guidance emphasized the need to adequately 

evaluate integrated multi-year exercises9 to measure 
performance and enhance maturity levels for a unified 
response capability among health-care, public health, 
and other emergency response agencies.10 The HSEEP 
mobile training course11 and the online FEMA Inde- 
pendent Study (IS) -130 exercise evaluation course12 
were created to provide training in exercise design, 
implementation, and evaluation. However, rapid 
development, improvement, and deployment of com- 
petent exercise evaluation teams also required support 
through access to onsite development programs. 

In 2007, MHA, MDHSS, and HCPHP expanded 
collaboration to rapidly increase performance measure- 
ment and improvement planning (quality improve- 
ment) capacity.13 This need was echoed among other 
HCPHP state and local partners at the 2007 Heartland 
Region Partners' Retreat. MDHSS, MHA, and HCPHP 
proceeded to create the onsite EETP model to meet 
needs in Missouri and disseminate program use among 
Heartland Region partners and the CPHP network.11 
The EETP logic model (Figure 1) was designed to 
depict the process and interventions through which 
the project contributes to achievement of short- and 
long-term objectives and, ultimately, to the support of 
a national performance-improvement process. 

THE EETP MODEL 

Instructional design 
HCPHP consulted with FEMA's Emergency Manage- 
ment Institute (EMI) staff and received approval to 
modify the FEMA IS-130 online independent study 
course for field delivery. Therefore, EETP supports, 
but does not replace, FEMA and DHS courses. Knowl- 
edge gained by EETP participants is assessed through 
completion of the IS-130 test and receipt of a FEMA 
certificate. The EETP model, which includes an eight- 
hour core module (CM), a four-hour train-the-trainer 
module (TTM) , and a tool kit, is designed to meet spe- 
cific needs of MDHSS and MHA partners. It includes 
content and materials used in the FEMA and HSEEP 
mobile training courses and related guidance.12 

As depicted in the EETP logic model (Figure 1), 
the program's short-term objectives were to develop 
an EETP that would improve participants' competence 
and ability to pass the FEMA IS-130 online test, as well 
as enhance trainers' competence to disseminate the CM 
within their jurisdictions. The long-term goal was to 
train a cadre of evaluators who could be called upon 
to assist in exercise evaluation within their jurisdiction, 
state, or region to support a multi-year improvement 
process. The EETP logic model (Figure 1) was used 
as the framework for development of the program's 
instructional objectives (Figure 2), content outline 
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Figure 1. Logic model for the Exercise Evaluation Training Program, designed by the Heartland Center 
for Public Health Preparedness to expand capacity for exercise evaluation and improvement planning 

EETP = Exercise Evaluation Training Program 
CM = core module 
IS = independent study 
TTM = train-the-trainer module 

(Figure 3), implementation stages (Figure 4), and 
curriculum competencies (Figure 5). Practice partners 
emphasized a need for the CM to include a thorough 
explanation of HSEEP Exercise Evaluation Guides 
(EEGs) and their use, including interactive group exer- 
cises to reinforce HSEEP frameworks and methods. A 

simulated exercise was added, including use of a video 
utilized in the HSEEP mobile training course to provide 
participants an opportunity to evaluate an exercise 
using EEGs. The TTM was developed to emphasize 
adult learning frameworks, principles, and delivery 
techniques used for dissemination of the CM. 

Figure 2. Instructional objectives of the Heartland Center for Public Health 
Preparedness' EETP core* and train-the-trainer1* modules 

Core module Train-the-trainer module 

1. Understand the HSEEP exercise evaluation and improvement 
planning process. 

2. Understand how to organize and plan exercise evaluation. 
3. Identify methods and techniques for observing and collecting data. 
4. Identify methods for data analysis. 

5. Identify the steps necessary to prepare an after-action report and 
conduct an after action conference. 

6. Identify steps in developing and implementing an improvement plan. 

1 . Identify characteristics of adult learners. 

2. Discuss best practices for adult learners. 
3. Discuss skills and methods for engaging adult learners. 
4. Define trainer qualities/behaviors that enhance adult 

learning. 

Emergency Management Institute, Federal Emergency Management Agency, Department of Homeland Security (US). IS-130 exercise evaluation 
and improvement planning [cited 2009 Oct 30]. Available from: URL: http://training.fema.gov/EMIWeb/IS/IS130.asp 
department of Homeland Security (US). Homeland Security Exercise and Evaluation Program Training Course [cited 2009 Oct 20]. Available 
from: URL: http://hseeptraining.com 
EETP = Exercise Evaluation Training Program 
HSEEP = Homeland Security Exercise Evaluation Program 
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Figure 3. Program content of the Heartland Center for Public Health 
Preparedness' EETP core8 and train-the-trainerb modules 

Core module Train-the-trainer module 

1 . Exercise evaluation overview 
2. Exercise evaluation process 
3. Planning and organizing the evaluation 
4. Observing the exercise and collecting data 
5. Analyzing data 
6. The after-action report and conference 
7. The corrective action program 

1 . Characteristics of adult learners 
2. Best practices for training adults 
3. Skills and methods for training adults 
4. Trainer qualities and behaviors 

Emergency Management Institute, Federal Emergency Management Agency, Department of Homeland Security (US). IS-130 exercise evaluation 
and improvement planning [cited 2009 Oct 30]. Available from: URL: http://training.fema.gov/EMIWeb/IS/IS130.asp 
department of Homeland Security (US). Homeland Security Exercise and Evaluation Program Training Course [cited 2009 Oct 20]. Available 
from: URL: http://hseeptraining.com 
EETP = Exercise Evaluation Training Program 

Program faculty included an adjunct EMI instructor, 
as well as emergency management and public health 
professionals and educators. Trainer and participant 
manuals and a resource CD-ROM were produced to 
adequately implement and evaluate program modules. 
Development of an EETP tool kit was a priority to 
enable program dissemination. 

Program implementation 
As shown in Figure 4, the EETP model was imple- 
mented in several stages to assure program pilot test- 
ing, improvement planning, and dissemination: ( 1) a 
CM and TTM beta test, (2) CM presentations in seven 

locations in Missouri, (3) a multistate CM and TTM 
demonstration for Heartland Region partners, and ( 4 ) 
an EETP tool kit for CPHP network dissemination. 

The evaluation model 
The scope of the EETP project evaluation model 
included use of program evaluation standards 
developed by the Joint Committee on Standards for 
Educational Evaluation, including utility, feasibility, 
propriety, and accuracy.14 The standards served as 
guidance to clarify the project purpose and design, as 
well as the application and analysis of evaluation data 
to determine the worth or merit of the project. Not all 

Figure 4. Implementation stages of the Heartland Center for Public Health Preparedness' EETP model 

Stage Process 

CM and TTM beta test 

CM intrastate model 

CM and TTM 
interstate program 

EETP model 
dissemination 

Implementation of the EETP core and train-the-trainer modules beta test occurred in conjunction with the 
April 2008 Missouri Hospital Association's Hospital Disaster Preparedness Conference. Participants included 
48 health-care and public health practitioners and HCPHP partners from Missouri, Kansas, and Kentucky. 
The objective of the beta test was to evaluate the implementation of program modules, as well as strengths 
and weaknesses, before implementing the intrastate model. 
From September 2008 to August 2009, the EETP eight-hour core module was implemented at seven 
Missouri locations for exercise evaluators from nine preparedness regions. A total of 141 practitioners, 
representing hospitals, federally qualified health centers, and public health agencies, attended. 
In December 2008, the EETP CM and TTM programs were presented in St. Louis, Missouri, for HCPHP 
regional partners in Kentucky, Oklahoma, and Kansas. A total of seven trainers and 19 exercise evaluators 
attended the programs. 
Program planning was focused on field delivery and further dissemination of the EETP modules to serve 
partner states. This included development of an EETP tool kit in multiple formats. The tool kit included 
marketing materials; faculty, trainer, and participant manuals; teaching materials; and resource guides. The 
CM module is also being adapted for use in an academic emergency management curriculum to prepare 
future practitioners. 

EETP = Exercise Evaluation Training Program 
CM = core module 
TTM = train-the-trainer module 
HCPHP = Heartland Center for Public Health Preparedness 

Public Health Reports / 2010 Supplement 5 / Volume 125 

This content downloaded from 129.100.58.76 on Thu, 22 May 2014 13:39:15 PM
All use subject to JSTOR Terms and Conditions

http://www.jstor.org/page/info/about/policies/terms.jsp


Partnership to Expand Exercise Evaluation and Improvement Planning Capacity О 111 

Figure 5. Competencies addressed by the Heartland Center for 
Public Health Preparedness' EETP core8 and train-the-trainerb modules 

Core module Train-the-trainer module 

1. Describes the need for a systematic approach to exercise evaluation. 
2. Implements the eight steps of the exercise evaluation and 

improvement planning process. 
3. Utilizes pre-exercise activities (e.g., evaluation plan and levels 

of analysis). 
4. Describes the function of exercise evaluation guides and their 

relationship to the Target Capabilities Lisť and Universal Task List.d 
5. Utilizes post-exercise analysis activities (i.e., data-collection methods). 
6. Implements the methods for data analysis to identify lessons learned 

and recommendations for improvement. 

1 . Identifies and discusses characteristics of adult learners. 
2. Discusses best practices for training adult learners. 

3. Discusses skills and methods for engaging adult 
learners. 

4. Defines trainer qualities and behaviors of adult learning. 

Emergency Management Institute, Federal Emergency Management Agency, Department of Homeland Security (US). IS-130 exercise evaluation 
and improvement planning [cited 2009 Oct 30]. Available from: URL: http://training.fema.gov/EMIWeb/IS/IS130.asp 
bDepartment of Homeland Security (US). Homeland Security Exercise and Evaluation Program Training Course [cited 2009 Oct 20]. Available 
from: URL: http://hseeptraining.com 
department of Homeland Security (US). Target Capabilities List: a companion to the National Preparedness Guidelines. Washington: DHS; 2007. 
department of Homeland Security (US). Universal Task List 2.0. Washington: DHS; 2004. 
EETP = Exercise Evaluation Training Program 

of the standards were applicable due to limitations of 
resources and time required for a more comprehensive 
and long-term evaluation of the program. 

Purpose of Ike evaluation . The purpose of the evaluation 
was to determine the relative short-term merits of the 
CM to improve participants' competence in performing 
as exercise evaluators. The following assessment ques- 
tions were developed to design the evaluation model 
and data-collection methods:14"17 

Ql.What were participants' demographic 
characteristics? 

Q2: What were participants' perceived competences 
before and after program completion? 

Q3: Were participants satisfied with faculty, methods, 
materials, and facilities used? 

Q4:What were participants' perceptions of the 
application of improved competence in exercise 
evaluation? 

Q5: After program completion, how were par- 
ticipants assigned or involved in exercise 
evaluation? 

Identical pre- and post-program data-collection 
methods were used to evaluate the CM and TTM. Par- 
ticipant numbers and data collected were insufficient 
to perform adequate analysis of the TTM. 

Datorcollection methods. A rolling, open-ended, con- 
tinuous-improvement approach was used to evaluate 
findings at each stage or phase of the project. Quali- 
tative and quantitative data-collection methods and 
procedures remained unchanged throughout CM 

implementation to enhance ability to produce infer- 
ences that adequately answered evaluation questions. 
The following five assessment procedures (with ques- 
tion code labels) were used: 

• A participant demographic assessment instrument 
(Qi); 

• Pre- and post-program participant competence 
assessment instruments (Q2); 

• A post-program process evaluation instrument 
(Q3); 

• A post-program participant retrospective assess- 
ment instrument (Q4); and 

• A post-program interview and collection of 
related documents from practice partners who 
coordinate exercise evaluation (Q5). 

In addition, HCPHP produced post-program sum- 
mary evaluation reports, as well as feedback and dis- 
cussion regarding participants' performance, program 
quality, and project management, which were submit- 
ted for ongoing faculty and stakeholder review. 

To reduce responder bias, the demographic, pre- 
and post-program competence assessment, and process 
evaluation instruments were completed anonymously, 
coded, and paired for analysis using each participant's 
entry of a four-digit code. The demographic assess- 
ments collected information regarding participants' 
characteristics, including their professional role and 
type of organization. The pre- and post-program assess- 
ments were designed to measure participants' per- 
ceived ability to perform program competencies. Each 
instrument contained the nine program competencies 
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(Figure 3) , measured using a four-point Likert scale for 
personal ability (1 = not capable, 2 = slightly capable, 
3 = capable, and 4 = very capable). The post-program 
process instrument for assessing participants' satisfac- 
tion with program elements or features contained 
questions regarding faculty performance. This was 
measured using a four-point Likert scale (1 = poor, 
2 = adequate, 3 = good, and 4 = excellent). Additional 
questions focused on participants' satisfaction level with 
program materials, content, format, and overall pro- 
gram satisfaction, which was measured using another 
four-point Likert scale (1 = very dissatisfied, 2 = dis- 
satisfied, 3 = satisfied, and 4 = very satisfied). 

Survey Monkey (www.surveymonkey.com) online 
data-collection and analysis functions were also used. 
In October 2009, one year after program comple- 
tion, a retrospective assessment instrument was sent 
to CM participants. Assessment questions with yes/ 
no or number response choices asked if participants: 
(1) were involved in exercise evaluation and improve- 
ment planning, (2) applied EETP knowledge and 
skills gained in exercise evaluation, (3) needed further 
professional development, and (4) passed the FEMA 
IS-130 examination. 

MDHSS and MHA partner interviews were con- 
ducted in October 2009 to determine the number of 
EETP graduates assigned as exercise evaluators. Health- 
care and public health partners responsible for exercise 
implementation and evaluation were asked for a list 
of EETP-assigned evaluators as an impact measure for 
mobilization of EETP graduates as qualified exercise 
evaluators. 

In summary, multiple procedures and information 
sources were used to assess important project variables, 
improve consistency of findings (reliability), and 
improve inferences drawn from the combination of 
data sources (validity) to answer evaluation questions. 
In general, consistent stakeholder involvement was criti- 
cal to address needs, assure credibility, and gain accep- 
tance of evaluation methods and findings. Resource 
limitations prevented a more robust evaluation that 
included a range of methods to infer causation. The 
addition of project phases that documented partici- 
pants' pre- and post-program EETP CM knowledge and 
performance improvement as exercise evaluators could 
assure a higher level of certainty regarding outcomes 
associated with completion of the EETP modules. 

ASSESSMENT AND EVALUATION 

HCPHP staff analyzed data collected to answer proj- 
ect evaluation questions. The pre- and post- program 
competence assessment data were analyzed by con- 

ducting the paired samples t-test using SPSS® 14.0 
for Windows.18 Using the same software package, the 
demographic and program process assessment data 
were analyzed by running descriptive statistics frequen- 
cies. The participant retrospective assessments were 
analyzed using the online Survey Monkey descriptive 
statistics and analysis package, and the retrospective 
partner interview and e-mailed records were summa- 
rized for interpretation. 

A summary of measures and findings from data 
analysis is provided in the next section for the CM beta 
test, the statewide implementation of the CM, and the 
retrospective assessment. 

Evaluation phase 1: the CM beta test 

Demographic assessment. Demographic data collected 
from 48 beta-test participants indicated that 88% 
(n=42) were employed at a hospital or community 
health clinic and 13% were employed by a local (n= 3) 
or state (w= 3) health department. 
Pre- and post-program competence assessment . Figure 6 
provides combined mean scores for pre- and post- 
program competence assessments of the 48 beta-test 
participants' perception of ability to perform the nine 
program competencies. The paired t-test was applied, 
and the difference in perceived ability mean scores 
before (range: 2.2-3.1) and after (range: 3.2-3.6) the 
program were statistically significant at the /К 0.05 level. 
Competence 1 had the smallest post-program percent 
change (16%) in participants' perceived ability mean 
scores. This could be explained by the participants' 
high level of perceived ability entering the program. 
In comparison, competencies 2-9 had a higher range 
of post-program percent change (42%-81%) of par- 
ticipants' perceived ability mean scores. The inference 
was that CM beta-test participants reported a significant 
increase in perceived ability to perform all program 
competencies. In particular, participants perceived a 
higher percentage of change in ability to perform com- 
petencies 2 through 9 - an average change of 54%. 

Program process evaluation. Forty-eight participants 
completed a post-program process survey. A combined 
mean score for faculty performance was 3.5. Most 
participants (91%) rated the faculty as good (41%) 
or excellent (50%). Combined participants' mean 
scores for satisfaction with educational content (3.3), 
materials (3.3), and format (3.3) were also high. The 

majority of participants (86%-88%) were satisfied or 

very satisfied with program content, materials, and 
format. The overall program satisfaction mean score 
was 3.3; a majority of participants (86%) were satisfied 
(38%) or very satisfied (48%). 
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Conclusion. Evidence collected from the demographic, 
pre- and post-program competence, and process 
assessment surveys supported the interpretation that 
implementation of the EETP CM beta test resulted 
in a significant increase in participants' (health-care 
and public health practitioners) perceived ability to 
perform program competencies and a high overall 
satisfaction rating of all program elements. After 
review of the beta test evaluation report, faculty and 
academic practice partners adapted the CM for state- 
wide implementation in Missouri. Adaptations included 

expansion of EEG examples in the participant manual; 
revision of EEG use in group exercises to better reflect 
health-care and public health response experience; 
revision of group exercises to improve application of 
data-collection, observation, and recording techniques 
and to use the HSEEP EEG builder; and enhanced 
use of HSEEP-compliant afteraction report/improve- 
ment plan formats and templates for improvement 
planning.19 

Evaluation phase 2: the CM intrastate program 

Demographic assessment. Demographic data collected 
from 141 CM participants indicated that approximately 
68% (w=96) of respondents were employed by a 

hospital or community health clinic. The remaining 
participants were employed by a local health depart- 

ment (21%; n- 29) or state health department (11%; 
n=16). 

Pre- and post-program competence assessment. A total of 141 
practitioners completed the seven CM presentations, 
with a range of nine to 28 attendees for each. Each of 
the seven presentations' pre- and post-program partici- 
pant competence mean scores were statistically signifi- 
cant at the jb<0.05 level. Figure 7 provides combined 
mean scores for participants' pre- and post-program 
competence assessments of perceived ability to perform 
the nine program competencies. The paired t-test was 
applied, and the difference in combined participants' 
perceived ability mean scores before (range: 1.8-2.9) 
and after (range: 3.1-3.5) the programs were all statisti- 
cally significant at the /К0.05 level. 

Competence 1 had the smallest post-program 
percent change (16%) of participants' combined 
perceived ability mean scores. This percent change 
was the same for competence 1 for the beta-test par- 
ticipants. This could be explained by the participants' 
high level of perceived ability entering the program. In 
comparison, competencies 2 through 9 had a higher 
range (32%-52%) of post-program percent change in 

participants' combined perceived ability mean scores. 
The inference was that participants in the intrastate 
CM presentations reported a significant increase in 

perceived ability to perform all program competencies. 

Figure 6. Beta-test participants' perceived ability to perform competencies before and after completing the 
Heartland Center for Public Health Preparedness' EETP core module, and percent change in perceived ability 

aPaired t-test analyses were conducted. 
EETP = Exercise Evaluation Training Program 
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Figure 7. Intrastate participants' perceived ability to perform competencies before and after completing the 
Heartland Center for Public Health Preparedness' EETP core module, and percent change in perceived ability 

aPaired t-test analyses were conducted. 
EETP = Exercise Evaluation Training Program 

In particular, intrastate CM participants perceived a 
higher percentage of change in ability to perform 
competencies 2-9 (average of 40%) than beta-test par- 
ticipants (average of 54%). This difference in percent 
change may be explained by CM program improve- 
ments made after the beta-test version was evaluated. 
For example, changes were made to allow more time 
for participants to work with application of EEGs and 
use of the EEG builder, which was not in the beta test. 
In addition, more time was dedicated to after-action 
report and improvement plan construction, including 
model examples. 

Program process evaluation . A total of 141 participants 
from the seven CM programs completed the post- 
program process survey. A combined mean score 
of 3.7 for faculty performance was higher than the 
beta-test faculty mean score. Most participants (89%) 
rated the faculty as good (30%) or excellent (59%). 
Combined participants' mean scores for satisfaction 
with educational content (3.6), materials (3.6), and 
format (3.6) were higher than beta-test process mean 
scores. The majority of participants (92%-94%; higher 
than beta test) were satisfied or very satisfied with the 
program content, materials, and format. Participants' 
overall program satisfaction mean score was 3.6; a 
majority of participants (93%, higher than beta test) 

were satisfied (18%) or very satisfied (75%) with the 
overall program. 
Conclusion . Information collected from the demo- 
graphic, pre- and post-program competence, and 
process assessment surveys supported the interpre- 
tation that, when compared with the beta test, the 
implementation of the seven intrastate CM programs 
resulted in a greater percentage change in participants' 
perceived ability to perform program competencies. It 
also resulted in very high ratings of faculty, program 
elements, and overall program satisfaction. 

Evaluation phase 3: retrospective assessment 

Participant retrospective assessment In October 2009, 
the retrospective assessment survey was sent to 172 CM 
participants (beta test or intrastate) to assess if they 
passed the IS-130 test, applied perceived competence 
in exercise evaluation, and had needs for professional 
development. At the time of publication, 45 (26% 
response rate) had returned completed surveys. 

Conclusion . Although the retrospective assessment is 
not complete, a majority of initial responders indicated 
that they completed and passed the IS-130 course test 
(n= 26; 58%); applied perceived improved competence 
in exercise evaluation (n=27, 60%); were involved in 
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local, regional, and state exercise evaluation (n= 29, 
64%); and were interested in additional professional 
development in exercise evaluation and improvement 
planning ( n=29, 64%). 

Partner retrospective assessment. MHA and MDHSS part- 
ner interviews, which were conducted one year after 
the CM presentations, collected evidence of EETP 
short-term impact. The data suggest that the list of 
EETP CM participants assigned to evaluate exercises 
at the local, regional, and state levels is evidence of a 
rapid increase and utilization of exercise evaluation 
capacity in Missouri. 

Conclusimi . The EETP CM participants' list was used 
to recruit and assign individuals and teams as evalu- 
ators, controllers, or design staff to local, regional, 
and statewide exercises. Examples from 2008 to 2009, 
which involved assignment of 45 evaluators, include 
the Kansas City Strategic National Stockpile/Cities 
Readiness Initiative Vaccination Exercise, the Missouri 
Communications Exercise, the St. Louis Full-Scale 
Bioterrorism Strategic National Stockpile Exercise, 
the MDHSS H1N1 Response, the Kansas City Regional 
Hospital Exercise, the 2008 St. Louis Hospital Exercise, 
and the 2009 St. Louis Area Hospital Exercise. 

Analysis summary 
Because TTM participant numbers and data collected 
were insufficient to perform adequate analysis, we 
focused on evaluating the CM. Multiple procedures 
and information sources provided evidence that there 
were relative short-term merits of CM implementation 
for public health and health-care participants. These 
included a statistically significant increase in CM par- 
ticipants' perceived competence to perform as exercise 
evaluators and very high satisfaction ratings of CM 
faculty, all program elements, and the overall program. 
Post-program interviews provided data confirming 
that CM participants were being utilized as exercise 
evaluators throughout Missouri. In summary, data sup- 
ported inferences that answered the project evaluation 
questions including participants' demographic char- 
acteristics (Ql), post-program perceived competence 
improvement (Q2), satisfaction with program elements 
and methods (Q3), perception of post-program appli- 
cation of improved competence (Q4), and assignment 
as exercise evaluators in Missouri (Q5). 

Resource limitations prevented implementation of 
a more robust evaluation model that would address 
more elements in the logic model (Figure 1). EETP 
worth and merit could be further assessed through 
additional participant pre- and post-program cogni- 
tive (in addition to the IS-130 test) and performance 

evaluation. Over time, trainers' observations of exercise 
evaluators' performances would measure performance 
maturity levels as part of multi-year education, exercise, 
and quality improvement planning cycles. 

DISCUSSION 

In 2007, MDHSS, MHA, and HCPHP expanded col- 
laboration to support development of the EETP model, 
a workforce improvement program to rapidly increase 
competence and capacity of exercise evaluators in Mis- 
souri and the Heartland Region. The project is being 
implemented in several stages: a beta test of the CM 
and TTM, implementation of the CM across the state 
of Missouri, and a presentation of the CM and TTM 
for Kansas and Kentucky partners. Evaluation of the 
EETP CM provided evidence of participant perceived 
improved competence (increased capacity) to perform 
as exercise evaluators throughout Missouri. Overall 
project activities supported existing FEMA and HSEEP 
guidance in exercise evaluation and capability improve- 
ment, as well as development of a competency-based 
preparedness core curriculum. 

A review of challenges and lessons learned during 
implementation of this project may be of use to others 
involved in developing curricula for preparedness and 
response capacity improvement. 

Challenges 
Common challenges arise when implementing pre- 
paredness and response workforce development pro- 
grams. The demand for competent exercise evaluators 
required partners to accelerate all implementation 
stages. High interest in registration for onsite programs 
offered at convenient locations can be dramatically 
curtailed by recurrent and high-consequence emergen- 
cies, such as the 2009 H1N1 pandemic. 

Availability of program faculty who possessed in- 
depth understanding of federal guidance regarding 
exercise design and evaluation was crucial. Faculty 
were able to quickly revise and adapt curriculum based 
on participants' needs and competence levels, group 
dynamics, interpretation of new guidance, participant 
feedback, and evaluation reports. 

Retrospective assessments did provide evidence that 
EETP CM participants were assigned by MDHSS and 
MHA as evaluators in many regional and state exercises, 
although resource limitations prevented measurement 
of evaluators' performance levels. 

Lessons learned 
Because group discussion, interactive exercises, 
and hands-on practice are important to improve 
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performance of exercise evaluators, offering onsite 
programs, such as the EETP CM, is essential to support 
online courses such as IS-130. Additional support for 
post-program evaluation of participants' performance 
as exercise evaluators would provide a higher level 
of certainty and causation of program impact and 
outcomes. 

Dissemination of this program is critical if momen- 
tum gained in Missouri and partner states is to be 
replicated. Continued support for implementation and 
evaluation of the TTM and EETP tool kit is essential 
to disseminate the EETP model through the CPHP 
network. 

CONCLUSION 

CPHP academic and practice partners have the exper- 
tise and ability to sustain collaboration to implement 
and evaluate projects such as the EETP. State and local 
practice partners are eager to expand collaboration to 
continue to assure a systemic and integrated approach 
to provide preparedness and response workforce 
development.10 With sustained resources, the CPHP 
network and practice partnerships will be able to assure 
a national, competency-based workforce preparedness 
core curricula to support federal guidance, such as the 
Pandemic and All Hazards Preparedness Act,6 National 
Public Health Strategy for Terrorism and Response,3 
and the National Health Security Strategy.20 

REFERENCES 
1. The Heartland Center for Public Health Preparedness. About 

HCPHP [cited 2009 Oct 30]. Available from: URL: http://www 
.heartlandcenters.slu.edu/hcphp/hcphpabout.htm 

2. Office of Public Health Preparedness and Response, Centers for 
Disease Control and Prevention (US). Centers for Public Health 
Preparedness [cited 2009 Oct 20]. Available from: URL: http:// 
www.bt.cdc.gov/cdcpreparedness/cphp/index.asp 

3. Agency for Toxic Substances and Disease Registry, Centers for Dis- 
ease Control and Prevention (US) . A national public health strategy 
for terrorism preparedness and response 2003-2008. Atlanta: 
CDC; 2004. 

4. Office of the Secretary, Department of Health and Human Services 
(US) . National Bioterrorism Hospital Preparedness Program. Cata- 
log of Federal Domestic Assistance No. 93.889. Also available from: 
URL: https://www.cfda.gov/?s=program&mode=form&tab=stepl& 
id=7650bc386408f85ba480e28470093053 [cited 2009 Oct 20]. 

5. Pandemic and All-Hazards Preparedness Act. Pub. L. No. 109-417, 
109 Stat. 3678 (Dec. 19, 2006). 

6. Office of the Assistant Secretary for Preparedness and Response, 
Department of Health and Human Services (US) . Pandemic and 
All-Hazards Preparedness Act (Public Law 109-417) Progress Report. 
Washington: HHS; 2007. 

7. Miner KR, Childers WK, Alperin M, Cioffi J, Hunt N. The MACH 
Model: from competencies to instruction and performance of the 
public health workforce. Public Health Rep 2005; 120 Suppl 1:9- 
15. 

8. Klein KR, Brandenburg DC, Atas JG, Maher A. The use of trained 
observers as an evaluation tool for a multi-hospital bioterrorism 
exercise. Prehosp Disaster Med 2005;20:159-63. 

9. Gebbie KM, Valas J, Merrill J, Morse S. Role of exercises and drills 
in the evaluation of public health in emergency response. Prehosp 
Disaster Med 2006;21:173-82. 

10. Lurie N, Wasserman J, Nelson CD. Public health preparedness: 
evolution or revolution? Health Aff (Millwood) 2006;25:935-45. 

1 1 . Emergency Management Institute, Federal Emergency Management 
Agency, Department of Homeland Security (US). IS-130 exercise 
evaluation and improvement planning [cited 2009 Oct 30] . Available 
from: URL: http://training.fema.gov/EMIWeb/IS/IS130.asp 

12. Department of Homeland Security (US) . Homeland Security Exer- 
cise and Evaluation Program Training Course [cited 2009 Oct 20] . 
Available from: URL: http://hseeptraining.com 

13. Estrada LC, Fraser MR, Cioffi JP, Sesker D, Walkner L, Brand MW, 
et al. Partnering for preparedness: the project public health ready 
experience. Public Health Rep 2005;120 Suppl 1:69-75. 

14. Joint Committee on Standards for Educational Evaluation. The 
program evaluation standards: how to assess evaluations of educa- 
tional programs. 2nd ed. Thousand Oaks (CA) : Sage Publications; 
1999. 

15. Nelson C, Lurie N, Wasserman J. Assessing public health emergency 
preparedness: concepts, tools, and challenges. Annu Rev Public 
Health 2007;28:1-18. 

16. Davidson EJ. Evaluation methodology basics: the nuts and bolts of 
sound evaluation. Thousand Oaks (CA): Sage Publications; 2005. 

17. Martineau J, Hannum K. Evaluating the impact of leadership 
development: a professional guide. Greensboro (NC) : Center for 
Creative Leadership; 2004. 

18. SPSS, Inc. SPSS®: Version 14.0 for Windows. Chicago: SPSS, Inc.; 
2005. 

19. Department of Homeland Security (US) . Target Capabilities List: a 
companion to the National Preparedness Guidelines. Washington: 
DHS; 2007. 

20. Department of Health and Human Services (US) . National health 
security strategy of the United States of America. Washington: HHS; 
2009. 

Public Health Reports / 2010 Supplement 5 / Volume 125 

This content downloaded from 129.100.58.76 on Thu, 22 May 2014 13:39:15 PM
All use subject to JSTOR Terms and Conditions

http://www.jstor.org/page/info/about/policies/terms.jsp

	Article Contents
	p. 107
	p. 108
	p. 109
	p. 110
	p. 111
	p. 112
	p. 113
	p. 114
	p. 115
	p. 116

	Issue Table of Contents
	Public Health Reports (1974-), Vol. 125, Supplement 5: Public Health Preparedness (NOVEMBER/DECEMBER 2010), pp. 1-126
	Front Matter
	Guest Editorial: OPPORTUNITY KNOCKS BUT TWICE FOR PUBLIC HEALTH PREPAREDNESS CENTERS [pp. 1-3]
	Commentary
	The Centers for Public Health Preparedness Program: From Vision to Reality [pp. 4-7]

	Feature Article
	A Brief History and Overview of CDC's Centers for Public Health Preparedness Cooperative Agreement Program [pp. 8-14]

	Research Articles
	The Evidence Base for Effectiveness of Preparedness Training: A Retrospective Analysis [pp. 15-23]
	A Longitudinal Study of the Impact of an Emergency Preparedness Curriculum [pp. 24-32]

	Practice Articles
	Understanding Quality: A Guide for Developers and Consumers of Public Health Emergency Preparedness Trainings [pp. 33-42]
	Public Health-Specific National Incident Management System Trainings: Building a System for Preparedness [pp. 43-50]
	10 Guiding Principles of a Comprehensive Internet-Based Public Health Preparedness Training and Education Program [pp. 51-60]
	Training the Public Health Workforce from Albany to Zambia: Technology Lessons Learned Along the Way [pp. 61-69]
	Review of the UNC Team Epi-Aid Graduate Student Epidemiology Response Program Six Years After Implementation [pp. 70-77]
	Mapping Student Response Team Activities to Public Health Competencies: Are We Adequately Preparing the Next Generation of Public Health Practitioners? [pp. 78-86]
	State Courts and Public Health: Building Partnerships to Enhance Preparedness [pp. 87-91]
	An Academic/Government Partnership to Provide Technical Assistance with Pandemic Influenza Planning to Local Health Departments in North Carolina [pp. 92-99]
	Public Health Emergency Preparedness Exercises: Lessons Learned [pp. 100-106]
	A Public Health Academic-Practice Partnership to Develop Capacity for Exercise Evaluation and Improvement Planning [pp. 107-116]
	Southeastern Regional Pediatric Disaster Surge Network: A Public Health Partnership [pp. 117-126]

	Back Matter



