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Background:	Spanish-speaking	mothers	have	identified	Spanish	communication	as	key	to	
receiving	patient-centered	care.	A	disparity	exists	between	the	amount	of	maternal	health	
education	that	Latina	mothers	would	like	to	receive	and	the	amount	that	they	do	receive.	
Program	description:	Ready,	Set,	Baby	(RSB)	is	“an	educational	program	designed	to	
counsel	prenatal	women	about	maternity	care	best	practices	and	the	benefits	and	
management	of	breastfeeding.”	The	Women’s	Health	Information	Center	(WHIC)	at	the	
North	Carolina	Women’s	Hospital	established	a	pilot	program	to	provide	RSB	education	to	
Spanish-speaking	mothers	using	volunteer	educators.	
Evaluation	questions:	What	are	the	processes	for	recruiting,	training,	and	managing	
volunteers,	and	conducting	RSB	sessions?	What	are	stakeholder	perceptions	of	these	
processes?	Overall,	how	can	the	program	improve?	
Methods:	Semi-structured	key	informant	interviews.	
Findings:	Current	processes	for	recruitment,	training,	management,	and	RSB	sessions	
were	modeled.	Stakeholders	identified	positive	aspects,	such	as	flexibility	and	leveraging	
organizational	strengths.	Stakeholders	identified	negative	aspects,	including	unclear	
ownership	of	processes,	lack	of	communication,	redundancies,	and	inconsistencies.	
Stakeholders	also	made	recommendations	for	process	improvements.	
Implications:	Updated	processes	that	reflected	stakeholders’	recommendations	were	
developed	and	will	be	implemented.	Other	collaborative	programs	should	ensure	clear	
division	of	responsibilities,	eliminate	redundancies	between	organizations,	and	leverage	
each	organization’s	strengths	to	facilitate	effective	collaboration.	Other	volunteer-based	
language-access	programs	should	create	processes	that	are	flexible	to	meet	the	differing	
needs	of	native-	and	non-native	speaker	volunteers,	mandate	standardized	proof	of	
language	proficiency,	and	investigate	the	care-seeking	patterns	of	their	target	population.	
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Introduction	
	

Patients	with	Limited	English	Proficiency	(LEP)	face	disparities	in	health	care	access,	

quality,	outcomes,	and	patient	experiences.1–5	LEP	patients	receive	insufficient	language	

services,	often	relying	on	non-fluent	providers	or	family	members	when	professional	

interpreters	are	inaccessible.6–10	When	language	services	are	provided,	however,	they	

improve	health	care	access,	quality,	and	outcomes	for	LEP	individuals.9	

The	40	million	Spanish-speakers	in	the	United	States,	most	of	whom	are	considered	

Latinos,	face	barriers	to	health	care,	including	language	barriers,	discrimination,	fear	of	

deportation,	lack	of	insurance,	and	high	rates	of	poverty.11–14	This	highlights	a	need	for	

linguistically	appropriate	health	services	for	Spanish-speakers	in	the	US.	Language	services	

are	especially	necessary	in	maternal	health	education.	Latina	mothers	have	identified	

Spanish	communication	as	key	to	receiving	patient-centered	care.4,15–18	Additionally,	

research	has	found	a	disparity	between	the	amount	of	maternal	health	education	that	

Latina	mothers	would	like	to	receive	and	the	amount	that	they	do	receive.19	

Ready,	Set,	Baby	(RSB)	is	“an	educational	program	designed	to	counsel	prenatal	women	

about	maternity	care	best	practices	and	the	benefits	and	management	of	breastfeeding,	

incorporating	other	important	information	to	help	women	achieve	their	goals.”20	RSB	was	

developed	in	2010	by	International	Board	Certified	Lactation	Consultants	at	the	Carolina	

Global	Breastfeeding	Institute	and	the	North	Carolina	Women’s	Hospital.20	Educational	

materials	are	available	in	English	and	Spanish.		

In	the	spring	of	2017,	the	Women’s	Health	Information	Center	(WHIC)	at	the	North	

Carolina	Women’s	Hospital	established	a	pilot	program	to	provide	RSB	education	to	

Spanish-speaking	mothers	at	the	hospital	(henceforth,	“the	program”).	The	WHIC	
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partnered	with	Carolina	Conexiones	(Conexiones)	to	develop	and	implement	the	program.	

Conexiones	is	an	organization	at	UNC	Children’s	Hospital	that	uses	bilingual	volunteers	to	

provide	navigation	services	to	Spanish-speaking	families	across	the	Children’s	Hospital.	

The	WHIC	and	Conexiones	developed	a	“Women’s	Health	Educator”	(henceforth,	

“educator”)	volunteer	position.	Educators	lead	RSB	sessions	with	Spanish-speaking	

mothers.	

The	recent	development	of	the	program	and	changes	in	program	leadership	indicate	a	

need	to	evaluate	the	program’s	structure	and	processes.	In	addition,	an	evaluation	of	the	

N.C.	Women’s	Hospital‘s	“Baby-Friendly”	status	in	June	2017	reemphasized	the	need	for	a	

reliable	process	for	providing	maternal	health	education,	especially	for	Spanish-speakers.		

The	evaluation	will	be	conducted	using	the	Evaluability	Assessment	framework.	The	

framework	was	originally	developed	at	the	Urban	Institute	in	the	1970s,	and	has	evolved	

throughout	its	use.	The	goal	of	this	framework	is	to	decide	what	aspects	of	the	program	

should	be	changed	to	make	it	more	effective	or	efficient.	Additionally,	it	can	serve	as	a	

preliminary	step	to	an	impact	or	effectiveness	evaluation	by	determining	what	parts	of	the	

program	can	be	evaluated.	The	steps	of	the	Evaluability	Assessment	framework	include	

analyzing	program	documents,	clarifying	the	program	theory,	interviewing	stakeholders	to	

identify	their	perceptions	of	the	program,	and	making	conclusions	and	recommendations	

about	the	program.		

The	evaluation	seeks	to	answer	the	following	questions:	

• What	is	the	process	for	the	recruitment	and	training	of	volunteers?	



	 4	

• What	are	stakeholders’	perceptions	of	the	current	process	for	volunteer	

recruitment,	training,	and	management?	What	challenges	and	areas	for	

improvement	do	stakeholders	identify?	

• What	is	the	process	for	conducting	Ready,	Set,	Baby	educational	sessions?	

• What	are	stakeholders’	perceptions	of	the	current	process	for	conducting	Ready,	

Set,	Baby	educational	sessions?	What	challenges	and	areas	for	improvement	do	

stakeholders	identify?	

• Overall,	how	can	the	program	improve	its	volunteer	recruitment	and	training	

process	and	implementation	of	educational	sessions?	

• How	can	these	findings	guide	the	implementation	of	other	collaborative	programs	

or	volunteer-based	language	access	programs,	within	UNC	Health	Care	or	in	other	

settings?	

Literature	Review	
	

Limited	English	Proficiency	(LEP)	patients	experience	significant	health	disparities.	LEP	

is	defined	as	speaking	English	less	than	“very	well.”	Communication	barriers	impede	health	

care	access,	and	LEP	patients	often	face	other	access	barriers.1	Additionally,	LEP	patients	

generally	experience	a	lower	quality	of	care.1,2	They	are	less	likely	to	receive	

encouragement	to	participate	in	decision	making,	empathy,	or	information,	and	they	report	

lower	patient	satisfaction	and	less	patient-centered	care.1,3,4	Furthermore,	language	

barriers	lead	to	higher	rates	of	adverse	health	outcomes.2,5	Several	studies	have	

documented	heightened	safety	risks	for	LEP	patients,	including	lower	rates	of	informed	
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consent.5,6,21,22	A	2015	study	found	that	LEP	patients	had	significantly	more	emergency	

department	visits	and	hospitalizations	than	English-speakers.23	

Most	health	organizations	have	insufficient	language	services	to	address	these	health	

disparities.	LEP	patients	have	experienced	and	reported	fears	of	inaccurate	interpretation	

and	a	lack	of	open	communication	with	interpreters.7,8	Patients	may	not	use	an	interpreter	

due	to	mistrust	or	time	constraints.8	Providers	often	do	not	receive	training	on	cultural	

competency	or	working	with	an	interpreter.24	One	study	found	that	only	30%	of	providers	

at	a	large	academic	health	center	felt	“very	comfortable”	treating	LEP	patients.24	Use	of	

family	members,	friends,	or	bilingual	staff	members	as	ad	hoc	interpreters	is	prevalent,	

despite	evidence	that	ad	hoc	interpreters	are	not	as	accurate	as	professionals.6–10	Non-

fluent	providers	often	do	not	use	any	interpreter;	some	believe	their	limited	language	skills	

are	sufficient	to	communicate	with	an	LEP	patient.6,7	Providers	also	cite	wait	time	and	

inability	to	locate	a	professional	interpreter	as	barriers	to	professional	interpreter	use.2,6,10	

Additionally,	language	preferences	and	barriers	are	often	underreported	in	electronic	

health	records.5,21	

Among	LEP	groups,	Spanish-speakers	in	the	United	States	face	unique	barriers	to	health	

care,	evidenced	by	their	lower	utilization	of	and	access	to	health	care	services	compared	to	

non-Latino	whites.12,25	In	2015,	57.5	million	Latinos	resided	in	the	United	States,	and	40	

million	US	residents	(13.3%)	reported	speaking	Spanish	at	home.11	16.4	million	Spanish-

speakers	in	the	US	(41%	of	Spanish-speakers)	are	considered	LEP,	and	thus	face	significant	

language	barriers.11	Latinos	have	higher	rates	of	poverty	than	whites	and	have	the	lowest	

rate	of	insurance	among	racial	and	ethnic	groups;11	poverty	and	lack	of	insurance	are	

significant	barriers	to	care.26	Additionally,	many	Latinos	face	stigma	and	discrimination	in	
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health	care,	and	some	providers	do	not	feel	comfortable	working	with	Hispanic	

patients.7,12,13	Undocumented	Latino	immigrants	face	policies	that	restrict	their	access	to	

health	insurance,	insurmountable	bureaucratic	requirements	(i.e.	paperwork),	

transportation	barriers,	fear	of	deportation,	and	a	lack	of	understanding	of	the	US	health	

system.12	However,	barriers	to	health	care	exist	among	both	Latino	US	Citizens	and	

undocumented	Latinos;	a	2015	study	found	that	restrictive	immigration	policies	deter	

health	care	utilization	in	both	groups.14	Although	the	Affordable	Care	Act	of	2009	improved	

access	to	and	utilization	of	care	among	Latinos,	undocumented	immigrants	are	not	covered	

through	public	insurance	or	private	insurance	exchanges,	and	disparities	in	insurance	rates	

and	care	utilization	persist.14,25	

Fortunately,	there	is	evidence	that	language	services	improve	health	care	access,	

quality,	and	outcomes	for	LEP	individuals.9	Use	of	professional	interpreters	is	associated	

with	improved	care	utilization,	clinical	outcomes,	and	pain	management,	and	it	can	

eliminate	disparities	in	health	care	quality	between	English-speaking	and	LEP	patients.9,27	

In	a	three-year	study,	use	of	interpreters	decreased	LEP	patients’	length	of	stay	and	

likelihood	of	readmission	within	30	days.28	Additionally,	interpreters	increase	informed	

consent	obtainment,	patient	comprehension,	and	patient	satisfaction.	9,22	

There	is	a	significant	need	for	and	potential	benefit	from	language	services	for	Spanish-

speakers	within	maternal	health.	Language	barriers	are	one	of	the	most	significant	

problems	in	maternal	health	care.4,15,29	In	one	study,	Latina	mothers	described	their	

experiences	navigating	health	care	as	“una	batalla”	(a	battle).13	Latinas	report	less	patient-

centered	maternal	health	care	and	identified	communication	as	a	critical	element	to	

patient-centered	care.4,15–18	Patient-centered	care	is	especially	important	considering	that	
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“personalismo”	(personalized	social	interactions)	is	a	prominent	value	in	Hispanic	

culture.18,29	Additionally,	Latinas	face	disparities	in	maternal	health	care	utilization,	

outcomes,	and	satisfaction	compared	to	non-Hispanic	white	women,	despite	having	higher	

fertility	rates.17,18,29–31	Hispanic	mothers	have	improved	health	care	experiences	when	

language	services	are	provided.27,29	

	 Specifically,	language	services	are	needed	and	are	beneficial	in	maternal	health	

education	for	Latinas.	One	study	found	that	Latina	mothers	in	prenatal	care	expressed	a	

need	for	information	on	more	maternal	health	topics,	but	received	information	on	fewer	

topics,	as	compared	to	African	American	women.19	Language	barriers	or	low	health	literacy	

may	prevent	Latina	mothers	from	understanding	the	care	they	receive	or	how	to	care	for	

themselves	and	their	baby.29,32	Additionally,	detrimental	health	beliefs	are	prominent	

among	Latinas,	such	as	the	belief	that	mothers	should	supplement	breast-milk	with	

formula.33,34	In	a	2011	health	education	evaluation,	Spanish-speaking	patients	responded	

positively	to	health	education	materials	that	are	written	in	basic	Spanish,	include	images,	

and	cover	a	variety	of	health	topics.35	

Program	Description	

Ready,	Set,	Baby	Curriculum	
	
	 The	Ready,	Set,	Baby	(RSB)	curriculum	was	developed	by	the	International	Board	

Certified	Lactation	Consultants	at	the	Carolina	Global	Breastfeeding	Institute	(CGBI)	and	

North	Carolina	Women’s	Hospital.20	The	curriculum	originated	in	2011	and	was	updated	

through	2015.	Covered	topics	include:20	

- Skin-to-skin	contact	
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- Rooming	in	(mother	and	baby	sharing	an	inpatient	room)	

- Feeding	on	demand	

- Exclusive	breastfeeding	

- Advantages	for	mother	and	baby	

- Position	and	latch	

A	2013	outcome	evaluation	analyzed	mothers’	experiences	with	RSB.	This	evaluation	

concluded	that	patients	were	generally	satisfied	with	their	RSB	sessions	and	reported	

increased	knowledge	of	the	topics	covered.36	Notably,	non-white	women	were	more	likely	

to	be	satisfied	with	their	RSB	session.36	Women	who	received	RSB	education	were	more	

likely	to	practice	skin-to-skin	contact	and	feeding	on-demand.36	This	evaluation	led	to	the	

inclusion	of	information	about	common	barriers	to	breastfeeding	in	the	RSB	curriculum.20		

	 Additionally,	a	2014-2015	pilot	test	evaluated	the	materials	used	in	RSB	sessions.	

Among	416	mothers,	RSB	participation	significantly	increased	Infant	Feeding	Intention	

Scale	scores,	a	predictor	of	breastfeeding,	and	knowledge	of	maternity	care	practices.37	

Pilot	Program	Development	
	

In	the	spring	of	2017,	the	WHIC	at	the	NC	Women’s	Hospital	established	a	pilot	program	

to	provide	RSB	education	to	Spanish-speaking	mothers	at	the	hospital	(henceforth,	“the	

program”).	The	WHIC	partnered	with	Carolina	Conexiones	(Conexiones)	to	develop	and	

implement	the	program.	Conexiones	is	an	organization	at	UNC	Children’s	Hospital	that	uses	

bilingual	volunteers	to	provide	navigation	services	to	Spanish-speaking	families	across	the	

Children’s	Hospital.	The	WHIC	and	Conexiones	developed	a	“Women’s	Health	Educator”	
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(henceforth,	“educator”)	volunteer	position.	Educators	led	RSB	sessions	with	Spanish-

speaking	mothers.	

	Prior	to	the	implementation	of	the	program,	bilingual	WHIC	staff	members	occasionally	

conducted	RSB	sessions	in	Spanish;	however,	there	was	no	formal	process	to	conduct	RSB	

sessions	that	targeted	Spanish-speaking	mothers	and	families.	

Initially,	all	educators	were	selected	from	among	Conexiones	volunteers,	and	they	were	

required	to	complete	their	Conexiones	volunteer	commitment	in	addition	to	serving	as	

educators.	In	the	summer	of	2017,	the	WHIC	and	Conexiones	decided	to	make	these	be	two	

distinct	positions;	thus,	educators	do	not	have	to	complete	an	additional	volunteer	

commitment	for	Conexiones,	and	they	report	to	the	WHIC,	not	Conexiones.	

Volunteer	Recruitment	and	Training	
	
	 Community	members	and	college	students	are	recruited	to	be	educators	and	then	

undergo	a	training	process.	This	training	primarily	involves	proof	of	Spanish	proficiency	

and	instruction	on	leading	a	RSB	session.	The	volunteer	recruitment	and	training	process	is	

a	major	focus	of	this	evaluation,	since	there	is	significant	variation	in	the	methods	and	

duration	of	this	process.		

Methodology	
	

This	program	structure	and	process	evaluation	utilized	the	Evaluability	Assessment	

(EA)	framework.	The	Urban	Institute	in	Washington,	D.C.	developed	EA	in	the	1970s	and	it	

has	since	been	refined.	An	EA	may	address	one	or	more	goals:38	
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• Planning:	To	define	program	goals	and	identify	plausible	activities	for	meeting	these	

goals.	

• Formative:	To	decide	what	needs	to	be	changed	about	a	program	to	make	it	more	

effective	or	efficient.	

• Summative:	To	determine	what	parts	of	a	program	are	evaluable,	as	a	preliminary	

step	to	an	impact	or	effectiveness	evaluation.	

This	program	evaluation	was	formative,	seeking	to	identify	program	improvements.	

Evaluability	Assessment	Methods	
	

The	EA	followed	these	iterative	steps:38	

1. Determine	evaluation	purpose,	secure	commitment,	and	identify	work	group	

members	

The	evaluator	identified	the	Director	of	the	WHIC	as	a	leader	for	the	

evaluation;	they	determined	the	purpose	of	the	evaluation	and	the	research	

questions.	An	existing	program	work	group	was	identified	as	the	work	group	for	the	

evaluation.	At	a	preliminary	meeting,	these	members	confirmed	the	evaluation	

purpose	and	research	questions	and	agreed	to	participate	in	stakeholder	interviews.	

2. Define	boundaries	of	the	program	to	be	studied	

The	evaluator	and	Director	of	the	WHIC	established	that	the	program	to	be	

evaluated	is	the	RSB	pilot	program,	as	defined	above;	it	does	not	include	other	

related	initiatives	led	by	the	WHIC	or	Conexiones.	

3. Identify	and	analyze	program	documents	



	 11	

Program	documents	identified	by	stakeholders	include	documents	published	

on	the	CGBI	website	and	minutes	from	previous	working	group	meetings.	These	

documents	were	analyzed	for	common	themes.	

4. Identify	and	interview	stakeholders	

Stakeholders	are	those	interested	in	the	program,	who	impact	it	and	are	

impacted	by	it.	Stakeholder	involvement	ensures	that	the	evaluator	can	influence	

the	program’s	key	decision-makers.	Stakeholders	were	identified	through	two	

methods:	on-site	observation	of	the	program	by	the	evaluator,	and	referrals	from	a	

key	informant,	the	director	of	the	WHIC.	Key	stakeholders	identified	were:	WHIC	

leaders;	Carolina	Conexiones	leaders;	Interpreter	Services	System	Manager;	

lactation	consultants;	and	Women’s	Health	Educator	volunteers.	

This	evaluation	primarily	collected	data	from	interviews	with	key	

stakeholders.	The	interviews	were	in-person	and	semi-structured,	following	the	

interviews	guide	shown	in	Appendix	A.	Interviews	addressed	stakeholders’	

perceptions	of	the	themes	identified	in	the	research	questions:	the	current	and	ideal	

processes	for	volunteer	recruitment,	training,	management,	and	conducting	RSB	

educational	sessions;	potential	areas	for	program	improvement;	and	insights	for	

future	volunteer-based	language	access	programs.	

5. Describe	stakeholder	perceptions	of	program,	and	identify	stakeholder	needs,	

concerns,	and	differences	in	perceptions	

The	interviewer	used	an	interview	log	to	record	notes	and	transcribe	key	

quotes	from	the	stakeholder	interviews.	This	log	was	analyzed	for	common	themes,	

and	stakeholders’	perceptions	were	aggregated	according	to	theme.	The	EA	work	
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group	discussed	areas	of	agreement	and	disagreement,	needs,	and	concerns	that	

emerge	within	these	themes.	

6. Develop	and	clarify	program	theory	

The	evaluator	used	data	collected	from	stakeholder	interviews	and	

document	analysis	to	develop	preliminary	logic	models	for	volunteer	recruitment	

and	training	and	for	conducting	RSB	sessions.	These	logic	models	highlighted	areas	

of	agreement	and	disagreement	in	program	processes.		

7. Determine	plausibility	of	program	model	

The	EA	work	group	discussed	the	preliminary	logic	models	and	proposed	

updated	models	developed	by	the	evaluator.	They	evaluated	these	processes’	ability	

to	meet	program	goals.	

8. Draw	conclusions	and	make	recommendations	

Conclusions	and	recommendations	were	made	throughout	the	EA	process.	

The	EA	work	group	finalized	program	logic	models	for	volunteer	recruitment	and	

training	and	conducting	RSB	sessions.	The	group	discussed	stakeholder	perceptions	

of	program	improvement	and	formalized	recommendations	for	program	changes.	

9. Plan	specific	steps	for	the	utilization	of	EA	data	

The	EA	work	group	decided	to	use	the	evaluation	data	to	change	the	program	

to	better	meet	staff	and	volunteer	needs.	They	delegated	responsibility	for	program	

improvements	among	work	group	members.	

Limitations	and	Ethical	Considerations	
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	 Limitations	of	this	evaluation	include	bias	introduced	in	the	selection	of	

stakeholders	and	the	interviewer’s	experience	in	the	program.	Measures	were	taken	to	

promote	impartiality	during	the	interviews.	There	are	minimal	ethical	considerations	in	

this	evaluation;	the	evaluation	addresses	organizational	improvements	and	does	not	

address	personal	experiences	or	information.	

Findings	
	
Stakeholder	interviews	and	document	analysis	detailed	the	current	processes	for	volunteer	

recruitment,	training,	management,	and	conduction	of	RSB	educational	sessions.	Data	were	

aggregated	to	develop	models	of	the	current	processes.	The	interviews	also	highlighted	the	

positives,	negatives,	and	potential	changes	associated	with	these	processes.		

Volunteer	Recruitment	
	
	 Current	process.	Key	stakeholders	described	the	following	process	for	recruiting	

volunteers:	

Figure	1.	Current	process	for	volunteer	recruitment.	
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! Carolina	Conexiones	
! Women’s	Health	Information	Center	
! Volunteer	Services	
	
	 Positive	aspects.	Stakeholders	identified	the	following	positive	aspects	of	this	

process:	recruiting	through	Carolina	Conexiones	provides	experienced	volunteers	with	

strong,	validated	Spanish	skills;	and	interviews	confirm	volunteers’	interest	and	

commitment.	

	 Areas	for	improvement.	Stakeholders	identified	the	following	negative	aspects:	

unclear	ownership	of	the	recruitment	process;	lack	of	communication	about	how	Carolina	

Conexiones	and	the	Women’s	Health	Information	Center	prepare	volunteers	during	

recruitment	(e.g.	what	information	is	shared	by	each	group?);	the	process	is	too	reliant	on	

the	Carolina	Conexiones	liaison,	a	volunteer	position;	there	are	too	many	steps;	and	not	all	

volunteers	pass	the	Bilingual	Skills	Assessment.	

	 Recommendations.	Stakeholders	recommended	the	following	changes	to	improve	

the	volunteer	recruitment	process:	decide	who	is	in	charge	of	recruitment;	combine	the	

Bilingual	Skills	Assessment	and	interview/introduction;	eliminate	Carolina	Conexiones-

specific	orientation,	as	it	does	not	apply	to	RSB	volunteers;	and	create	a	universal	Bilingual	

Skills	Assessment	for	all	bilingual	volunteers.	

	 Updated	process.	The	work	group	agreed	to	adopt	the	following	process:	
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Figure	2.	Updated	process	for	volunteer	recruitment.	
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Volunteer	Training	
	
	 Current	process.	Key	stakeholders	described	the	following	process	for	training	

volunteers:	

Figure	3.	Current	process	for	volunteer	training.	
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	 Positive	aspects.	Stakeholders	identified	the	following	positive	aspects	of	this	

process:	the	process	follows	Women’s	Health	Information	Center’s	standard	training	

procedure	(2	observations,	1+	mock	session);	it	is	flexible	based	on	volunteer's	needs;	

interactions	with	patients	were	most	helpful	to	volunteers	at	UNC	Hospitals.	

	 Areas	for	improvement.	Stakeholders	identified	the	following	negative	aspects:	the	

training	process	took	too	long,	and	there	were	no	deadlines	to	encourage	timely	progress;	

it	is	hard	to	track	volunteers'	progress	through	training	process;	loss	of	contact	with	

volunteers	during	training	process;	and	unclear	ownership	of	process.	

	 Recommendations.	Stakeholders	recommended	the	following	changes:	Decide	who	

is	in	charge	of	volunteer	training;	standardize	tracking	of	volunteers’	progress	through	

training	requirements;	create	a	set	schedule	for	completing	training	process,	with	

deadlines;	incorporate	more	contact	with	patients	and	guidance	on	patient	interaction	into	

the	training	process.	

	 Updated	process.	The	work	group	agreed	to	adopt	one	of	the	following	processes,	

pending	further	discussion:	
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Figure	4.	Potential	updated	process	for	volunteer	training.	
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Figure	5.	Potential	updated	process	for	volunteer	training.	
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	 Interviews	revealed	that	there	is	no	defined	process	for	managing	volunteers.	

However,	management	incorporates:	oversight	by	the	WHIC;	volunteers	choosing	shifts	

using	Google	Calendar;	tracking	volunteers’	attendance;	and	collecting	data	on	patient	

encounters.	

	 Positive	aspects.	Stakeholders	identified	the	following	positive	aspects	of	volunteer	

management:	the	WHIC	knows	when	volunteers	will	be	in	the	clinic,	and	can	plan	

accordingly;	and	volunteers	have	good	attendance.	

	 Areas	for	improvement.	Stakeholders	identified	the	following	negative	aspects:	there	

is	a	lack	of	communication	between	the	WHIC	and	Conexiones	about	volunteers’	activity;	

there	is	an	unclear	division	of	responsibility	between	WHIC	and	Conexiones;	volunteers	

cannot	see	when	other	volunteers	are	scheduled;	sometimes	volunteers	are	scheduled	for	

shifts	with	very	few	patients;	and	not	all	volunteers	use	Google	Calendar	reliably.	

	 Recommendations.	Stakeholders	recommended	the	following:	decide	who	is	in	

charge	of	managing	volunteers;	institute	WHIC	observation	of	volunteers	for	quality-

assurance;	establish	more	regular	communication	between	the	manager	and	volunteers	

(e.g.	a	weekly	email).	

Conducting	RSB	Sessions	
	
	 Key	stakeholders	described	the	following	process	for	conducting	RSB	educational	

sessions	with	patients:	
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Figure	6.	Current	process	for	conducting	Ready,	Set,	Baby	educational	sessions.	

	

	 Positive	aspects.	Stakeholders	identified	the	following	positive	aspects	of	this	
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	 Areas	for	improvement.	Stakeholders	identified	the	following	negative	aspects:	

volunteers	do	not	know	how	many	patients	to	expect	during	a	shift;	the	front	desk	staff	in	
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	 Recommendations.	Stakeholders	recommended	the	following	changes:	track	when	
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encounters.	

	 Updated	process.	The	work	group	agreed	to	adopt	the	following	process:	

Figure	7.	Updated	process	for	conducting	Ready,	Set,	Baby	educational	sessions.	
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Discussion	

Insights	for	Collaborative	Programs	

Clear	division	of	responsibilities	
	
	 Because	the	bilingual	Ready,	Set,	Baby	program	began	as	a	collaboration	between	

Conexiones	and	the	WHIC,	there	remained	some	misunderstanding	of	each	organization’s	

responsibilities.	It	was	necessary	to	clarify	ownership	of	each	step	of	the	process	in	order	

to	eliminate	redundancy	and	facilitate	communication	between	leaders	and	volunteers.	

Eliminate	redundancies	between	organizations	
	
	 The	WHIC	and	Conexiones	engaged	in	similar	steps	to	recruit	and	train	their	

volunteers,	which	created	redundancy	in	their	collaborative	efforts.	This	led	to	confusion	

and	frustration	among	volunteers.	To	avoid	this,	collaborative	programs	should	identify	

and	eliminate	redundant	steps	in	their	processes.	

Leverage	each	organization’s	strengths	
	
	 Stakeholders	noted	several	benefits	from	leveraging	the	strengths	of	each	

organization.	For	example,	Conexiones	successfully	recruited	experienced	volunteers	with	

demonstrated	Spanish	proficiency,	and	the	WHIC	adapted	its	existing	training	processes	to	

meet	the	needs	of	bilingual	educators.	Collaborative	programs	should	identify	the	unique	

strengths	of	all	partners	and	create	processes	that	take	advantage	of	these	strengths.	

Insights	for	Volunteer-Based	Language	Access	Programs	

Need	for	flexibility	to	meet	the	needs	of	native	and	non-native	speakers	
	
	 Volunteers	required	varying	levels	of	support	during	the	training	process.	

Volunteers	learned	both	the	content	of	the	RSB	curriculum	and	how	to	interact	with	
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patients.	In	this	program,	volunteers’	needs	differed	based	on	their	experience	speaking	

Spanish.	In	general,	native	Spanish	speakers	tended	to	grasp	the	material	quicker,	while	

non-native	Spanish	speakers	required	more	support	in	learning	vocabulary	specific	to	

maternal	health.	The	flexibility	of	the	RSB	training	process	allowed	it	to	adjust	to	the	needs	

of	each	volunteer.	Other	volunteer-based	bilingual	programs	should	implement	similar	

flexibility	in	training	in	order	to	match	the	needs	of	native-	and	non-native	speakers.		

Need	for	standardized	proof	of	language	proficiency	
	
	 The	RSB	program	initially	drew	from	a	pool	of	Spanish-speaking	volunteers	who	

had	passed	an	established	Bilingual	Skills	Assessment.	However,	as	the	program	began	to	

recruit	volunteers	from	outside	this	pool,	there	was	inconsistency	in	volunteers’	language	

skills.	Stakeholder	interviews	highlighted	the	need	for	a	universal	Bilingual	Skills	

Assessment	to	ensure	that	all	bilingual	volunteers	were	equipped	for	their	role.	Ideally,	

health	systems	should	adopt	a	universal	language	assessment	for	all	bilingual	volunteers	to	

establish	a	standard	of	care	for	its	non-English	speaking	patients.	

Understand	patterns	of	the	target	population	
	
	 A	major	drawback	of	the	RSB	program	was	the	lack	of	understanding	of	when	

Spanish-speaking	patients	visited	the	OB/GYN	clinics.	Stakeholders	shared	varying	

information	about	which	times	or	days	the	most	Spanish-speakers	visited	the	clinic.	This	

feedback	highlighted	the	need	to	understand	the	care-seeking	patterns	of	the	target	

population.	This	information	will	allow	language-access	programs	to	meet	their	target	

population’s	needs	while	maximizing	volunteers’	time.		
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Use	of	Evaluability	Assessment	for	a	Formative	Evaluation	

Stakeholder	interviews	uncover	differing	perceptions	

	 The	primary	method	of	data	collection	in	the	EA	was	stakeholder	interviewing.	

Stakeholder	interviews	were	effective	in	uncovering	stakeholders’	varying	perceptions	and	

misunderstandings	of	the	program	that	were	not	addressed	during	group	meetings.	For	

example,	almost	all	stakeholders	individually	expressed	confusion	about	who	was	

responsible	for	various	steps	in	the	process	and	a	lack	of	understanding	of	others’	roles;	

however,	these	concerns	were	not	addressed	during	the	work	group’s	regular	meetings.	

The	individual	stakeholder	interviews	were	a	useful	tool	to	aggregate	important	issues	and	

bring	them	to	the	attention	of	the	group	at	large.	

Focus	on	program	theory	facilitates	program	improvement	

	 The	EA	methodology	focuses	on	clarifying	program	theory	in	order	to	understand	

how	the	program	is	designed	to	work	and	identify	gaps	in	means-ends	connections.38	This	

was	critical	to	the	evaluation’s	goal	of	generating	program	improvements.	Stakeholders	

reported	that	visualizing	the	program	theory	aided	in	their	understanding	of	how	the	

program	currently	functioned	and	how	to	address	issues.		The	focus	ensured	that	program	

improvements	would	reach	their	intended	goals,	and	aided	in	reducing	program	

inefficiency.		

Challenging	to	merge	focus	on	future	evaluation		

	 Although	a	major	purpose	of	EA	is	to	design	future	program	evaluation	criteria,	it	

was	challenging	to	integrate	a	focus	on	future	evaluation	of	the	program	into	a	formative	

evaluation.	Interviews	addressed	how	to	evaluate	the	success	of	the	program;	however,	
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stakeholders	were	more	focused	on	the	current	development	of	the	program	and	had	

difficulty	identifying	future	evaluation	criteria.	It	was	difficult	for	stakeholders	to	

simultaneously	consider	current	improvements	and	future	evaluations.	However,	the	

difficulty	of	integrating	these	two	purposes	should	not	discourage	the	use	of	EA	for	

program	development	and	improvement;	the	EA	was	still	successful	in	meeting	the	goals	of	

a	formative	evaluation.	 	
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Appendix	A:	Interview	Guide	
	

Interview	Guide:	RSB	Program	Evaluation	
	

Stakeholder	name:	__________________________________________________________________________	
	
Stakeholder	position:	_______________________________________________________________________	
	
In	this	interview,	we	will	discuss	the	Ready,	Set,	Baby	language	access	program	(also	
referred	to	as	the	pilot	program).	This	has	been	a	collaborative	effort	between	the	Women’s	
Health	Information	Center	and	Carolina	Conexiones,	among	others.	We	will	not	be	
discussing	other	programs	led	by	either	the	WHIC	or	Conexiones.	
	
Information	collected	will	be	shared	with	the	group,	but	the	identification	of	the	person	
sharing	the	information	will	not	be	(i.e.,	I	will	share,	“these	program	improvements	were	
identified,”	not,	“Holly	thinks	we	can	implement	this	change.”)	Information	will	be	gathered	
during	this	interview	through	discussion	and	a	concept	mapping	activity	(sticky	note	
activity).		
	
I.	Volunteer	Recruitment		
	
How	are	volunteers	recruited	for	RSB?	What	are	the	current	steps	in	the	process	for	
recruiting	volunteers?		
	
What	do	you	think	is	good	about	this	process?		
	
What	do	you	think	is	bad	about	this	process?	What	concerns	do	you	have	about	how	
volunteers	are	recruited?	
	
What	steps	would	you	add	to	or	change	about	the	volunteer	recruiting	process?	
	
What	questions	remain	in	your	mind	about	how	volunteers	are	recruited?	What	is	
confusing	to	you,	or	what	are	you	unsure	about?	
	
II.	Volunteer	Training	
	
How	are	volunteers	trained	to	be	RSB	Women’s	Health	Educators?	What	are	the	current	
steps	in	the	process	for	recruiting	volunteers?	
	
What	do	you	think	is	good	about	this	process?	
	
What	do	you	think	is	bad	about	this	process?	What	concerns	do	you	have	about	how	
volunteers	are	trained?	
	
What	steps	would	you	add	to	or	change	about	the	volunteer	training	process?	
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What	questions	remain	in	your	mind	about	how	volunteers	are	trained?	What	is	confusing	
to	you,	or	what	are	you	unsure	about?			
	
III.	Managing	Volunteers			
	
Once	volunteers	are	fully	trained,	how	is	their	participation	in	the	RSB	program	managed?	
What	are	the	current	steps	in	the	process	for	managing	active	volunteers?	
	
What	do	you	think	is	good	about	this	process?		
	
What	do	you	think	is	bad	about	this	process?	What	concerns	do	you	have	about	how	
volunteers	are	managed?	
	
What	would	you	add	to	or	change	about	the	current	way	that	volunteers	are	managed?	
	
What	questions	remain	in	your	mind	about	how	volunteers	are	managed?	What	is	
confusing	to	you,	or	what	are	you	unsure	about?			
	
	
IV.	Conducting	RSB	Sessions	
	
How	are	RSB	education	sessions	conducted?	What	are	the	current	steps	in	the	process	for	
conducting	a	RSB	session?	
	
What	do	you	think	is	good	about	this	process?		
	
What	do	you	think	is	bad	about	this	process?	What	concerns	do	you	have	about	how	RSB	
sessions	are	conducted?	
	
What	would	you	add	to	or	change	about	the	current	way	that	RSB	sessions	are	conducted?	
	
What	questions	remain	in	your	mind	about	how	RSB	sessions	are	conducted?	What	is	
confusing	to	you,	or	what	are	you	unsure	about?			
	
V.	Program	Improvement	and	Continuing	Evaluation	
	
Overall,	what	improvements	to	the	RSB	program	would	you	implement?	
	
What	metrics	would	indicate	whether	the	RSB	program	is	successful?	Where	in	the	
processes	described	above	would	this	data	be	collected?	
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Appendix	B:	Interview	List	
	
Name	 Title	 Interview	

Date	
Interview	
Status	

Mary	Quezada	 WHIC	Director	 12/13/17	
3:15	pm	

Complete	

Akanksha	Arora	 WHIC	Childbirth	
Education	Coordinator	

12/06/17	
2:00	pm	

Complete	

Kristina	Morris	
Heredia	

Carolina	Conexiones	
Program	Coordinator	

11/29/17	
2:00	pm	

Complete	

Alejandra	Saucedo	 Carolina	Conexiones-
RSB	Liaison	

11/30/17	
9:30	am	

Complete	

Sharon	Navarette	 RSB	Volunteer	 1/31/18	
12:30	pm	

Complete	

Maria	Ortiz	 RSB	Volunteer	 2/13/18	
2:15	pm	

Complete	
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