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Program and Organizational Setting 

We Honor Veterans (WHV) is a program of the National Hospice and Palliative Care 

Association in collaboration with the Department of Veterans Affairs to support all veterans with 

a special focus on the end-of-life phase. Each hospice or community organization partnering with 

WHV has one or more administrators or staff members assigned as a Champion to oversee the 

program for partners. Partners move through the program’s five levels with required activities. 

The organizational context for the evaluation is the Louisiana-Mississippi Hospice and Palliative 

Care Organization (LMHPCO), a nonprofit with a mission “to encourage and enhance the 

continued development of palliative and end of life care for everyone in this part of the country” 

(Louisiana-Mississippi Hospice and Palliative Care Organization, n.d.). They pursue this mission 

through “research projects, professional educational products, and awareness campaigns that 

advocate on behalf of patients facing serious and terminal illness, as well as their families and 

caregivers who support them” (n.d.). The LMHPCO has 80 care organization members in 

Louisiana and Mississippi. Many agencies that are members of LMHPCO are We Honor 

Veterans Partners at different levels. 

The proposed evaluation looks at Level 2 of We Honor Veterans. This level was chosen 

because it focuses on building organizational capacity that is key to external relationship 

development, improved access and quality of care, and expanded partnerships that are the focus 

of levels three through five. An evaluation design for this level would also be easy to adapt to 

evaluate capacity building activities and outcomes at higher levels. The likely use of this 

evaluation will be in helping build participant benefit and investment in the program. 

Administrative stakeholders at WHV and the LMHPCO look at the evaluation to see if the 

program is helping develop a “competent and highly skilled workforce” more able to provide 
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veteran care and if they need to make changes to resources available to the program (National 

Hospice and Palliative Care Organization, n.d.a). Champions and agency administrators will 

likely look to the evaluation to help determine the staff and volunteers’ veteran knowledge and 

attitudes and make estimations of how this will impact agency culture around program activities 

and the level of staff engagement in the program. 

Literature Review 

Three studies were chosen for review because they evaluated programs that, like We 

Honor Veterans, trained staff or caregivers to provide support to veterans. Goss et al. (2019) 

evaluated the Tribal Veterans Representative program (TVR) - a program that “prepares 

representatives from different [American Indian/Alaska Native] tribal nations to help their peers 

obtain VA benefits and services” - to analyze and codify the program’s activities, “quantify 

benefits obtained during TVR program activity, and to assess economic impacts for Veterans in 

the community” (pp. 1077-1079). Yank et al. (2021) focused on determining why the web-based 

Building Better Caregivers (BBC) psychoeducational and self-management workshop 

administered by the US Department of Veterans Affairs (VA) “did not reach caregivers at some 

[VA medical] centers and whether uptake could be improved,” with strategy changes and if 

enrollment improved after adoption of these changes (p. 2). Flores et al. (2021) evaluated the 

National League for Nursing Advancing Care Excellence for Veterans (ACE.V) simulation 

training program and looked at nursing student engagement and satisfaction and whether 

students were able to meet the objectives of the training. 

These evaluations all featured strong process evaluation components. Each evaluation 

included care workers who engaged with veterans as a target population: volunteer liaisons from 

tribal nations; national and regional leaders, staff, and caregivers in the VA’s BBC program; and 
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nursing students training to care for veterans. Following explorations of process, all evaluations 

also looked at outcomes/impacts for the same target population or the population served by the 

original target: Goss et al. explored program outcomes/impacts for American Indian/Alaska 

Native Veterans, Yank et al. evaluated how fidelity to program changes influenced outcomes for 

informal caregivers of veterans, and Flores et al. looked at if the ACE.V training improved skills 

and knowledge for nursing students. Each of these target populations are relevant to the We 

Honor Veterans Program as it includes training and engagement of nurses, social workers, 

volunteers, administrators, and other healthcare staff and caregivers to provide access to 

resources and care for a diverse veteran population. 

Methodology 

All three studies were non-experimental designs that relied heavily or fully on qualitative 

methods. Goss et al. explicitly stated “methods were carried out as quality assurance and did not 

meet the definition of research” (2019, p. 1077). In this study, the evaluators conducted a review 

of TVR program service records and internal evaluations since 2001 and used their experiences 

as participants in the program (as observers, trainers, or coordinators) to analyze the records and 

derive a program model (but not to measure fidelity). This was followed by a one-group outcome 

and impact evaluation with one partnered tribal nation in the TVR program. Evaluators reviewed 

the partner’s records to gather data on veterans served, claims made/approved by the VA, and 

benefits received by participating veterans. 

Yank et al. (2021) included a qualitative component consisting of 45-minute phone 

interviews carried out by a team of four co-investigators trained and experienced in “interview-

based data collection and analysis as well as content expertise” (p. 4). The interviewers 

conducted “one-to-one phone-based interviews that were audio-recorded and transcribed by 
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professional transcriptionists” and took “field notes that were recorded by interviewers 

immediately following interview completion” (p. 5) Following interviews, Yank et al. evaluated 

five years of workshop enrollment data (existing data within the VA) and used a paper-based 

staff survey adapted from the Organizational Readiness to Change Assessment (ORCA), “a 

validated implementation sciences survey structured according to [Promoting Action on 

Research Implementation in Health Services] constructs,” for caregivers and local staff (p. 4). 

The researchers did not survey regional or local staff with the ORCA as it is “designed for local 

staff within organizations implementing evidence-based programs,” however the evaluators did 

conduct follow-up phone interviews with three of four national leaders regarding implementation 

changes three years after initial data collection (p. 4). 

The study by Flores et al. was purely qualitative. The evaluators (the teaching team) and 

a veteran engaged in live debriefing sessions with students immediately following simulations. 

During this time, they posed nine-process related questions from the NLN ACE.V evaluation 

tool to students who responded verbally and in writing (handwritten answers to questions 4 

through 9 were transcribed for review) and evaluators observed responses. The evaluators also 

used direct observation to determine whether students were engaged in the debriefing and if after 

the simulation they displayed achievement of the five outlined care goals of the training. 

Results 

The results of these studies include: 

● Development of a four-element model to engage veterans  

● Findings that the presence of a culturally-rooted peer liaison correlated with 

higher dollar amounts of veteran benefits 
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● Findings that more informational, personal, supportive, and consistent outreach 

improved staff and caregiver enrollment in psychoeducational workshops 

● Findings that simulations and debriefings increased knowledge and confidence, 

empathy, and appreciation for complexity of veteran care among nursing students 

and students met all objectives of the training 

Goss et al. (2019) diagrammed a program model for the TRV connecting “community-

specific knowledge and resources, institution-specific knowledge and resources, education of 

community-based liaisons, and community action” (p. 1078). The tribal community program 

assessed implementing this model had a 90% claim success rate and higher dollar amounts of 

VA benefits for veterans served by the program compared to the national average (the 

counterfactual). Similarly, cultural considerations were key for nursing students building 

competence to serve veterans. These students reported the ACE.V training improved their 

empathy and ability to provide care for veterans by teaching them about “military culture and 

experiences, complexities of care, therapeutic communication, PTSD, women veterans, and 

pregnancy” (Flores et al., 2021, p. 36). Continuing the theme of combining formal and informal 

knowledge and social/cultural connections, Yank et al. (2021) found that outreach to/by people 

and groups participants trusted, mentoring and guidance for new caregiver staff, and community 

partnerships were vital to increasing workshop enrollment for caregivers of veterans. 

Insights Informing Evaluation Goals or Questions 

The evaluations discussed in this review each provide valuable insight for the current 

evaluation. Educational and outreach strategies used by the programs are worth consideration in 

looking at the development of training used in the staff, volunteer, and community education 

activities of the We Honor Veterans program - particularly connecting the trainings to relevant 
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cultures (e.g., ethnic/racial minorities, veterans, women), supportive and personal touches to 

outreach and education, and immersive methods. Flores et al. (2021) including case simulations 

and direct involvement of a veteran in their training could provide inspiration for WHV program 

Champions and administrators in creating or carrying out their educational activities. This study 

also offered useful indicators for measuring outcomes: “increased knowledge and confidence, 

empathy for veterans, and appreciation for the complexities of veteran care” (p. 32). 

The use by Yank et al. (2021) of an initial evaluation phase to identify implementation 

strengths and weaknesses and recommend changes to the program followed by a second phase in 

which the evaluators determined if recommendations were implemented and if they impacted 

participation is appealing. A similar staging could be useful for WHV, particularly as the 

agencies seek to determine strengths and weaknesses of trainings and adjust educational 

activities. The impact evaluation component of Goss et al. (2019) that compared 14 years of 

outcomes of the one site studied to national outcomes could also be useful for new studies that 

want to explore if the same results would have occurred without their program. 

However, there are gaps to consider. Apart from Yank et al. (2021) which used the 

Organizational Readiness to Change Assessment, the evaluations lacked a validated instrument, 

which may have been due to a lack of availability of suitable measures. The researchers in Flores 

et al. (2021) concede “the availability of only written responses from the students to evaluate” 

was a weakness of their design because they did not record participants’ verbal responses and 

missed out on analysis of these (p. 37). The data they did collect in Flores et al. (2021) was done 

at posttest only and lacked multiple measurement points. Yank et al. (2021) also admit data 

limitations in that their evaluation began after their program was underway and precluded 
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baseline or pretest data. Goss et al. (2019) only looked at outcome/impact data for one site, and 

this provokes the question of whether the results of that site are typical for all program sites.  

For all three evaluations, outcomes appeared as an afterthought in the designs. 

Additionally, none of the programs reviewed were hospice-based or contained the activities 

specific to We Honor Veterans, and this highlights an opportunity to do evaluative work to fill 

these gaps. The current study looks to address some of these issues and increase rigor by 

incorporating multiple measures - including one or more validated standardized measures - 

collecting data (including rich qualitative data) at multiple points before, during, and after the 

program at multiple sites, and focusing on outcomes related to a hospice-based program for 

training staff, volunteers, and community members to engage with veterans. 

Theory and Logic Model 

We Honor Veterans is a program for “hospices, state hospice organizations, Hospice-

Veteran Partnerships and VA facilities […] focused on respectful inquiry, compassionate 

listening and grateful acknowledgment” to veterans (National Hospice and Palliative Care 

Organization, n.d.a). Partners enter the program as recruits and complete required Level 1 

activities to receive Level 1 status, Level 2 activities to receive Level 2 status, and so forth to 

progress through the program at their own pace through Level 4, while Level 5 requires one 

calendar year to complete. Activities fall under the areas of education (for staff, volunteers, and 

community), (agency) policies and procedures, and Hospice-Veteran Partnerships.  

Inputs to aid partners in completing levels are provided by the agency, the WHV national 

program, and the community in which the agency operates. The agency-provided inputs are 

hospice agency staff (nurses, nurse aides, social workers, volunteer managers, chaplains, 

bereavement specialists, health information clerks, sales staff, etc.) and volunteers, educational 
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materials, money to cover expenses related to trainings, and facilities for trainings and 

orientation. The WHV national program provides a Level 5 mentor (a Champion from a partner 

that has already completed Level 5) and educational materials. The community inputs local 

veterans, Veterans Service organizations, community organizations that may contribute to 

trainings and engagements, and facilities and organizational spaces for outreach.  

The theory of change driving Level 2 of the program is that by conducting policy and 

procedure review; staff, volunteer, and community education; and Hospice-Veteran Partnership 

relationship development, partners can increase their organizational capacity to serve veterans 

and gain the foundation for strategic partnerships to be utilized at higher program levels. This is 

all in service of the overall desired impact which is to ensure Hospices and community 

organizations are empowered to meet needs of all veterans for a more peaceful end of life. The 

proposed evaluation will zoom in on the following initial outcomes of Level 2 that feed into the 

intermediate outcome of increased organizational capacity to serve veterans: 

● Increased staff and volunteer knowledge about veterans 

● Improve staff attitudes and volunteer attitudes regarding engaging veterans 

● Increase staff and volunteer competence regarding engaging veterans 

  The two categories of activities meant to lead to these initial outcomes are policy and 

procedure reviews and staff, volunteer, and community education. Within these two categories, 

the program requires agencies at this level to create specific outputs. As illustrated in the logic 

model (Appendix A), these outputs include including integrating the Military History Checklist 

(or an equivalent tool to screen for patients’ military history) into the hospice intake process, an 

annual “review of Veteran-specific Practice Examples of NHPCO’s Standards of Practice for 

Hospice Programs,” three or more distinct veteran-specific trainings (and not used in Level 1) for 
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staff and volunteers, a new staff and volunteer orientation process that includes veteran-specific 

content, and one veteran-specific outreach presentation in at least 2 Veteran organization venues 

- such as state Veterans Homes or Veterans of Foreign Wars events (National Hospice and 

Palliative Care Organization, n.d.c). 

Evaluation Purpose and Questions 

The purpose of this evaluation is summative. The aim is to learn if the We Honor Veteran 

Program as implemented by the agency is achieving the desired outcomes, what is making the 

program effective or not, and “if the effort is sustainable and replicable” (W.K. Kellogg 

Foundation, 2017, p. 27). Based on the intermediate outcome of increased organizational 

capacity to serve veterans and initial outcomes of increased staff and volunteer knowledge about 

veterans, improved staff attitudes regarding veterans, and increased staff and volunteer 

competence regarding engaging veterans, this evaluation seeks to do the following: 

● Determine if the hospice staff and volunteers have significantly increased knowledge 

about veterans following Level 2 training and policy and procedure reviews 

● Determine if hospice staff and volunteers have improved attitudes regarding veterans 

following Level 2 training and policy and procedure reviews 

● Determine if the hospice staff and volunteers have increased their competence regarding 

ability to engage veterans following training and Level 2 policy and procedure reviews. 

Measurement Methods 

Key outcomes to be measured are initial outcomes of increased staff and volunteer 

knowledge about veterans, improved staff and volunteer attitudes regarding veterans, and 

increased staff and volunteer competence regarding engaging veterans. These are outlined in the 

logic model as resulting from outputs related to policy and procedure review and staff, volunteer, 
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and community education activities. Multiple indicators of the two outcomes will be measured 

using standardized measures, semi-structured interviews, and an individualized rating scale and 

surveys to allow for triangulation of data. 

Staff and volunteer knowledge about veterans will be indicated by their knowledge on 

veteran-specific training subjects. This will be measured via a combination individualized rating 

scale (IRS) an eight-item quiz (with items tailored to each training topic) and 10-minute semi-

structured interviews with select staff and volunteers. The IRS/quiz will be developed in 

consultation with each training instructor and administered directly before and after veteran-

specific training sessions to assess staff and volunteers’ perception of knowledge on these topics 

as well as their content knowledge. (A sample IRS/quiz can be found in Appendix B.) Short 

interviews (see Appendix C) will be conducted at posttest by evaluators within one week after 

training sessions. Participants for interviews will be selected to include respondents from each 

agency with high, low, and moderate scores on the IRS/quizzes (at pretest, posttest, or both). 

To measure staff attitudes regarding veterans the Health Professionals Attitudes Toward 

Veterans (HPATV) will be used. The HPATV is a 14-item validated measure that can “be used 

as a program evaluation tool to determine the efficacy of veteran-specific education initiatives 

“(Knopf-Amelung et al., 2018, p. 66). The HPATV was piloted and validated (construct and 

content validity) on a sample of professionals/graduate-level students in advanced practice 

nursing, clinical psychology, pharmacy, social work, and research/evaluation” (p. 62).  

Evaluators will also conduct interviews with administrators and program champions to acquire 

qualitative data regarding overall staff attitudes regarding veterans. Both measures will be 

employed within one week of the agency applying to begin Level 2 for pretest and one week of 
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the agency applying for completion of Level 2 for posttest. Administrator/Champion interviews 

(see Appendix D for items) will also be conducted at six months after posttests for follow-up. 

The Assessment of Military Cultural Competency (AMMC) is a 36-item scale that is “a 

model for the measurement of the skills, attitudes, and knowledge related to military cultural 

competence” (Meyer et al., 2015, p. 382). Though the AMMC is relatively new and has yet to be 

validated, it was developed and piloted with input from multiple experts in health and veterans’ 

health to address a dearth of instruments specific to measuring competence of military culture - a 

dearth that still exists (p.384). Additionally, “pilot data supports that the AMCC can discern 

absolute and relative differences between providers with different levels of military exposure in 

regard to their military cultural skills, attitudes, and knowledge” (p. 386). Thus, it would appear 

this instrument has sensitivity to capture changes in competency due to gaining knowledge or 

engagement with military members or veterans. During the same pretest and posttest 

administrator/champion interviews triangulating HPATV data, evaluators will also triangulate 

AAMC data. For further information on the measurement plan, see Appendix E. 

Evaluation Research Design 

This evaluation will utilize one-group pre and posttest design. Participants in the study 

will include hospice agency nursing staff, social workers, bereavement coordinators, managers of 

volunteer services, chaplains, health information coordinators, sales representatives, other office 

staff, and volunteers. The evaluation will study outcomes related to these participants' knowledge 

about veterans, attitudes toward veterans, and competence in engaging veterans. To create a 

strong group size, participants will be recruited from the We Honor Veterans Partner Directory 

from all current Level 1 partners in the states of Louisiana and Mississippi (39 agencies at 

present). Evaluators will select three agencies at random from this list and reach out via phone to 



13 
 

administrators of each agency to obtain consent to evaluate. After receiving consent from 

administrators at three agencies, evaluators will present at each agency to introduce and explain 

the study. Administrators, staff, and volunteers will be administered their respective measures as 

outlined previously and in Appendix E. 

Because each agency completes the first four levels at their own pace, the period for the 

evaluation is based on the time it takes agencies to complete Level 2 activities and submit an 

approved Partner Activity Report after receiving Level 1 status. Shorter time periods within this 

frame will also be studied to assess knowledge before and after training sessions. These time 

frames will be approximately 20 minutes to two hours in length depending on training session 

duration. 

Data Collection and Analysis Plan 

This evaluation will be conducted by a team consisting of four graduate-level students 

and/or professionals in social work, psychology, or behavioral health under the supervision of a 

regional Level 5 We Honor Veterans Mentor. This team will be responsible for administering all 

measures and collecting all data except for IRS/training. IRS/training quizzes will be 

administered by each training’s instructor(s). These instructors will be provided uniform written 

information on how to administer these measures. The Health Professionals Attitudes’ Towards 

Veterans (HPATV) and Assessment of Military Cultural Competency (AMCC) data will be 

gathered via an online survey in Google Forms. The survey will combine both measures with the 

HPATV items under the “Part 1” heading and the AMCC items under the “Part 2” heading. A 

link to this survey can be found at https://forms.gle/4ZLt6tX3rKp6ur5Y9.  

For the standardized measures and IRS/quiz surveys, each evaluator will score each 

respondent and compare scores to ensure accuracy of calculations. The design of the Google 

https://forms.gle/4ZLt6tX3rKp6ur5Y9
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forms for the standardized measures requires participants to answer all items to complete them, 

therefore this should eliminate the presence of incomplete data from the HPATV or AMCC. To 

mitigate environmental changes threatening reliability, the combination IRS/quizzes will be 

administered in the training setting for pretest and posttest. In the event participants complete 

either pretest or posttest measures but not both for any standardized measure or the IRS/training 

quizzes, their data will be excluded from results. Cleaned data will be entered into spreadsheets 

and used to generate bar graphs comparing pretest responses to posttest responses on scales, 

subscales, and items of particular interest at review. 

Interviews will be administered by the evaluation team who will be trained in conducting 

interviews and taking notes and provided with a script of semi-structured questions. Interview 

questions will be piloted prior to collecting qualitative data, and interviews will be audio 

recorded and later transcribed by members of the evaluation team. Immediately following each 

interview, the evaluator will write down notes. Themes that emerge from notes and during 

transcription will be coded by the team in collaboration and calculated based on frequency. For 

participants who have completed pretest and posttest (for trainings) or pretest, posttest, and 

follow-up (for administrator/Champion interviews), these coded responses will be plotted on 

either bar graphs (or staff/volunteer interviews) or line graphs (for administrator/champion 

interviews) with a point representing each testing stage. Respondents who do not complete one 

or more of these tests will be excluded from graph data but may be included in the text of the 

report to provide insight on agency growth in the outcome areas (due to possibility of mid-

evaluation period staffing or role changes). Evaluators will receive consent from all participants 

and inform participants of confidentiality measures, benefits of the study, and their rights at 

every point of data collection.  
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Appendix B 

The following items are the Individualized rating scale (item 1) and sample veteran-

specific topic knowledge quiz (items 2-9) to be used for pretest and posttest at trainings. 

 

1. How would you rate your current knowledge about military sexual trauma? 

     
     

Very Poor Poor Fair Good Excellent 

     

     

2. How many veterans who are women have experienced military sexual trauma? 
   

 
 1 in 2 

 
 1 in 3 

 
 1 in 10 

 
 1 in 25 

 
 1 in 100 

 
 Don’t know/not sure 

   

3. How many veterans who are men have experienced military sexual trauma? 
 

 1 in 2 
 

 1 in 3 
 

 1 in 10 
 

 1 in 25 
 

 1 in 100 
 

 Don’t know/not sure 
   

4. Approximately how many LGB (Lesbian, Gay, Bisexual) members of the military have 

experienced sexual assault during service? 
   

 
 5% 

 
 10% 

 
 25% 

 
 30% 

 
 50% 

  Don’t know/not sure 
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5. Approximately how many transgender members of the military have experienced sexual 

assault during service? 
   

 
 5% 

 
 10% 

 
 25% 

 
 30% 

 
 50% 

 
 Don’t know/not sure 

   

6. Approximately 15% of all service members are separated under less than fully honorable 

conditions. How many victims of military sexual assault are discharged under less than fully 

honorable conditions? 
   

 
 15% 

 
 18% 

 
 24% 

 
 30% 

 
 33% 

 
 Don't know/not sure 

   

7. Can veterans recover from military sexual trauma without professional help? 
   

 
 Yes 

 
 No 

 
 Don't know/not sure 

   

8. Is military sexual trauma a diagnosis or mental health condition? 
   

 
 It is a diagnosis 

 
 It is a mental health condition 

 
 It is both a diagnosis and a mental health condition 

 
 It is neither a diagnosis nor a mental health condition 

 
 Don’t know/not sure 
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9. How many Veterans Affairs health care systems have a designated MST coordinator? 
   

 
 0% 

 
 25% 

 
 50% 

 
 75% 

 
 100% 

 
 Don't know/not sure 
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Appendix C 

Staff and Volunteer Training Posttest Interview Questions 

1. Please describe your knowledge of [training topic]. 

2. Tell me what you learned from the recent training on [topic]. 

3. Is there anything about [topic] that you wanted to learn from the training that you felt was 

missing? 
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Appendix D 

Agency Administrator/Champion Interview Questions 

1. Tell me about the current level of your agency staff and volunteers’ veteran-related 

knowledge. 

2. Discuss some topics or areas of military or veteran culture your staff and volunteers are 

knowledgeable about. 

3. Please describe staff and volunteers’ comfort level talking with Veterans about their 

unique health needs. 

4. Talk about any veteran-specific support you feel staff and volunteers offer to veterans. 

5. Talk about the staff and volunteers’ level of engagement in We Honor Veterans activities. 

(This includes trainings, outreach, policy and procedure reviews, and involvement with 

the Hospice-Veteran Partnership and Veteran Service Organizations.) 

6. How have policy and procedure at the agency influenced staff and volunteers’ 

competence in engaging veterans? 

7. How have any trainings and education at the agency influenced staff and volunteers’ 

usage of culturally competent skills regarding veterans?  

8. What comments or questions do you have for me or the evaluation team? 
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Appendix E 

Measurement Plan 

Table E1 

Outcome 1: Increased staff and Volunteer knowledge about veterans 

Indicators Measures Data sources, data collection methods, timing 

Staff and 

volunteer 

knowledge on 

training 

subjects 

Individual 

Rating 

Scale/Quiz 

Source: All staff and volunteers during the evaluation period 

 

Collection method: Paper survey 

  

Timing: Pretest immediately before and posttest immediately 

after each training 

Interviews 

Source: Staff and volunteers during the evaluation period 

 

Collection method: 10-minute phone interviews 

  

Timing: Pretest immediately before and posttest immediately 

after each training 

 

Table E2 

Outcome 2: Improved staff and volunteer attitudes regarding engaging veterans 

Indicators Measures Data sources, collection methods, timing 

Staff and 

volunteer 

attitudes 

regarding 

veteran culture, 

care, and health 

Health 

Professionals 

Attitudes Toward 

Veterans (HPATV) 

Source: All nursing, clinical 

psychology, pharmacy, social work, and other 

medical and behavioral health staff/interns during the 

evaluation period 

 

Collection method: Standardized survey administered 

online at the agency at the beginning of a staff 

meeting 

 

Timing: Pretest within 1 week of Level 2 application 

and posttest within 1 week of application for Level 3) 
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Agency 

administrators 

and Champions 

perceptions of 

overall staff and 

volunteer 

attitudes about 

veterans 

Interviews 

Source:  Agency administrators and program 

champions 

 

Collection method: Phone interviews (approximately 

20-minutes) 

 

Timing: Pretest within 1 week of application for 

Level 2 and posttest within 1 week of application for 

level 3) 

 

Table E3 

Outcome 3: Increased staff and volunteer competence regarding engaging veterans 

Indicators Measures Data sources, collection methods, timing 

-Staff and volunteer 

utilization of culturally 

competent skills 

-Staff and volunteer 

attitudes about the 

military 

-Staff and volunteer 

military cultural 

knowledge 

Assessment of 

Military 

Cultural 

Competence 

(AMCC) 

Source: All staff and volunteers during the 

evaluation period 

 

Collection method: Standardized survey 

administered at the agency online at the beginning 

of a staff meeting 

 

Timing: Pretest within 1 week of Level 2 

application and posttest within 1 week of 

application for Level 3) 

Agency administrators 

and Champions 

perceptions of overall 

staff and volunteer 

competence engaging 

veterans 

Interviews Source: Agency administrators and program 

champions 

 

Method: Phone interviews (approximately 20-

minutes) 

 

Timing: Pretest within 1 week of application for 

Level 2 and posttest within 1 week of application 

for level 3) 

 


