Evaluation Methodology
Introduction
Programme evaluation forms an integral part of the delivery of our education programmes.
Gathering evaluation data is the responsibility of the programme leader(s). The relevant
educational steering group receives the evaluation outcomes and recommends
improvements. This cyclical process provides a quality assurance and ensures that the
education programmes are continually evolving.
Thorough assessment of the education process is required for quality assurance processes
to:
•
•
•
•
•

ensure alignment to the Learning and Teaching Strategies of HEIs;
fulfil rigorous investigation by external examiners and the quality assurance processes;
demonstrate and inform on the quality of staff development and progression;
monitor student progression;
provide evidence for evolving and improving the programme.

And for the Leicester Model to:
•

provide feedback to stakeholders, including service organisations and patients, whose
unique contributions underpin the learning cycle.

Ethics and Governance
Ethical principles guide the collection of all evaluation data. Evaluation studies follow the
governance processes on collecting information from students, tutors, stakeholders and
across partner HEI academics.
Evaluation study approval is sought from the university ethics committee. In addition,
collecting information from patients and health and social care staff requires the approval of
NHS ethics committees.
Ethical approval is first sought from the Central Office of Research Ethics Committees
(COREC). All evaluation involving clinical settings is submitted for ethical approval through
relevant NHS local research ethics committee (LREC).
For larger, multi-site evaluations, approval should be sought from the Multi-site Research
Ethics Committee (MREC).
The research ethics committee for social services is the Research Group of the Association
of Directors of Social Services (ADSS) 1.

Action Research
Our evaluation studies are multi-method in their structure. They generally consist of a
combination of semi-structured questionnaires, focus groups and assessment outcomes.
However underpinning our methodology is the application of action research models.
Action research models have been applied to the evaluation of the Leicester Model, ‘to
improve education by changing it and learning from those changes’ 2.
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Traditional action research methods were applied as a collaborative problem-solving
approach, which would generate new knowledge and follow four stages: planning, acting,
observing and reflecting 3.
This method is ideal for these small-scale education interventions, taking place in real-life
delivery and providing a close examination of the effects of such an intervention 4.
Action research has been described as ‘a self-reflective inquiry’ by participants’ 5 and is the
preferred methodology for group activities since those closest to the problems are in a best
position to identify and work towards its solutions 6.
In addition to contributing new knowledge, action research crucially aims to ‘forge a link
between intellectual knowledge/theory and action’33.

Stages in the Evaluation Process
The following stages contribute to the evaluation process:
1.
1.
2.
3.

1.

defining the aim and objectives of the programme evaluation;
selecting and designing the methodology, including data collection instruments;
collection of data; and
analysis and dissemination of the findings.

Defining the Aim and Objectives

The purpose of the evaluation may focus on any aspect of the education programme from
the preparation for teaching - ‘presage factors’; the process of teaching - ‘process factors’; to
the product or impact of the teaching - ‘product factors’7,8.
Presage: data has examined the impact of the programme planning on service delivery and
includes examining the time required by front line health and social care staff to prepare for
the programmes. Unpublished data is also currently being collected to examine the impact
of pre-programme training on the delivery of the programmes.
Process: data from tutors and students on the content of the teaching and its relevance to
their programmes is routinely collected 9,10, 11.
Product: data is routinely colleted both pre and post programme on the professional
attitudes and knowledge change of students. This is compared with their assessment
outcomes 12.
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The Leicester Model of Education has examined all stages, although there is limited data on
longer-term outcomes, for example the impact on learners’ subsequent professional
practice.

Selecting and Designing the Methodology
Evaluation methodology is normally multi-method. Practical issues must however be
considered in the design, e.g. availability of staff time, funding and research support.
The following methods have been used with students, health and social care staff,
programme stakeholders and patients:
•
•
•
•
•
•

semi-structured questionnaires using rating scales to assess pre and post attitudinal
change, presage and process factors. Scored questions are balanced with
opportunities to express qualitative comments;
focus groups;
postal questionnaires to patients and agencies;
follow up questionnaire feedback of students just prior to qualification;
analysis of student assessments;
analysis of student recommendations to agencies for ideal patient management plans.

An extract from a questionnaire testing student knowledge and attitudes pre and repeated
post programme.
Please score (tick) the following relating to your experience prior to the course, where
1 indicates little knowledge or ability and 5 a great deal.
My ability to describe the range and roles of professionals working to meet the
health and social care needs of the community

1

2

3

4

5

My ability to analyse the central role of the patient in interprofessional working

1

2

3

4

5

My ability to analyse the importance of good team working relationships which
draw effectively on the skills and roles of different professionals to meet patients’
needs

1

2

3

4

5

My ability to assess the importance of effective communication within multidisciplinary teams to ensure productive joint working

1

2

3

4

5

An extract from a questionnaire delivered prior to the programme and aimed at examining
the students’ perceptions of the teaching process.
Please note: 5 is the highest positive response and 1 the lowest indicating a poor
outcome. Some questions start with a positive response others a negative –take care
when marking the form.
4. I was not looking forward to studying
alongside other undergraduate health care
professionals

1

2

3

4

5

I was looking forward to studying alongside
other undergraduate health care
professionals

5. I felt prepared for studying with other
students from different health care
professions

5

4

3

2

1

I did not feel prepared for studying with other
students from different health care
professions

6. The small group tasks were not
appropriate for inter-professional learning

1

2

3

4

5

The small group tasks were appropriate for
inter-professional learning

Collection of Data
Tutors are responsible for the administration and collection of questionnaires and for the
identification and organisation of recruits for focus groups.

In our experience, valuable data can be lost with student attrition and when there is
concurrent teaching in more than one geographic area. For this reason tutor training
programmes emphasise the importance of adopting a disciplined approach to completing the
programme data collection evaluation tools.

Analysis and Dissemination
Qualitative data is analysed for thematic responses using computer programmes such as
NUDIST or more than one researcher.
Quantitative material is analysed using statistical packages e.g. SPSS for statistical
significance and trends.
In many instances triangulation of data is possible where information on the process of a
programme is collected from the patient, the student group and their tutor.
The outcomes of the evaluation are disseminated as follows:
•
•

•

•

to the educational steering groups and as a contribution to the quality assurance
processes of the HEI;
to annual education reports. In some programmes these reports are provided to
external, or independent evaluators, for example the Learning from Lives programme
prepared reports for an NHS commissioned external evaluator. These external
evaluation reports endorsed the quality of the learning experience 13;
as feedback to stakeholders and patients. Patients additionally receive thank you
letters, which can provide an overall comment on the progress of the student cohort.
Patients also receive feedback visits from student groups to reflect on their learning.
Health and social care organisations also receive reports;
outcomes form the basis of national and international conferences and papers for
publication.

Conclusion
Evaluation Studies contribute to the quality assurance process and ensures that the
Leicester Model is continually evolving.
Evaluation outcomes identify that the Leicester Model of Education positively impacts on
students’ learning, professional attitudes and knowledge of team working and it prepares
students for future practice 14.
Learning in interprofessional groups enriches all programmes.
Patients enjoy taking part and feel supported.
Health and social care staff and their managers respect the ability of the model to inform on
their practice and reflect on the quality of their collaborative working.
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